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1. EXECUTIVE SUMMARY

1.1 INTRODUCTION

This report details the findings of a seri es of case studies profiling the use
of information in primary care to improve clinical practice, organisational
performance and health outcomes. The study is intended to provide

examples and key learnings from sector activity in this area.

The focus is 0 ninformation as a broad capability, rather than information

management or  technology itself . The overall aim of the project is to

illuminate some of  the breadth of existing activity occurring in the primary

care information environment, to highlight succe sses and learnings, and

develop a 6composite success model 6 that will both
information planning and support learning between organisations and

across the sector.

These case studies have  been developed by Synergia Ltd under contract to
the Pr imary Health  Care Strategy - Key Directions for the Information
Environment Programme !, managed by the Ministry of Health.

The case studies were selected from a range of initiatives which were

profiled in an online survey conducted in late 2006 2, From the survey eight
initiatives were identified for their potential to illustrate information
capabilities that are core to the Key Directions programme as components
of the future shape of primary health . patient self -management; population
health; tailoring ca  re to individuals; coordinating care and integrating

services; and improving performan ce and evidence -based decisions

The case studies include a range of organisations with functions in primary
health care, including non  -government organisations (NGOs), Pr imary
Healthcare Organisations (PHOs), Management Services Organisations

(MSOs) and District Health Boards (DHBs). The type of information

capability also varied considerably, and included managing claims

payments, supporting nursing outreach, population h ealth monitoring and
targeting, patient management and support, cardiovascular risk

assessment, and primary mental health services coordination.

Part | of this report summarises the findings and implications drawn from
across the detailed cases. Part Il contains the individual cases while Part
11l details the case study approach and methodology.

! For further information on Key Directions and the Primary Health Care Strategy,

please refer to http://www.leadingforoutcomes.org.nz/

2 Field A and Gandar P. 2007. Key Directions for the Primary Healt h Care Strategy:
Case Study Survey Report. Auckland: Synergia Ltd.
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1.2 LESSONS FOR FUTURE | NFORMATION CAPABILIT IES

Case studies can provide a window into both the world of today and the

shape of the future that could emerge as toda ybébs capabilities evolve and
develop. Part | of this report focuses on the what we may learn from

todaybés initiatives, seeking to describe the shape
6composite success model 8 using the el ements disce
initi atives of this study. In doing so , We are not suggesting that any of the

initiatives has the answers, only that their efforts can highlight the small

seeds of that future success, enabling us collectively to support the
development of the capabilities req uired.

In this regard the approach draws on the concepts of appreciative inquiry -

a form of action research that create s new theories , ideas or images that

aid in developmental system change by collecting and utilising p eopl eds
stories of something atit s best .

The composite success model has aspects; the first the functional lessons,
for example the attributes of effective self management as a information
capability function, and second the process lessons, what we can glean
from these initiatives abou t successful development, refinement and

sustain ability of information capabilities and their potential adoption more

broadly across the sector.

1.3 ORIENTATION i WHAT MAY THE FUTURE DEMAND?

In attempting to distil the elements of the future success model for the
primary care information environment , this report uses a set of orienting
assumptions:

1 Rise of complex, chronic and co morbid conditions; demanding
greater capability in managing complex care pathways involving
teams of health providers supporting indi vidual patients , who are
themselves empowered and mobilised to act as full partners in
their own individualised plan of care

1 A similar requirement for greater understanding of the patterns of
health need within populations, so that services, programmes and
resources can flow towards those areas of greatest need while
using our best evidence and knowledge about where and how to
achieve the greatest health gain for populations as a whole

1 Thatthe persistent issues of disparities in health outcome arise
from t he interactions of complex factors both within health and
across the broader social determinants of health and well being.
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Only through mobilising the social context of health will we be able
to effectively address these issues

1  That these changes will cont  inue to make demands on the
function, forms and structure of primary health care and its mix of
private, community and government organisations. Care delivery
capability, particularly information capability, cannot be divorced
from the business and profess ional workforce systems of which
they are part.

Key Directions is working with five core information capabilities that
address these issues. In this research we have used those five capabilities
as a frame of enquiry to understand the functional mix with in each
initiative today and what lessons may be learnt about the required
capability in the future.

1.4 THE FUNCTIONAL ELEMENTS OF A COMPOSITE
SUCCESS MODEL

Taken together, the eight case studies provide important signposts for

ways in which information can be utilised to improve the dependability of

clinical practice, organisational performance and health outcomes for

individuals and populations. In this report the elements of successful

functions, found across the eight initiatives, are stitched together t o]

provide a representation of a 6composite success m
information capabilities of Key Directions, described previously in section

1.1:

1. Enablings elf -care by individuals, whanau and families
initiatives fostered self ~ -care through develop ing shared
understanding of health between clinicians and patients; through
developing patient  -specific care plans, and through providing
relevant and tailored information to support healthy living.

Lessons for the future composite success model:

§ The goal is mobilising self -responsibility and capability not self
management : From a care provider perspective we want patients
to join us in managing their health. However, by starting from the
perspective that there is a condition or issue that has to be
manage d we risk implicitly risk losing sight of the potential
strengths and capabilities of people and their relationship with the
information environment. The alternative, mobilising self
responsibility suggests a more active and engaged approach to
maintaining and i mproving one6s own health. An appro
responsibility indicates a conscious decision on the part of the
individual to take actions that are supportive of health, from which
managing oneb6és health is the rbased step. This i
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appr oach, using what can be achieved by the person, or their
family, as a starting point, and aimed at building ownership and
capacity. From an information perspective this will require a very
patient -centric approach starting from their perspective, joining
information that they have with clinical information, allowing them

to interact with their records

Responding to the broader cToimtluenget

complex chronic conditions a number of cases in this study

demonstrate the power of taking a broad view of the social context

within which they arise, then using this understanding to mobilise
community networks and agencies to support self care. This
requires a view of Opeople, not
to identify in different ¢ ircumstances, which is the most important
focus of activity: the individual patient, the family, or other parts

of their social net wor k. This has

concept underpinning Maori health strategies and programmes,
and alsoftamitlyead the building
which applies to all cultural groups.

Understanding and responding to levels of self care_support
required : The level of complexity of a pat i eaqoridifiosn and
social context represents a continuum of requirements and
response. We cannot afford to have a one size fits all self
management capability; rather we need a range of levels of
capability with clinical, business and information systems that
enable usto raise or lower the level of intensity of r  esponse

Identifying and responding to p opulation health needs
major theme across many of the case studies was the potential of
patient registers to provide a population view at practice and PHO

levels, and to use that information to identify target pop ulations ,

and to develop or adapt services. Two case studies in particular
used practice and secondary data to identify populations and
individuals of interest, so that care plans could be developed to
support these people

Lessons for the future composite success model:

i  Bridging the divide between personal health, and community

of

peopl ebs

patientséd,

bl

A

and public health : Effective population health initiatives allow
multi -way flow from individual clinical information to
aggregated population patterns . These inturn can feed
throug h to inform community based public health priorities.
Critically they enable the reverse flow to occur when

population priorities can be applied to the individual clinical
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record to target care to identifiable groups or individuals (this
is discussed furth er below).

1 Achieving an effective population information view : PHOs have
a responsibility for population health , yet are based on an
enrolled population model . This can resultin lack of alignment
with geographic populations, divided population records and
the mindsets of data ownership between different
organisations. A range of case studies illustrated  different
approach es to overcoming this limitation . through
sophisticated demographic analysis ; by building an
environment of trust where patient clinical information was
shared to create a population view around a specific issue ; by
using management services organisations or DHB to create an
underlying integration infrastructure ; and finally, where the
community pulls PHOs together to achieve the same end b ut
focussed on the communities  dneeds. This haphazard process
can limit effectiveness and mitigate against achieving the
critical mass of analytical resource required

1  Considering social determinants of health . If fidelity, in terms
of ensuring that simple and effective interventions are
undertaken dependably  (Woolf & Johnson 2005) is to be a
realistic goal for primary health care, then the networks of
family and community need to be mobilised to support
individuals in care.

91  Ability to inform service design and monitor outcomes __ of
interventions on the targeted populations . This brought
together the outward health promotion activities and the
inward targeting, screening and patient management activities
of primary health care. This required a proactive strate gy of
bringing people into primary care, either opportunistically
through GP consultations or systematically through targeted
invitations and recall.

Tailoring  of care : In many of the case studies, individuals are
engaged in settings they are familiar wit h, health needs are
identified, and ongoing progress is tracked. In some instances,

goal - setting and intersectoral referrals supported the activities of
people in primary care. Information collected through these
processes is also used to reflect on practi ce and organisational
performance.

Lessons for the future composite success model:
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1  Targeting individuals within populations using population
registers. A key lesson from these case studies is that effective
targeting is a cornerstone of reaching high -need populations
and for achieving efficient use of resources . The General
Practice clinical information resource provides the core for this
capability ; when combined with analytical capability and
proactive communications and engagement , it transforms
allied health or community based programmes from being
passive and disconnected into sharp ly focussed and integrated

services.

1  Effective targeting _acts to develop new reciprocal relationships
between primary health care and its enrolled populations
Initiatives  that seek to use practice clinical information often
founder on concerns of misus  ing information or  undermining
the patient relationship established by general practice. Many
initiatives demonstrate that w here effective targeting is used
toreach outtot heright people,and done in the right way so
that the process of reaching out builds trust and
responsiveness , then stronger reciprocal relationships can be
formed between the patient, GP and the broader primary

team . However for this to occur it is criti cal that the

information gathered by the initiative feeds back into the

primary general practice hub information resource. If this

feedback link is weak or broken , then the foundation for these
reciprocal relationships  and trust is lost.

1 Eacilitating self -management : This was a notable feature of
many outreach initiatives, through interacting  with people in
familiar settings, including homes, workplaces and marae ; and
developing care plans to support healthier living. People
working in these initiatives als o developed a clear
understanding of the behaviours and interventions needed to
improve health and/or manage conditions.

I  Tailoring a whole system : Many of the initiatives show the

effectiveness of tapping into a whole system response
including health serv ices and mobilising community networks
Key attributes of this capability include st arting at the point or
stage of change appropriate to the patient , Some assessment
ofthe p at i ehmoderssocial context and use of that
assessment to engage the patient with other service pathways.

4. Enablingthec oordinat ionof care and integrati on services
This capability was less common in these case studies, with the
main focus being on the direct response of primary health care
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teams to the health needs of individual s or enrolled populations.
However, some case studies, particularly those involving nurse
practitioners, were able to forge linkages with secondary care and

allied health providers, as well as social services. In these cases,
information supported referral s, ongoing follow -up, and feedback
to the health team. Other case studies had initiated information

linkages with secondary care that enabled patient progress across

care settings to be tracked.

Lessons for the future composite success model:

1  Ahub, spoke and node model of primary care . In our view the

use of concepts such as 6team based approach
heal t hd agnrowenyi-deaeralised approach to

understanding the primary health information environment. A

number of the case study initiatives had a very clear model

that enable d effective coordination and integration of care.

The hubs were the general practice settings, which offered the
core population and individual patient overview based on the
practice clinical information  resource .

The spoke s were specialties within primary health care, such

as such as nurse practitioners, midwives, mental health care

coordinators and other field workers. These
roles but instead can add great depth to clinical information.

They also act as su bsidiary nodes for referrals or engagement

to other services. Information was organised in a consistent

pattern across hubs, spokes and nodes so that each had a

clear sense of complementary role and function, each could

respond to the patient context and a ctin a consistent and

coherent manner.

Critically information always flows back to the hub so that it

can maintain overview even if the actual coordination of care is

being performed at the subsidiary node level. Within this

network model individual hub s belong to a whole population

network with a  responsibility  to share this information

6upwardsd6 so that the added value of popul at
is made possible.

1  Effective care coordination requires strong investment in core

relationships  between ca re settings and communities , to build
trust and familiarity and tap into the passions and enthusiasms

of those working within or alongside the primary health care

network. Itis also recognised that particularly with regard to
chronic conditions, care coo  rdination needs to fit with the
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reality of the complexity of managing such conditions and
associated co -morbidities. Managing chronic conditions draws
together a network of different and partial perspectives, with
many processes operating in parallel, and requir es
considerable investment in personal communication across
care settings.

Improving performance and evidence -based decisions  : The
case studies highlight the potential of population registers and
consultation data to form the foundation of understan ding practice
and PHO performance to support planning into the future. In some
instances, information provided a tool to support practice -based
feedback to identify progress against goals and benchmarking

against performance. Some case studies were strikin g for their use

of the evidence base as  a starting point for developing tools to
support their practice. One case study was particularly notable for

the direct electronic interface of information into annual reviews of
practice, which can be used for indiv idual, practice and
professional -level outcomes monitoring.

Lessons for the future composite success model:

1 Use of kK nowledge brokers The case studies also indicate
potentialrolefor 6 k nowl e d g e (ibpadidularithe ore
sophisticated MSOs)  to provi de practice feedback, assist with
service planni ng, and facilitate evidenced  -based care. What
makes knowledge brokers distinctive is their central role in
connecting people, organisations or sectors to share
knowledge.

9  Utilising the power of intrinsic mot ivation : One case study
noted the personal motivation of health professionals  towards
delivering high quality health care to patients as a driver of
primary health care. The potential of information capability in
achieving improved performance can itself act as a motivator
towards its adoption.

1 Dissemination of performance information within trusted peer
relations . Where trust existed between people working in
primary care, and PHOs and MSOs, the information that was
gathered, analysed and fed back tended to have a high degree
of engagement.

1 A reflective learning orientation . This was manifested in the

use of information to inform annual professional review; in
enabling reviews of practices against peers; in comparing
patterns of interventions or treatments against best practice;
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and through in  -depth studies of consultation and population
data.

1.5 THE PROCESS ELEMENTS OF A COMPOSITE SUCCE SS
MODEL

This second aspect of the ~ composite success model focuses on the
processes of innovation, development and sustainab ility seen within the
cases. Our goal in attempting to understand these processes better is to
stimulate thinking about how the sector could both promote innovation and
foster the transference of learning across organisations, districts and

regions.

Each o f the detailed cases contains a section devoted to the critical
dynamics that have lead to the initiatives formation and that are involved

in sustaining and developing its capabilities into the future. While these are
specific to each case there are common patterns that emerge across the
cases that are candidates for an innovation process view of the composite
success model.

1. Seed resources for a stretch challenge: A common theme from
the case studies is that information capability is not cost neutral,
and t hat it requires significant investment to develop, implement
and maintain the information infrastructure and analytical
capability. Six cases utilised specific funding programmes or the
transfer of programme funding as seed resources to support the
initiat ive. These resources were dedicated or tagged to address a
challenge that could not be realised by the status -quo capability,
hence creating both a tension for innovation and some slack
resources to develop the initiative.

The down side to this is fundin g fragility; few of the initiatives so
funded have clearly established separate financial viability and
sustainability.

2. Local framing of response within a broader context,
development of a coalition : While in part a consequence of
funding sources the ini  tiatives are clearly combining local framing
and interpretation of issues within a broader context of ideas,
evidence and priorities that act as the platform for an inter -
organisational or interdisciplinary coalition of interest.

The coalitions create th  eir own local framing, meaning and
interpretation of the broader programme or service concept. This
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reinterpretation and recreation of local meaning implies that

innovations and initiativesi sctanfrmmoemer be adopt
elsewhere, they will always beco me altered by their fit within the

local system context.

fiHard core/ soft Amumbkepohtteingialives studie d

combine a hard core of irreducible functional elements with a soft

adaptive periphery that allows it to be tuned to each local context

and 6reinventedd to create a unique O6innovatio

I'n particular Northland, Tumai and the NZ College of Midwives T
Patient notes are all examples where the initiative takes different

forms in different settings while retaining their core funct ion. More
rigidly defined initiatives are likely to be more context bound and

less easy to replicate.

dhink popul ation/t ar gWhiletheadovevi dual s b
attributes are likely to be generic to any innovation environment

the core process component of th e primary health information

environment success model lies in the use of clinical records to

create a population view of health that is then ,inturn , used as a

means to target health responses towards individuals who would

benefit.

In the cases where  this was successfully applied there was a strong

sense of sustainable value created by this capability as itis clearly

effective and more efficient than a reactive visit model of primary

care. In addition t he capability of a population view, drawn from

the gener al practice clinical record, to portre
community health service utilisation and need has been shown in

three cases to be the most powerful tool primary health has

available to engage community and broker the combined

knowled ge of all involved.

Sustaining the general practice information hub : The
implication of the point above is that it confirms the central, pivotal
role of the general practice clinical information resource as the hub
information capability on which all else is built.

Five cases explicitly used this hub information capability and each
one paid considerable care to both draw information from, and
feed information back to the central hub. In this way the collective
efforts of all involved contributed to its o n-going value. This
attention to sustaining the hub information resource value was one
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of the major reasons why these initiatives gained strong broad
primary health clinical support.

Integrating hubs, spokes & nodes: The previous section
described hubs (general practice), spokes (specialist primary
health clinical services) and nodes, (associated network referral
relationships of allied health and community services) as being a
core functional concept of the success model. From a process
perspective how these are integrated is key to the success and
sustainability of the information environment. The most effective
created an information environment out of structured clinical
assessments and service utilisation exchanges that reinforced the
complimentaryr ol es of hub clinicians and O6spokeb
clinical specialists such as community based mental health nurses.

Taking care of business: An important function of some of the
information systems in the case studies was their support to the

day -to-day operations of primary health care as a small business.
Some successful initiatives brought together collection of
consultation data with facilitation of claims payment and other
administrative processes, to ease the administrative burden.
Interestingly th  ose that achieved this result look likely to be the
most sustainable over the longer term.

Achieving results through mobilising community and patient

self capacity  : One of the most striking observations gained from

the case study research was the positive impact felt and observed
as communities, patients, whanau and family became more

effectively activated and mobilised to support health outcomes as a
result if these initiatives.

In observing the passion that mothers have for their own maternity

notes inf ormation, the sense of ownership and self responsibility

that it has facilitated, or hearing of the impact that a quiet process

of listening to the health/social context and needs of kaumatua can

achieve one is struck by the untapped power and capacity tha t can
be released by small changes to the way we think of health and its
information environment.

For those involved in these initiatives the positive feedback of

results generated when this works acts to sustain their excitement
and passion for makingt  heir initiative work despite all odds!
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PART I T OVERARCHING THEMES

2. INTRODUCTION

This report  details the findings of a series of case studies profiling the use
of information in primary care to improve clinical practice, organisational
performance and he alth outcomes. The study is intended to provide
examples and key learnings from sector activity in this area.

These case studies have  been developed by Synergia Ltd under contract to
the Primary Healthcare Strategy - Key Directions for the Information
Environment 3 Programme, managed by the Ministry of Health. The purpose

is to enable a better understanding of existing primary health information

capability so that this informs a more coherent developmental approach for

the sector as a whole.

To achieve th is a survey was undertaken in late 2006 from which eight

initiatives were identified for their potential to illuminate five capabilities

previously identified as components of the future shape of primary health

self -management; population health; tailorin g care to individuals;

coordinating care and integrating services; and improving performan ce and
evidence -based decisions .

Inwriting th ese case studies we are seeking to:

1  Describe the multiple levels on which any real world, organically
emerging initiativ e operates; the daily practical components
through to the longer term outcomes and aspirations of those
involved

1  Atrticulate the experience contained within each initiative to
highlight the five functional areas described above; what has been
learned and wh ere is the initiative is heading

M  Tease out the dynamics which have lead to the initiatives
formation and issues involved in sustaining and developing its
capabilities into the future

3 Information Environment: The collective information capability (people, processes
and technologies) used by all people engaged in the health system to make decisions
and act effectively  to support the health and well being of themselves, others and

communities.
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1  Suggest elements of this experience that could have value to the
sectora s awhole 1 the small seeds of the future composite
success model for the sector as a whole

The case studies should not be read as authoritative description s of each
initiative, for this purpose please use the contact details provided at the
end of each case.

Part one of the report  briefly reviews the role of information in primary

health care, details the background to the Key Directions initiative, outlines
the purpose of the case studies and discusses the generalisable findings

from the case studies.

Part two details the findings from each of the eight case studies.
Part three details the methodology behind the case study research.

Please note thatt he interpretation of the case studies in this report
represents the views of the authors and is not necessa rily th at of the
Ministry of Health , nor of those interviewed in the course of these case
studies.

3. THE CONTRIBUTION OF INFORMATION TO
PRIMARY HEALTH CARE

3.1 6ACTI-DEDS& PRI MARY CARE

Information has long been an underpinning of primary health care. The
stor age and dissemination of information is a critical component of patient
care and professional practice; without knowledge of the past, it is
impossible to look to the future.

The growth of computerised information systems and the Internet since the
late 1 990s has prompted many innovations in care delivery and knowledge
transfer, but has also posed significant challenges for health professionals
and public alike in sifting through the sheer quantity of information to make
effective decisions for clinical pr actice and health improvement.

As early as 1992, Sandiford et al challenged primary health care to take an

6actliocd approach to primary care. Rat her than bei:
collection of data as an end in itself, they posited information as having a

key role in improving health, but for #fAi mprovements
in improved health, strategies must be adopted which will ensure that

information routinely informs decisions and is seen as a means to the end

of i mpr ovi n(8andif@dcet a 1h 0992) .
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The traditional mode | of primary health care delivery between a single
general practitioner and a patient is increasingly being replaced by one in
which the patient is managed by a team of health professionals, providing
different aspects of care; t his is particularly true of managing people with
chronic conditions. To enable coordinated and seamless shared care

depends critically on the ability to share information easily between care
providers (Bose 2003) .

3.2 FIDELITY IN PRIMARY HEALTH CARE

Fidelity is a concept in primary health care that reflects the degree of
functionality of a system, rather than the effectiveness of particular
interventions. In broad terms, fidelity is about the dependability of primary
health care to deliver people the interventions they need, in an appropriate
manner and in a timely fashion

AFidelity is |l acking when patients
for care (e.g., there are barriers in access or communication),
when clinicians cannot recognize that an intervention is indicated

(e.g., there is a lack of time, knowledge, attention, or m emory),
and when the intervention cannot be delivered properly ( eg.,
there is inadequate infrastructure, procedures, safety,
coordination, or information) (Woolf & Johnson 2005) . 0o
In many respects, information is the foundation of fidelity, by playing a key
role in system design, professional knowledge and skills, information
retrieval and dissemination, and decision support. Woolf and Johnson also

point to the need for cooperation across organisations and leadership
commitment to patient  -centred care.

It is in the field of chronic disease management that the concept of fidelity
has particular application. Bodenheimer et al (2002) place clinical
information systems as one of six interrelated components of a chronic care
model aimed at delivering informed, proactive patients and prepared,
proactive practice teams. They suggest computerized information has roles
as reminder systems to help primary care teams comply with practice
guidelines; as feedback to physicians, showing how each is performing on
chronic illness measures; and as registries for planning individual patient
care and conducting population -based care (Bodenheimer et al 2002)

Crucial to this is the design of systems that are relatively straightforward

for primary care practitioners to adopt and use. Bodenheimer and

Grumbach observe that  some computerized systems, such as reminder
prompts and performance feedback, may improve practitioner performance

and patient outcomes. However, if these systems are too time -consuming,

physicians may not wuse them. They suicegest

are to benefit from the electronic revolution, they must redesign their

cannot
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clinical processes to ensure that e -health facilitates rather than hinders the
wor k of p h yBedemhéiraen& Grumbach 2003)

3.3 KNOWLEDGE MANAGEMENT AND HEALTH

In meeting the challenge of improving fidelity, the field of knowledge
management has been oft  en put forward as offering a structured approach
to information in primary care.

The underlying principle of knowledge management, in its application to
health, is the use of data to support a transition from information to action,
such as in the form of ~ policy or treatment guidelines. Bailey (2003)
suggests that:

AStarting with the premise that |l ocal probl ems
solutions, effective knowledge management in health can provide

on an equitable basis the knowledge necessary for local innovation,

and then produce new local knowledge that is in turn fed back and

shared in a dynamic regenerative process. Although much of the

content of knowledge management is often perceived as

information technology (IT), it goes in practice beyond the

facilitating power of any single IT tool. Used in the way it should

be, it harnesses experience through collaboration in direct,

humanly interactive problem -s ol vi (Baley2003)

Bail eyds description signals a distinction between
knowledge. The accumulation of data into a meaningful context provides

information. Well -managed inf ormation that is properly structured, and is

available and accessible by the right people at the right time becomes

knowledge. The success of health care depends on the collection, analysis

and exchange of clinical, utilisation and financial information or knowledge

within and across different organisations involved in the delivery of health

services to people  (Bailey 2003)
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4. KEY DIRECTIONS BACKG ROUND AND
CONTEXT

In 2007, the Primary Health Care Strategy (PHCS) entered its seventh

year. Over those seven years, there has been a transition from establishing
structures and funding mechanisms to implementing a vision for the sector
that takes primary health care in new directions. Fundamental to the new

direction for the sector is a shift towards reducing inequalities, improving
population health outcomes and improved identification and manage ment
of long term conditions in the community.

The 6outcomesd focus |l ed to a renewed focus on the
PHCS, and in particular issues such as a deeper understanding of the

barriers and enablers of change and performance improvement in the

system. Parallel work in 6Leading for Outcomesd p
whole system response to reduce inequalities and improve management of

long term conditions, the primary care performance system, and a

collaborative approach in which Ministry, DHBs and PHOs are aligned in

implementing key components of the PHCS.

As part of the ongoing implementation of the PHCS, the Key Directions
initiative focuses on the application of the information environment to

improving health outcomes. The overall objectives of the Key Directions
Project are:

1. To facilitate the articulation of investment pathways which describe
how, together, we mould the information environment to enable the
changes stated in the Primary Health Care Strategy to improve health
outcomes and red uce inequalities.

2. Toidentify what aspects of the information environment are so key to
improving health outcomes and the success of the Primary Health Care
Strategy, that their development should be deliberate, coordinated and
collectively achieved.

3. To fa cilitate the sharing of what we have already learnt individually in
order to articulate approaches based on collective experience, and to
develop a resource that enables continual learning and collaborative
information solutions.

4. To enable investment decis  ions to be made across the health sector
which, collectively, build an information environment that enables
seamless care across organisational and professional boundaries and
supports clinical and other decision makers to improve health
outcomes and reduc e inequalities.

Within the Key Directions initiative, Synergia Ltd was engaged by the
Ministry of Health to identify and develop case studies that illustrate how
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information systems (people, process es and technology) in primary health

care are impacting an  d improving health outcomes, in particular reducing

health inequalities. The overall aim of the project is to draw on the breadth

of existing activity occurring in the primary care information environment,

to highlight successes and learnings, and develop a 6composite success
model 6 that will both inform future information pl
learning between organisations and across the sector.

The project has four components:

1. Engage the health sector in thinking about how information
environments (peopl e, processes, technology) are impacting on
and improving health outcomes T with a focus on:

o long -term conditions
0 population health
0 outcome disparities

2. Gather examples of innovative responses at regional and local
levels that illustrate or are supportive of , the key dimensions of the
policy direction articulated in the Primary Health Care Strategy that
could offer a potential catalyst and learning opportunity for the
sector.

3. Support the development of the Key Directions document through
detailed case studies  that:

o0  Support the policy direction through increased relevance
and tangibility

o Identify environment and population health context issues
affecting info systems development

o Identify emergence of beneficial patterns in current
information and health environ ment that can act as a
platform for learning

o avoid delays and interference effects on existing beneficial
investments during 'Directions' development

4. Facilitate understanding what aspects of information environment
should be developed at local, regional, a nd national levels.

The first stage in the process, focusing on items 1 and 2 above, was an
online survey to gain insights into the breadth of activity occurring across

the primary health care sector. The survey focused on initiatives that use
information  to support decision making and deliver services. The focus was
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on information as a broad capability, rather than information technology

itself (which is usually a relatively small part of any information

investment). The report on the online survey was pr esented as a separate
report to the Ministry of Health in April 2007 (Field & Gandar 2007)
Appendix 1 presents a summary of the online survey findings.

The second stage in the process was to undertake a series of eight detailed
case studies, focusing on items 3 and 4 above, using the online survey as a
platform for identifying case studies. The se case studies are the focus of
this report.
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5. OVERVIEW OF CASE STU DIES

The eight case studies selected for this report provided a useful cross -
section of activity and information capability in the primary health care
environment. The case studies included a range of organisations with
functions in primary health care, including non -government organisations
(NGOs), Primary Healthcare Organisations (PHOs), Management Services
Organisations (MSOs) and District Health Boards (DHBs). The type of
information cap ability also varied considerably, and included managing

claims payments, supporting nursing outreach, population he alth
monitoring  and targeting , patient management and support , cardiovascular
risk assessment, and primary mental health services coordinatio n.

These eight case studies also showed varying degrees of alignment with

the five core capabilities signposted by the Key Directions initiative: self -
management; population health; tailoring care to individuals; coordinating

care and integrating services ; and improving performance and evidence -
based decisions.

The eight case studies and their significance are briefly described below.

Part Il of this report details the functions and informatio n capability of each
case study, ( note; you may hyper link dire ctly to any of the cases by
control clicking on the headings below ).

Primary Health Information Unit (Pinnacle Group Ltd, Hamilton)

The Primary Health Information Unit (PHIU) provides a population -level
information base to as  sist with service planning and decision -making. In
terms of information capability, its key features are:

1 Information base for service and workforce planning
1  Practice and PHO -level organisational benchmarking

1  Population health and demographic monitoring

Ngati Porou Hauora Industrial Nursing Team (Gisborne)

The Ngati Porou Hauora Industrial Nursing Team (HINT) isa Services to
Improve Access ( SIA) programme funded through Ngati Porou Hauora PHO
in Gisborne. The service off  ers primary care nursing delivered through
workplaces, combining personal health care with public health screening;

health education; health promotion and occupational health needs. The

programmebés key information capabilities are:

1 Identification and locat  ion of patient groups that are traditionally
harder for primary care to reach
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1  Ongoing patient monitoring, follow -up and support outside of
traditional primary health care settings.

HealthWest  Guideline Implementation Projec t (Waitakere City )

This initiative  builds a capability for primary care to apply evidenced based
guidelines for diabetes and cardiovascular disease to an at risk population
with decision support and risk assessment by the GP providing a platform

for subs equent care management and outcomes monitoring . The initiative
includes:

1 A combination of proactive (outbound invitations to participate in
risk assessment) and systematic opportunistic screening for CVD
and Diabetes

1  An application of consistent risk asses sment and guideline -based
recommendations for care to increase the proportion of patients
with best practice treatment

1  Facilitation of prescribing, referrals, service access and care
coordination

Northland Region Primary Car e Mental Health Initiative: Te Pou Ora
0 te Piringatahi

This initiative is building a capability to support the health and recovery

needs of patients with mild to moderate mental health conditions (with a
particular focus on depression), in the Northland region using a primary
care based shared care and case coordination approach . Its core
information capabilities are:

1 A shared care model with a Primary Mental Health Coordinator
acting as part of the primary care team

1 Patient -centred care planning

1  Promoti ng dialogue and joint thinking across different levels of
care.

Tumai mo te lwi PHO community initiatives to improve access

(Porirua)

Tumai mo te lwi PHO, supported by the Wellington Independent

Practitionersd As providesan iidmt(eWicPhbA)nected portfolio o
initiatives and services to improve access to health care and services .0 The

case study focuses on  a primary care nursing initiative, and the information

support provided through WIPA. The information capabilities include:
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1  Application of MSO analytical capacity to target at -risk individuals
across a range of services

1 Embedding sophisticated patient recall within patient management
system

1  Benchmarking practice performance across PHO network

Hawkeds Bay District Health Board platform

centred information

From a starting point of facilitating diabetes claims payments, this initiative
is developing a capability to manage the health needs of patients with

chronic co nditions within a model of care that integrates the roles and

functions of GPs, nurses, specialist community providers and secondary

services. The information capabilities include:

1  Facilitate claims and payment for general practice
1 Information sharing acro  ss care settings

1 Enabling a shift towards a patient -centred model across the
continuum of care

Wairarapa PHO Kaumatua Health Needs Survey

This case study focuses on a project to research and document the health
status and h ealth service utilisation of kaumatua in the South Wairarapa ,
and to identify recommendations for services across primary and secondary

care in the region . The information capabilities that were utilised or

developed include:

1  Building knowledge from data a t three levels: survey data from
Maori networks, primary care practice data (using WIPA 6 s
analytical systems) and DHB secondary care data , to inform
service planning and care response

1  Application of MSO analytical capacity to identify individuals
requiring further care and attention

1 Establishment of data  -sharing relationship between PHO and DHB

New Zealand College of Midwives Maternity Notes and Maternity
Practice Management System

The New Zealand College of Midwives, through it s subsidiary, the Midwifery
and Maternity Provider Organisation, operates a standardised and
comprehensive maternity notes system, held by both the mother and her
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midwife, linked to an electronic Maternity Practice Management System.
The key information ca  pabilities are:

1 A shared set of clinical notes agreed by provider and recipient of
care

1 A streamlined system for claims payment
1 A quality assurance mechanism for review of practice

1 A database for individual, practice and professional -level outcomes
monitor ing.
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6. COMPOSITE SUCCESS MO DEL:
FUNCTIONAL CAPABILITIES

Through sector consultation the Key Directions programme has identified

five clusters of related information capability that form the core for future
development. The five capabilities, as presented in the 2007 Key Directions
consultation and subsequent policy documents 4, are shown in the diagram
below ° as interrelated and complimentary capabilities built around a central

core of enabling self management by individuals, whanau, family and

community

KEY DIRECTIONS CAPABILITIES

Identifying and
responding to population Supporting the tailoring of
health needs care for individuals

Enabling self-management
(individual, whanau, family,
community)

Improving performance Enabling the coordination of
and evidence based care and integration of
decisions services

In this section, we explore how the case studies contribute to each of the
capabilities within the Key Directions programme, together with  guidance
from the international literature on how information can support these

capabilities.

The diagram on the f  ollowing page shows a qualitative assessment of the
functional profile of each case across the five capabilities in the form of a
radar plot .

4 Accessible from the Ministry of Health web site at http://www.moh.govt.nz/publications

5 Note the diagram shown above is taken from  the Key Directions consultation

documentation as used during this research. Post consultation the term 6selafred has

replaced &elf management 6, a change that i s stronglapdusedgasported by this
our preferred terminology within Part A . Inthe case studies , PartB we have remained

faith ful to the term used with case study participants.
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Figure 1: Qualitatively assessed f unctional profile within each
initiative
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As shown in the diagram most of the cases exhibit a degree of functional
specialisation, the radar plot for Pinnacle Primary Health information Unit
clearly shows its specialised role in providing population health and
performance improvement (benchmarking) informati on capabilities.
Similarly HealthWest Guideline Implementation shows strengths in
population health, targeting care for individuals and on the use of evidence
based decision making. P erhaps the most balanced profile is emerging
wi t hi n Ha wlktedrae dBRatent Centred Information System
although the initiative is currently only at an early stage of development.

These elements are discussed in more detail in the balance of this section.

6.1 SUPPORTING SELF-CARE

6.1.1 Expression within case studies

The Key Direc tions programme describes self care as enabling people,
working in partnership with their carers and health professionals, to:

 Make informed choices

1  Adapt new perspectives and skills that can be applied to new
problems and goals as they arise

Practice new health behaviours, and to
T Maintain or regain confidence

Self-care is particularly important for dealing with chronic diseases, which

people live with for many years. M anagement of chronic illnesses can be
taught to patients, and many aspects of managemen t, including diet,
exercise, self -measurement and medication use , can be direct ly control led

by the patient. Self -management support involves collaboratively helping
patients and their families acquire the skills and confidence to manage their
conditions , providing tools to assist with this, and routinely assess  progress
(Bodenheimer et al 2002)

Self-care of health was a theme which appeared in many of the case

studies in different ways. A strong example of self -care appeared in the NZ
College of Midwives maternity notes case study (this was also no table for
being the only case study where a consumer view was proactively brought

into the interviews by an organisation). In this case study, a collaborative

understanding of each womand6s health in the
achieved through a maternity not es system that was jointly held by the
woman and by her midwife. These notes document the care each woman
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need to take throughout the course of the pregnancy, and included
behavioural goals, such as smoking cessation.

A care plan also formed part of the N orthland primary mental health

initiative, and which used assessment tools to ide
mental illness and capacity to function within the resources available to

them in their community.

Initiatives utilising primary health care nurse s (Gisborne, Porirua
Waitakere and Ha wk e)@lso teBdegto have a strong self -
management theme, by providing ongoing support to manage chronic
conditions ; and provision of health information either directly to individuals

or as media in workplaces or community settings; and referrals to
programmes such as Green Prescriptions ; and in some case development
of patient -specific care plans

6.1.2 Dynamics supporting self -care

The College of Midwives case study, together with the HINT case study in

Gisborne,chal | enged t-manageiment d concept by instead prop
o ne gelf -re§ponsibility § which suggests a more active and engaged

approach to maintaining and improving oneds own he
self -responsibility indicates a conscious decision on th e part of the patient

or participant to take actions that are supportive of health, from which the

management of oneds health is thebasedext step. This
approach, using what can be achieved by the patient or their family asa

starting point , and aimed at building ownership or capacity. The studies
indicated that self -responsibility is assisted by people having their own
record or care, which they can use to organise their care alongside other

information.

Some case studies also brought into their information capability an ability

to respondto  the broader context of peopleds |ives. This takes a
view of health, encompassing social determinants, and is attuned to the

complex circumstances of many peoplebds |ives (bal a
resour ces of the primary health care team). This req!
not patientsdéd, challenging primary care to identif

which is the most important focus of activity: the individual patient, his or

her family, or other compon ents of the social environment. This has

resonance with the 6édwhanau oradé concept underpinni
strategies and pr ogr ammfansily as thebdildiaglbleakoft o t he 06

our s o cadnept which applies to all cultural groups.

The case studi es indicate that for self  -care to be effective, there needs to

be an understanding of the level of self -care required , for which the
foundation is a strong understanding of the needs and context of
individuals . Such an approach targets people for levels of self -management
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based on key risk factors (such as for chronic disease), supported by layers
of information that reflect the intensity of self -management and/or
assistance needed.

Finally, self -care is supported by mobilising community resources to
draw in the wider services that can also offer support to individuals and

their families. This suggests a need for primary care to build proactive links

with other sectors so that support networks can be enabled where the need

or opportunity arises.

6.2 INDENTIFYlI NG AND RESPONDING TO POPULA TION
HEALTH NEEDS

6.2.1 Expression within case studies

Population health capability  , inits framing by ~ Key Directions , enables
actions to:

1 Identify populations of interest

1 Identify immediate needs and predict future patterns
1 Identifyt he response

1 Evaluate the response

Access to primary care is an important determinant of population health
(Starfield et al 2005) . The Primary Health Care Strategy has an explicit
focus on population health outcomes, and a major challenge for primary

health care since then has been to identify and im plement programmes to
improve the health of communities. A major theme across many of the
case studies was the potential of the patient register to provide a

population view at practice and PHO levels, and to use that information to

identify target populat  ions and develop services with those needs in mind.

In this respect, one of the early promises of the Primary Health Care

Strategy, in terms of the information resource potential through having an

enrolled population, is being brought to bear through these initiatives.  In
these cases , the identification of patterns within populations, in terms of

risk factors, consultations, or prevalence of chronic conditions, allowed for

focused interventions to be developed.

The strongest articulation of this informatio n capability was found in the

Pinnacle Group, Wairarapa and Porirua case studies. Each case study made

extensive use of patient register and consultation data to develop profiles

of PHO enrolled populations, identify needs and develop responses at PHO

and practice | evels. In Pinnacleds case this was sup
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demographic modelling to augment the practice -level data, and to

overcome the problems that can arise where there are multiple PHOs within

DHBs, | eadingpbobt bpgfpe fopuationsatrdseregions.

The Wairarapa case study used a survey of rural kaumatua, and utilising

WI PA6s analytical resource, compared the findings
secondary care data to identify emerging population health needs. The

Porirua case study u  ses its MSO capability to identify individuals requiring

attention, married with a patient recall system that systematically brings its

enrolled population into the PHOs practices.

A similar approach was adopted in HealthWestds car
assessme nt project in Waitakere, where patient registers are used to

systematically identify people who fit a profile of potential risk, based on

age, sex and ethnicity. The system also provides a structured dataset that

is usable by other programmes including Get Checked and PHO

performance monitoring.

The Northland mental health pilot had pictures of varying detail of the

mental health burden of mild to moderate mental health across the
participating PHOs. One PHO was however able to use general practice
clinical records to systematically identify people with potential mental

health needs. Other PHOs, where they are more dependent on the referral
patterns of GPs, the initiative is building a detailed picture of the patterns

of issues, context and outcomes around m ental health, which will support
developing a population view into the future.

6.2.2 Dynamics supporting population health

An important insight from the case studies was the application of

population health to primary health care. The term fApopul atson healtho i
often seen as interchangeable with public health or health promotion .

However, in its applicationto  primary health care , population health is th

totality of people using primary health care, as a subset of the general

population. For GPs and nurses, th e focus of their day -to-day work is on

the individual, but  practices, PHOs and MSOs need to know the profile and

progress of their population s.

What was clear from the case studies is that to operationalise a population

health approach, there is a need to overcome the limitations of the enrolled
population model  to achieve an effective population health view. An
enrolled population will not necessarily align with geographic populations,
creating divided population records and the mindsets of data ownership
between different organisations. The case studies showed that where

analytical resources can be brought to understanding the demographics

and consultations patterns of enrolled populations, it is possible to identify
particular communities within PHO popu lations; to develop service and
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workforce plans to meet specific identified needs; to develop relationships

of trust between organisations to share clinical datasets; and to counter the
frustration of some DHBs that have sourced primary health care

informa tion independently . However, such analytical resources appear to
be beyond the means of most individual PHOSs or practices, and require the
collective resource support to an MSO.

It was also apparent that a population health approach is able to bridge
the d ivide between personal health, and community and public

health . This was achieved by case studies where they were able to

aggregate primary clinical information to present an aggregated population
evidence base; feed that information back to practices and community
structures; and develop shared priorities across care settings (such as

general practice, outreach nursing and health promotion). Critically, the
population health approach enables the key target groups to be identified

and brought into the prima ry health care setting (this is discussed further
below).

A key value of the population health approach was the ability to design
services and monitor outcomes of interventions on the targeted
populations. This brought together the outward health promotio n activities

and the inward targeting, screening and patient management activities of
primary health care. This required a proactive strategy of bringing people
into primary care, either opportunistically through GP consultations or
systematically through targeted invitations and recall.

Embedding a population health approach in primary care often led to a

serious consideration of social determinants of health . If fidelity, in
terms of ensuring that simple and effective interventions are undertaken
dependab ly (Woolf & Johnson 2005) is to be a realistic goal for primary
health care, then the networks of family and community need to be

mobilised to support individuals in care.

6.3 SUPPORTING TAILORED CARE

6.3.1 Expression within case studies

Tailored care is the syste  matic identification of needs and the deliberate

and dependable response to an individual in relation to their context. The
Key Directions policy statement document suggestst ailored care

information capability enables actions to:

1  Engage individuals
1 Ident ify health needs

1 Intervene effectively with all populations
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Assess the effectiveness
M Support self -care

Tailor ed care was a notable feature of the two nursing outreach case
studies in Gisborne and Porirua  , and highlight the potential of integrated

primary ¢ are teams to support a wide range of functions . In each case
study, individuals  are engaged in settings they are familiar with, health
needs are identified, and ongoing progress is tracked. A similar direction is

planned in Hawkeds Bay,llounfibfdrmation suppore ndi ng r o
tools that will support ongoing patient management by primary health care
nurses, and include goal  -setting and intersectoral referrals.

Other initiatives, such as the Wairarapa kaumatua project and the

HealthWest Guideline Impl  ementation Project, used practice and secondary
data to identify populations and individuals of interest, so that care plans

could be developed to support these people.

Using a patient -centred view as a starting point for developing the

information capabil ity was a key feature of the College of Midwives
maternity notes case study. The system established allows for care to be
developed that engages with each individual on the basis of their health

needs, identifies the appropriate interventions, and assesses effectiveness.

A structured assessment of individualds physical,
circumstances was a notable feature of the Northland initiative, which then

enables local care coordinators to develop a programme of care for each

person.

6.3.2 Dynamics suppor ting tailored care

A key dynamic for effective tailored care was the ability of primary health
care to target individuals within populations using population

registers . A key lesson from these case studies is that effective targeting

is a cornerstone of re  aching high -need populations and the appropriate use

of public funding. I't must be streupmeahd that O6targe
discourse around entitlement that dominated in the 1990s and brought
about significant concern around its impact on widening disparities.

Targeting in this sense is about ensuring delivery of the duty of care, so
that those most in need of primary health care services have access to
those services.

Facilitating self -care through structured assessment was a notable
feature of ma ny of the cases, from assessment within the traditional care
settings to outreach initiatives  where the assessment was undertaken
through interaction with people in familiar settings, including homes,

workplaces and marae, and the development of care plan s to support
healthier living. People working in these initiatives also developed a clear
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understanding of the behaviours and interventions needed to improve
health and/or manage conditions.

In this sense, effective targeting is developing new reciprocal
relationships between primary health care and its enrolled populations,

by using the information tools of primary care to reach out to the right

people, and using what information we have of their social context to reach
these people in the right way. A fur ther critical element was the constant
feedback of information to the practice hub.

What was apparent from a number of case studies was that done properly,

this form of targeting can build respect and trust in the structures of

primary health care . Respect and trust was developed between the
organisations participating in primary health care (including practices and

PHOs), and significantly, by the communities that relied on services. In

many cases, a targeted approach overcame resistance to accessing healt h
records, by shifting the focus to what is necessary to deliver the best care

to enrolled populations.

Tailor ed care also demanded tailoring a whole system response by
tapping into appropriate channels of support (including mobilising

community networks d  iscussed above); starting at the point or stage of
change appropriate to the patient; and effectively bringing together the

hub of general practice and the spokes of outreach and other services. It

was clear however that practices cannot build this outreac h capacity on
their own, and that the leadership and resource support of DHBs and PHOs

is needed. A comment of one interviewee also signalled that engendering

such a tailored system response does not occur quickly, but that it requires
considerable investm  ent of time and managing change.

6.4 ENABLING THE COORDINATI ON OF CARE AND
INTEGRATI ON OF SERVICES

6.4.1 Expression within case studies

Care coordination and integration refers to the deliberate organisation of

integrated care for people who require dependable care over time. The Key
Directions consultation suggests that ¢ oordinated care information

capability enables actions to:

1  Develop care pathways

1 Identify participants in care

M  Streamline the actions along the care pathways
1

Follow progress and respond to actions along care pathway
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Evaluate effectiveness

Coordinating care across a range of settings requires an infrastructure
(including an information infrastructure) that fosters integration, which is
critical to successful health promotion and chronic disease mana gement
(Woolf et al 2005) . Features of care coordination where information can

play an important role include syste ms to monitor if referrals take place;
feedback of specialist consultation reports to primary care physicians and
patients; information about the availability and quality of services and

community resources; ongoing follow -up and support; tracking of test
results and prescriptions and communication among health care providers
(Davis et al 2005)

This capability was less common in these case studies, with the main focus

being on the response of primary health care teams to the health needs of
individuals or enrolled populations. There wer e some instances however
where the information capability support ed care coordination across  care
settings and sectors.

As with tailored care, the two nursing outreach case studies in Gisborne

and Porirua highlighted the potential of primary health care n ursing to
advance the Key Directions capabilities. In these cases, outreach nursing
programmes were able to forge linkages with secondary care and allied

health providers, as well as social services. Information supported referrals,
ongoing follow -up and feedback to the health team. A similar function was
provided through the Northland mental health care coordinators, where

effective use is made of electronic communications for referrals to GPs,
counselling and other services, and to provide feedback on t he care
pathway status and progress.

None of the initiatives had in place a systematic capability to share

information between care settings (although this was to take place shortly
in Haw ked& Bay) . However, the Wairarapa kaumatua study established an
impo rtant precedent of using national health index (NHI) to identify the

health needs and care history of patients. Learnings from this initiative will
assist with the planned establishment of a common platform between the
DHB and PHO for capturing data on lon g-term conditions.

On a similartheme,t he Hawkeds B a kasaprocess iraptacewleich
will over time allow for comprehensive integration between primary and

secondary care information, expanding across a range of chronic disease

and treatment ser  vices.

A further example of this capability was signalled in the maternity notes
case study, where care notes could be shared with other health providers,
particularly hospital maternity services.
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6.4.2 Dynamics supporting coordinated care

Although coordinated  care was not as strongly undertaken across the case
studies, an important feature of care coordination appeared to be the

integration of dub s, spoke s and node sdin primary care. The hubs were
the general practice settings, which offered the core GP overvi ew and were
also the information hub of practice -based clinical information sets. The
spokes were specialties within primary health care, such as such as nurse
practitioners, midwives, mental health care coordinators and other field

workers. Thesearenot 6j uni oré roles but instead can add gre
clinical information. They also act as subsidiary nodes for referrals to other

services. Information was organised in a consistent pattern across hubs,

spokes and nodes so that each had a clear sense of com plementary role

and function, each could respond to the patient context and act in a

consistent and coherent manner. Critically information always flows back to

the hub so that it can maintain overview even if the actual coordination of

care is being perfo  rmed at the subsidiary node level. Hubs do not exist in
isolation, but rather belong within a network of care (other hubs and
nodes), across a population as a whole. The hubs have responsibility

upwardsd6 to the network as a wlpapllationso t hat added
view can augment the individual hub information resource, thereby

enabling spokes and subsidiary nodes to also operate in the context of the

whole.

The effective utilisation of specialists within primary health care

supported care coordination. These groups tend to have more time to
engage the patient, have a particular depth of knowledge about patients or
aspects of care, and have an information capability that can link their
assessments with other people in the primary health care team, and can
bring their learnings and understandings back to the general practice hub
of care. The utilisation of specialty groups within primary health care also
supports self -care of health.

Effective care coordination also required a strong investment in core
rela tionships  between care settings and communities, to build trust and
familiarity and tapping into the passions and enthusiasms of those working
within or alongside the primary health care network.

These case studies also suggest the traditional notion of referrals may be

outdated,in t he sense of general practice 6handing over?d
specialist care in a one  -way direction. Instead, some case studies suggest

constructive relationships can be built through reciprocal communication

between primary hubs and spokes , and other settings of care. These

relationships are supported by clear agreement over respective

responsibilities, recognition of each othersd expe
management of boundaries.
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The case studies raised some practical considerati ons of the information
capability required for care coordination , particularly  facilitating flows of
feedback and payment . These included the importance of simple and
effective payment systems; building a common capability to use

information systems; overc oming some of the cumbersome features of
systems to ensure more seamless integration of information; and ensuring

use of common coding across clinical settings.

It is also recognised that particularly with regard to chronic conditions, care
coordination ne eds to fit with the reality of the complexity of

managing chronic conditions and associated co - morbidities
Managing chronic conditions draws together a network of different and
partial perspectives, with many processes operating in parallel, and
requiring considerable investment in personal communication across care
settings.

6.5 IMPROVING PERFORMANC E AND EVIDENCE -BASED
DECISIONS

6.5.1 Expression within case studies

The final theme within the Key Directions programme is the capability to
assess and respond to the |  evel of performance of key processes within an
organisation, across groups of organisations or across the health system as

a whole. This encompasses:

1  Continual review of performance for issues of significance

1  Understanding the interrelationship of causes a nd determinants
that influence performance

1  Assessment of the effectiveness and efficiency of different service
configurations, pathways or initiatives

1 Processes for continuous improvement

1 Dissemination and diffusion of learning, underpinned by evidence
and performance data

1  Use of community and individual feedback on the services that
they receive

As with the population health capability, the case studies highlight the

potential of population registers and consultation data to form the

foundation of understa  nding practice and PHO performance to support

planning into the future. Using these mechanisms, t  he Pinnacle and Porirua
case studies revealed a strong focus on monitoring clinical performance at

a population level, which is regularly fed back to PHOs and practices to
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inform progress.  The information allow s for practice -based feedback to
identify progress against goals and benchmarking against performance.

Both case studies also highlight the value of sharing resources across PHOs
to tap into the analytical capacity of MSOs, to make use of analytical
expertise and information capability that would not otherwise be available.

The Gisborne HINT, HealthWest CVD risk assessment and the maternity

notes all used the evidence base as starting points for developing

informationtools. I n Heal t hWest6s case, it has established
processes for cardiovascular disease, identified clear target group s, and

established systems to identify progress and communicate progress to

practices. A similar foundationisb ei ng | aid at Hawkeds Bay DHB thro
system for diabetes screening and claims payment.

The College of Midwivesd maternity notes case stud
direct electronic interface of information recorded in the notes into

mi dwi vesd an ndsevViewslt sa dothg the information capability

allows a streamlined system of claims payment and provides a database for

individual, practice and professional -level outcomes monitoring. This

already allows for reflection on performance at an individua | and practice

level, and will in the future be extended to regional and national levels.

On a more limited (but nonetheless effective) scale, the Medtech templates
that underpin activity in the Gisborne and Northland programmes allow
teams to review pract ice, share learnings and identify areas of strength of
weakness.

6.5.2 Dynamics supporting improved performance

One of the key implications of this research is that data needs a whole
system context for meaning and evaluation to become powerful . In
the case st udies, this was achieved by a range of techniques, including
benchmarking practice performance; standardisation of population data to

enable analysis; assessing population health needs to inform service

planning; and comparing population and consultation d ata against the
evidence base.

The case studies also indicate potential for the useof 6 knowl edge
b r o k e acso$s boundaries to provide practice feedback, assist with
service planning, and facilitate evidenced -based care. What makes

knowledge brokers disti  nctive is their central role in connecting people,
departments, organisations or sectors to share knowledge. They are

responsible for building networks and relationships, and are required to be

well informed and up to date on what is happening in their are a of
expertise (Goering et al 2003, Jackson  -Bowers et al 2006, Thompson et al
2006) . In many respects the analytical ¢ apacity provided by MSOs profiled
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in this study is giving expression to knowledge broking in the New Zealand
primary health care environment.

One case study noted the power of intrinsic motivation towards
delivering high quality health care to patients as a driver of primary health
care. The potential of information capability in achieving improved

performance can itself act as a motivator towards its adoption.

A further driver of improving clinical performance was the dissemination
of performance informati on within trusted peer relations . Where
trust existed between people working in primary care, and PHOs and MSOs,

the information that was gathered, analysed and fed back tended to have a

high degree of engagement.

A data driven reflective learning orientat ion also appeared to be a
factor in successful adoption of information capabilities. This was

manifested in the use of information to inform annual professional review;

in enabling reviews of practices against peers; in comparing patterns of
interventions  or treatments against best practice; and through in -depth
studies of consultation and population data.

6.6 AN OVERVIEW OF THE C OMPOSITE SUCCESS MOD EL
FUNCTIONAL COMPONENT S

The functional view of the composite success model found within these
cases is summaris ed in the diagram on the follow page together with
references to the individual cases that illustrate each component.
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Fig: 2 Composite Success Model : Functional Components

Indentifying & responding to population health needs

1 Bridging the divide between personal health, and
community and public health
- Pinnacle Primary Health information Unit
- Wairarapa PHO Kaumatua Health Needs Survey
- Porirua Tumai mo ti lwi Community Initiatives

1 Achieving an effective population information view
- Pinnacle Primary Health information Unit
- HealthWest Guideline Implementation

1 Considering social determinants of health
- Wairarapa PHO Kaumatua Health Needs Survey

1 Ability to inform service design and monitor outcomes of
interventions on the targeted populations
- Pinnacle Primary Health information Unit

Improving performance & evidence based decisions

1 Providing a whole system context for meaning and
evaluation
- Pinnacle Primary Health information Unit

1 Use of knowledge brokers across boundaries
- Pinnacle Primary Health information Unit

1 Dissemination of performance information within trusted
peer relationships
- NZ College of Midwives i Maternity Notes

1 Adata driven reflective learning orientation
- Wairarapa PHO Kaumatua Health Needs Survey

1 Systematised use of evidence to support decisions
- HealthWest Guideline Implementation
- Hawke& Bay Platform for Patient Centred Information

Enabling self management

1 Mobilising self responsibility and self directed capability
- NZ College of Midwives i Maternity Notes
- Ngati Porou Hauora Industrial Nursing Team

1 Responding to the broader context of people's lives
- Wairarapa PHO Kaumatua Health Needs Survey
- Northland Region Primary Care Mental Health Initiative

' 1 Understanding and responding to levels of self management support required
- Wairarapa PHO Kaumatua Health Needs Survey

1 Mobilising community resources to support self management
- Wairarapa PHO Kaumatua Health Needs Survey

Supporting the tailoring of care to individuals

i Targeting individuals within populations

KEY DIRECTIQNS CAPABILITIES
7 - HealthWest Guideline Implementation

Identifying and y )
responding to Supporting the o
population health tailoring of care for 1 Facilitating self management through structured
needs C individuals assessment
Enabling self- - Northland Region Primary Care Mental Health Initiative
(individT;n\?vﬁgrrginﬁamily b - HealthWest Guideline Implementation
. co;nmunity)’ ’ . . . .
Improving Enabling the 1 Developing strong reciprocal relationships, trust &
per_formance e coordination of care and respept . o . L
evidence based . integration of services - Porirua Tumai mo ti lwi Community Initiatives

decisions |

1 Tailoring a whole system response
- Porirua Tumai mo ti Iwi Community Initiatives

Enabling the coordination & integration of services

1 Integration of hubs, spokes, nodes
- Northland Region Primary Care Mental Health Initiative

1 Effective utilisation of primary health specialists
- Northland Region Primary Care Mental Health Initiative
- NZ College of Midwives i Maternity Notes

1 Coordination through trusted relationships
- Ngati Porou Hauora Industrial Nursing Team

1 Facilitating flows of feedback and payment
- Hawked Bay Platform for Patient Centred Information
- Northland Region Primary Care Mental Health Initiative
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/. COMPOSITE SUCCESS MO DEL: THE
PROCESSES OF INNOVAT ION,
DEVELOPMENT AND SUST AINABILITY

This second aspect of the success model focuses on the processes of
innovation, development and sustainability seen withinthe cases. Our goal
in attemptingto  understand these processes better i sto stimulat e thinking
about how the sector could both promote innovation and foster the

transference of le arning across organisations, districts and regions.

This analysis builds on the conceptual models developed by Greenhalgh,
(Greenhagh et al, 2005) in a systematic literature review of diffusion of
innov ations in health services, illustrated below:

Figure 3: Diffusion and dissemination of innovation
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Conceptual model for considering determinants of diffusion of innovation in the organisation
and delivery of health services:
Greenlalgh et al, 2005

In this model innovations are seen as emerging , evolving and diffusing
through acomplex interplay of the external and internal system context.
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For example many of the initiatives in these case studies have b een
stimulated by resources from the external context specifically dedicated to
addressing perceived limits or constraints of existing capability, e.g. the

use of Services to Improve Access Funding (SIA) . The internal context of
each system has a fostered different patterns of response based on
antecedent conditions of prior knowledge and capability, perceived need,
directions and goals.  The pathway of development of the initiatives has
emerged through the interplay between the initiative itself and the

dyn amics that drive readiness, adoption and implementation within each

system.

Each of the detailed cases contains a section devoted to the critical

dynamics that have lead to the initiatives formation and that are involved

in sustaining and developing its ¢ apabilities into the future. While these are
specific to each case there are common patterns that emerge across the
cases that are candidates for an innovation  process view of the composite
success model.

1. Seedresources for a stretch challenge: A commont heme from
the case studies is that information capability is not cost neutral,
and that it requires significant investment to develop, implement
and maintain the information infrastructure and analytical
capability. These costs were met either through a le vy on practices
or practitioners, service agreements with MSOs, or through
Services to Improve Access (SIA) funding investments.

In total s ix out of the eight cases utilised specific funding
programmes or the transfer of programme funding as seed
resourc es to support the initiative.

These resources were dedicated or tagged to address a challenge
that could not be realised by the status -quo capability, hence
creating both a tension for innovation and some slack resources to
develop the initiative.

The d own side to this is funding fragility; few of the initiatives so
funded have clearly established separate financial viability and
sustainability.  An issue raised in some case studies was the
constraints that limited term funding such as SIA placed on being
able to proactively plan for the future and develop infrastructure
further. Those that look likely to achieve sustainability have
connected the initiative into core business processes (see below).
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Local framing of response within a broader context ,

devel opment of a coalition . While in parta consequence of
funding source s the initiatives are clearly combining local framing
and interpretation of issues within a broader context of ideas,

evidence and priorities that actas the platform foran inter -
organisa tional or interdisciplinary coalition of interest

These coalitions of interest are central to the value the initiatives
that operate across two or more of the Key Directions themes

since, almost by definition, the value of themes such as self
management , coordination and integration of care depend on inter
organisational or inter disciplinary information capability.

The coalitions create their own local framing, meaning and
interpretation of the broader programme or service concept. This
reinterpretatio n and recreation of local meaning implies that
innovations and initiatives can never be adopted  @s-is6from
elsewhere, they will always become altered by their fit within the
local system context.

This does not always have to a formal process of partner ship
development. | n one case study, the simple development of an
electronic claims payment system, allied with data collection on
diabetes management, enabled conversations between health
administrators and primary health care practitioners on further
development and expansion of the system to enable greater levels
of data sharing and analysis far beyond the scope of the original
initiative.

fiHard core/ soft Thisisatperimasedb§y Greenhalgh,
(Greenhalgh et al 2005), to describe the attributes of successfully
diffusible innovations that combine ahard core of irreducible
elements necessary for functional power with a soft adaptive
periphery that allows it to be tuned to each local context and

6reinvented6 to create a urntique O6innovation/ sy

A number of the initiatives in these case studies exhibit this

attribute, in particular Northland, Tumai and the NZ College of

Midwives i Patient notes are all examples where the initiative

takes different forms in different settings while retaining their core
function. More rigidly defined initiatives are likely to be more

context bound and less easy to replicate.

From a national context a number of these 6har
look to be amenable to greater definition and standardisation,
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supporting the notion that Key Directions can support the creation
of an information environment for local innovation and adoption.

érhink population/ target individual s& While the above

attributes are likely to be generic to any innovation environment

this componen tis much more specific to primary health T we

would argue that it is the core process component of the primary

health information environment success model. Orhink population

(& community)/ target individual s6 refers to the wuse of <clinic
records to crea te a population view of health that is then in turn

used as a means to target health responses towards individuals

who would benefit.

In the cases where this was successfully applied there was a strong
sense of immediate value created through this infor mation
capability; it is clearly effective and demonstrably more efficient

(within case examples) than the reactive visit model of primary

care, passive referral methods of engaging support services or the

diffuse targeting of  more general population healt h analysis or

most community health promotion.

The capability of a population view, drawn from the general

practice clinical record, to portray the 06real
health service utilisation and need has been shown in three cases

to be the mo st powerful tool  primary health has available to

engage community and broker the combined knowledge of all

involved . Only by engaging community primary health can

leverage its resources and form the broad coalitions needed to

address the social determinan  ts of health.

Sustaining the general practice information hub . The
implication of the point above s that it confirms the central, pivotal

role of the general practice clinical information resource as the hub
information capability on which all else is b uilt.

The challenge for a whole system perspective is that this hub is

also the core resource for the largely private business operations of
general practice. Initiatives that depend on routine access to the

value of the hub must consider and contribute to the resources and
capabilities needed to sustain it.
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Five of the eight cases  © explicitly used this hub information

capability and each one paid considerable care to both draw

information from , and feed information back to the central hub .In
this way the collective efforts of all involved contributed to its on -
going value . This attention to sustaining the hub information
resource value was one of the major reasons why the se initiatives
gained strong broad primary health clinical support. By contrast
those cases that did not support  the hub information resource
concept appear to be at risk of developing islands of incompatible

or un integrated information capability.

6. Integrating hubs, spokes & nodes: Section six described hubs
(general practice), spo  kes (specialist primary health clinical
services) and nodes, (associated network referral relationships of
allied health and community services) as being a core functional
concept of the success model. From a process perspective how
these are integrated is key to the success and sustainability of the
information environment.

The weakest integration seen in the case studies involve referral
mechanisms, stronger integration used compatible information

systems or messaging capabilities to transmit relatively

unstructured information across the hubs and spokes . The most

effective created an information environment out of structured

clinical assessment s and service utilisation exchanges that
reinforced the complimentary roles of
prima ry health clinical specialists such as community based mental

health nurses.

7. Taking care of business: An important function of some of the
information systems in each of the case studies was their support
to the day -to-day operations of primary health ca re as a small
business. Some successful initiatives brought together collection of
consultation data with facilitation of claims payment and other
administrative processes, to ease the administrative burden.
Interestingly those that achieved this result lo ok likely to be the
most sustainable over the longer term.

5 One case , Northland also partially used the general practice clinical resource as a
population targeting tool in one PHO, the contrast between the programme undertaken in

this is PHO demonstrates its  effective ness/efficiency relative to the other five.
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8. Achieving results through m obi lising community and patient
self capacity  : One of the most striking observations gained from
the case study research was the positive impact felt and observed
as com munities, patients, whanau and family became more
effectively activated and mobilised to support health outcomes as a
result if these initiatives.

In observing the passion that mothers have for their own maternity

notes information , the sense of ownership and self responsibility

that it has facilitated , or hearing of the impact that a quiet process
of listening to the health/social context and needs of kaumatua can
achieve one is struck by the untapped power and capacity that can

be released by small chang es to the way we think of health and its
information environment.

For those involved in these initiatives the positive feedback of
results generated when this works acts to sustain their excitement
and passion for making their initiative work despite all odds!

The diagram on the following page provides an overview of  success model
process components described above |, together with  a guide to the relevant
detail cases where these components are evident

The diagram uses the  innovation diffusion conceptu al framework described
earlier to highlight that the process of innovation and diffusion depends on
creating a complex dynamic mix of sustainable process elements that

operate at a range of levels simultaneously, including engagement with

general practices , building community networks, and development of

business systems.

A notable feature of all of these initiatives was that their innovations grew
organically out of local contexts and needs. In many ways this is a strength
of the initiatives, but also rai ses a challenge of the transferability of
initiatives to other settings or areas. All of those interviewed for the case
studies felt in some way that their initiatives could be replicated elsewhere,
but the fact that all grew locally suggests a resistance in New Zealand to
adopt and adapt innovations from elsewhere. The challenge for the primary
health sector in New Zealand is not to assume that local solutions are
necessarily the best ones, but rather to identify what can be learned from
other settings and  to innovate by applying these learnings to local
circumstances.
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Figure: 4 Composite Success Model:
Process Components
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Notes
- Hawke® Bay Platform for Patient
Centred Information
- Northland Region Primary Care
Mental Health Initiative

/

Inner context

Resource

SRl System antecedents

The innovation

o

Diffusion
(Informal spread)

i'(nowledge
purveyors

Dissemination
(formal spread)

Change s

_Implementation within
the system

Outer context

Consequences,

Adoption/assimilation

System readiness

Resource System/ System Antecedents:
Using seed resources for a stretch challenge

- Ngati Porou Hauora Industrial Nursing Team

# - Wairarapa PHO Kaumatua Health Needs Survey

it - Porirua Tumai mo ti lwi Community Initiatives

/i - Northland Region Primary Care Mental Health Initiative
- Hawke® Bay Platform for Patient Centred Information

System Readiness:
Local framing of response within a broader

context, development of a coalition

- Ngati Porou Hauora Industrial Nursing Team
- Wairarapa PHO Kaumatua Health Needs
Survey

- Porirua Tumai mo ti lwi Community Initiatives
- Northland Region Primary Care Mental Health
Initiative

Adoption/Assimilation:
"Hard core/soft periphery"

- Porirua Tumai mo ti lwi Community Initiatives

/

Conceptual model for considering determinants of diffusidn of,
innovation’in the organisation and delivery of health servi

Grf.,eﬁlalgh et al, 2005

Consequences
Achieving results through mobilising
community and patient self capacity

- NZ College of Midwives i Maternity Notes

- Northland Region Primary Care Mental Health
Initiative

- Ngati Porou Hauora Industrial Nursing Team

- Wairarapa PHO Kaumatua Health Needs Survey
- Porirua Tumai mo ti lwi Community Initiatives

ces:

- Northland Region Primary Care Mental
Health Initiative

Adoption/Assimilation
Sustaining the general practice information hub

- Northland Region Primary Care Mental Health
Initiative

- Porirua Tumai mo ti lwi Community Initiatives

- Ngati Porou Hauora Industrial Nursing Team

- Wairarapa PHO Kaumatua Health Needs Survey
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PART Il 7 DETAILED CASE STUDY
REPORTS

8. PINNACLE GROUP LTD i PRIMARY HEALTH
INFORMATION UNIT: UN DERSTANDING
POPULATION HEALTH TO INFORM SERVICE
PLANNING

8.1 KEY COMPONENTS

This case study pro files an initiative by Pinnacle Group, based in
Hamilton, to provide a population -level information base to assist with
service planning and decision  -making. The initiative includes the
following characteristics:

Patient care:

1 Foundation for building popul ation health focus into primary care
Care services and organisation:

1 Information base for service planning

1 Information base for workforce planning

1  Organisational performance benchmarking
Care system:

1  Population health and demographic monitoring tool

1  Consu ltation data reporting tool

8.2 CASE DESCRIPTION

8.2.1 Overview

Pinnacle Group Ltd (PGL) works with a network of PHOs in the Midland

region. The network draws from five PHOs in the Taranaki, Lakes, Waikato,

Bay of Plenty and Tairawhiti DHBs. Not all the PHOs in thes e districts are
linked to Pinnacle, and population coverage therefore varies significantly;

from a single PHO covering 7000 people in the Bay of Plenty, to 90% of

people enrolled in PHOs in the Waikato district. PGL operates as a shared
service agency for its PHOs, and has no decision  -making influence over its
member PHOs.

Collectively almost 500,000 patients are enrolled in the midland PHOs
working with Pinnacle, accessing GP services via 102 practices.
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The Primary Health Information Unit (PHIU) was deve loped to ensure that a
collective information base was available to aid PHOSs in service planning

and decision -ma ki ng. P i n n datthedirdesthis@esearch was

initiated) , Dr Brett Anderson, described its purpose as contributing to the
knowledge base f or informed decision -making by PGL for both internal and
external customers (PHOs; DHBs), and to advance a broader concept of
knowledge management within the group.

John M acaskill -Smith , Pi n nac | e descrieé&EgOme of the thinking
behind the establishme  nt of the unit:

AwWhat wedve also been really aware
system has a significant change we lose a lot of the good stuff.

People move on, knowledge is lost, you have to go through a re -
education process of the entire system to try and g et back to
where you were sSO you can move on
deliberately tried to protect some of the systems that have been

developed to ensure that thegcomraswstill

move forward. So thatodés i n Ildoer ms
information. | 6d poeesses &the RHAHFA days
and seen the positive impactthat they had on planningand the
direct impact it had on programmes we were able to achieve in
Midland . We identified a risk with 5 DHBs taking over that Midl and
role and knowledge, process and the value disappearing down 5

silo chutes, some of them quite parochial . To address this we
collectively saw the need to maintain some form of collective

information base.

PHI U6s applications to date include:

1 Evaluation s of PHO programmes - Contract volumes , utilisation
rates, demographic information of users, individual outcomes.

1  Service planning by  Local Management Groups , allowing

prioritisation and development of Services to Improve Access ( SIA)

initiatives

1 Rollout of regional PHO services

Fit for School, a 45 -minute health check of four -year olds,
including height, weight, vision and hearing, with linkages to
families

9  Oral health programmes for children

1 Current and future workforce report linked to the present and
future enrolled population

1  Annual Diabetes Reports
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Brett Anderson said that PHIU has established itself as a credible source of
information about communities and primary care; strengthened information
base for most of the total of 250 health projects manag ed by the group;
and has enabled more rigorous planning for all PHO and PGL activity.

Of ongoing concern to Pinnacle staff are funding silos: many GPs and
nurses felt that the various add -ons to the system, such as SIA, Get
Checked and vouchers were cumber some and created paperwork that
prevented them from doing their job properly. The lack of a framework for
chronic care, with services planned around a continuum, was seen as
essential to achieve health gains into the future.

Pinnacle see themselves as earl  y adopters of innovation, and are generally
very willing to dive in identify how innovation can be developed further and
improved. A gap was seen in terms of national strategies for the medium

term, within which innovation could be fostered and directed.

8.2.2 Population health monitoring

The term Apopulation healtho is often seen
health or health promotion. In its application to PHOs however, population

health is the totality of people using primary health care, as a subset of the

general population. For GPs and nurses, the focus of their day -to-day work

is on the individual, but the PHO needs to know the profile and progress of

its population. PHIU creates an information capability that presents a

picture of their sPahbiQuede ppssilfeuhis s marmed with

patient record data (such as age, gender, ethnicity and deprivation) with

demographic data (such as unemployment and housing) such as the

Census.

Most PHOs individually struggle to afford a solid data and analyti cal base to
inform decision -making. The development of PHIU allows member PHOs to
monitor the health of their populations, compare their populations health

against other PHOs, monitor clinical performance at a population level, and

develop services in resp  onse to population needs. A central theme here is
to advance a structured approach to design and implementation of projects

to increase the likelihood of measurable outcomes.

PHI U6s core functions are:

1  Maximising the value of PHO, PGL and some national databases
through ensuring quality data and facilitating timely access to data

1  Developing collaborative tools for the construction and analyses of
new projects

1  Providing direction and support for the planning , monitoring and
evaluation of projects
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1 Identify ing and supporting commissioned research utilizing a range
of data

1  Advising on a population health and evidence -based approach to
the delivery of primary  -care services

PHIU has a considerable base of information from its enrolled populations.
Because of t his, it is able to challenge the population data of some DHBs,

and the flow -through of information to planning and funding decisions.
Interviewees at Pinnacle thought that secondary care data has formed the
underpinnings of our understanding of the helath system, and that primary
care information is generally neglected. Dr Janet Sceats Population Health
Advisor explained:

iMost people dondét go into hospital and even f
elective surgery and yet you would think that
t. What is actually driving it is whether you can get to a GP early
enough and appropriately enough and get whatev
dealt with. That is actually the really really key thing and its been
the orphan of the system for whatdy dong ti me
exciting about this | think. We need to change perceptions, we

need to change perceptions in DHBs and in Mini
is actually much more important than a lot of the stuff that they

have concentrated on. And it needs to have an infrastructure in

place to do it so that it is actually driving the system. 0

Many of the PHOs have key differences in their population profiles
compared to the wider DHB. The Turanganui PHO for example, has a

proportionately smaller Maori population than i ts DHB (Tairawhiti); and the
over -85 population in the Taranaki PHO is projected to grow substantially
over the next decade. PHI Ubs information capabilit

than that achieved through DHB analysis. For example, it is able to select
indiv idual practices and highlight where potential needs are emerging to
inform service planning.

Dr Frank Cullen, a Hamilton GP and member of the Pinnacle Board, as well
as the Waikato PHO Board, said the key value of PHIU is providing hard
data on which to ma ke decisions. Dr Cullen said previously many decisions

were based on national popul ation averages, but PH
information highlights where its enrolled populations are different to the
national averages. This allows funding to be allocated on th e actual makeup

of the populations, and for services to be targeted more specifically to meet

population needs. Before this information capability was established,

practices didnét have a robust picture of its Maor
but can now cle arly identify their consultation rates to these target

populations.
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Staff at PHIU noted that data returns are strongly linked to payment
processes, saying t ha tfwdcaefullgliektpaygentod dat a
processes t 0 it 0.

8.2.3 Service planning

PHIU data h as a direct flow -through to service planning by Local
Management Groups (LMGs) within the member PHOs, who manage
Services for Improved Access funding. The LMGs are intersectoral groups

and function as a small board for local health decision -making. They
effectively embed a population health from the ground -up of local
communities, as John Macaskill - Smith explained.

ALMGs members come from a wide range of community settings

there are  CEOs of District Councils , local teachers through to
policemen, throught o board members from local iwi groups

through to doctors, nurses, pharmacists. A broad range of people
and each of th e LMGs meet bi -monthly and function as a board.
They make requests around information or service provision,

demographic information, etc, etc, around whatés going on i
|l ocal communities and then thheywes fed back t
this information to inform their decision making around services

that can be enhancedor devel oped at that | ocal l evel . 0

AéLMGs are usi ng [nrBistdntlyjoplanrtheit t y c o

n

servicesé the PHOs have devolved virtual budg

health promotion funding to th e local management groups.

For example in  South Waikato, which is Tokoroa and Putaruru,

have $500, 000 annually of nfSitheifvirtnali ng t hat 0s
budget. The PHO board is saying to them we believe that you

guys are in the best position to identify, prioritise and develop

programmes or services to utilise that money to get the best

outcome. 0

Although PHIU is able to supply LMG s with some aggregated patient -level
information, other population data, such as population projections, pose

greater difficulties, as they are often based at Territorial Authority or DHB

levels than smaller levels of aggregation.

Notwithstanding data limi tations, PHIU is able to feed back to its PHOs and
LMGs on a quarterly basis. Every six months PHOs and LMGs receive
updates on changes in the key variables of age, gender, ethnicity and

deprivation. On an alternate six monthly basis they receive aggregate d
consultation data. This regular reporting cycle prompts improvements in

the quality of data submitted to PHIU and promotes an evidence -based
culture for service planning. Frank Cullen said feedback around diabetes
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management provides hard data to inform general practitioners about their
treatment practices, and assists with promoting more dependable

treatment of the conditions. This could also be applied in the future to
hypertension and cardiovascular disease risk factors.

It is anticipated that P H1 Uidfarmation capability will also stimulate
concerted workforce planning . Arecently -released workforce survey report
from PHIU quantif ies the impact of changing health demands using
consultation data, and compar es that against the workforce supply to

identi fy needs into the future. As John McCaskill -Smith explained,

fiwe 6 rusng the workforce report to work with General Practice

and encourage them to start thinking differently than they have in

the past around workforce development. Start putting the money

aside for the future , start developing systems, start developing

relationships. We know therebés 25 people goin
training programme in Midland this year which is the highest for a

number of years. We know therebés going to be
Ther eds acttheimrhedigte need  for the bulk of those  GPs

nor the positions for them in midland to go and work in when they

complete pr ogr amme . The risk is theyoére all going
up to Auckland or somewhere else in the country, even overs eas

and then when we get to a key period in the next 5 years when

the bulk of the existing GP and Nursing workforce will start to

retre we wonot hpaople needbce .

So as a local primary care sector we need to be saying, how do we

plan and how do we  create some positions to hold those people in

this area now so that we can start to future proof the workforce .

Now thatdés just gener al practice examples but
examples, thereds podiatry exampl es.

Other related activity via PHIU is using the consultation data  to
explore what future consultation demands will be from the present
population. As the present population ages over the next 5 - 10
years we expect to see at a minimum 16% increase.

I f we continue delivering services in exactly the same way in 2020
as we are now, for the midland area we would need another 190 -
odd GPs just to meet the increased demand, and this is before we

take into account the number of GPs that will retire over this

period. Practice nurses also follow a simila r trend.

This hard data view is vital to assist in the change management
processéits as simple as who is going to care
Nurse) as you grow ol d!o

Dr Cullen said that although PHI U6s work is stildl
workforce report has ¢ hanged perspectives of what needs to be done if the
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health workforce is to meet the challenges of the future. Dr Cullen said the
workforce analysis challenges the PHO, working with Pinnacle, to take the

lead in changing practice systems and configurations, as well as
employment opportunities into the future. He said the information

underpins the need for urgent change within general practice, as its
historicalowner -oper at or basis wondét meet the
entering the profession. The informati on also highlights the need for
expansion of practice nursing.

8.2.4 Data limitations
Key national -level data shortfalls citied by Pinnacle staff included:

1 Measurement of ambulatory  -sensitive hospitalisations
(hospitalisation s considered preventable through eff ective primary
care) at the PHO level: if this were available, it would be directly
applicable to understanding the performance of PHOs and
developing benchmarks. If effective interventions are applied

consistently, there should be changes in indicators su ch as this
over time. To date , accessing this data through DHBs and NZ
Health Information Service has proved extremely difficult. NZHIS

has since made the full data set available and this information is
now being incorporated into PHIU activities.

1 Depriva tion Index: from a statistical perspective, ascribing
population -level data to individuals is fraught with pitfalls (the
ecological fallacy); the index excludes the over -65 age group in
many of its domains; and at the time of interview in 2007 PHIU
was sti Il relying on Deprivation Index data from 2001.

1  PHO enrolments: PHOs are often not linked to areas, apart from
the boundaries of DHBs, but many PHOs can exist within a DHB.
The effect is some PHO popul ations
pottedo anhkelinkedio@rea -based demographic data,
such as Census data.

1  Get Checked data: Get Checked systems can provide information
at a population level showing the number of people with diabetes,
but because it is not linked to NHI, it is impossible to tell t o what
degree people are receiving ongoing assessments and if their
conditions are being managed appropriately. PHIU has
commissioned a longitudinal cohort study to look at drop -out rates
alongside enrolment rates.

1 NHI: the ability to link information thro ugh NHl is critical for the
ongoing development of PHIU, so that the health of populations

needs

t hat
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can be linked to the care they are receiving. This remains a
significant gap in the health information infrastructure.

8.3 FUNCTIONAL DESCRIPTI ON

Through sector consulta  tion the Key Directions programme has identified

five clusters of related information capability that form the core for future
development. The diagram below graphically represents the profile or

footprint of this initiative in terms of its contribution to those capabilities:

Figure 2: Functional profile

Self management of health

Improving performance an
evidence-based decision

Coordinating care and integratjg
services

Population health

Tailoring care to individuals

Population health : PHI Uds c ur r ecantralyf dased arousnd enabling
PHOs to monitor the health of their populations and compare their
popul ati onds haharlPHOs .dle aystenshas a strong focus on
monitoring its populations of interest, identifying needs and developing

responses.

Improving performance and evidence -based services : Thereis a
strong focus on monitoring clinical performance at a population level, and
develop ing services in response to population needs . The development of
mechanisms to monitor ambulatory -sensitive hospitalisations at PHO and
even practice levels is likely to further strengthen this capability. A notable
component of the syst  em is its dissemination of learning and evidence.

Coordinating care across services : The current configuration of using
PHIU data to inform service funding decisions by LMGs has some potential
flow -ons to this capability.
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In the future, Pinnacle intends t o develop PHIU as part of a sector
intelligence capability, to provide a more robust quality view of population
health and organisational performance. As data such as ambulatory -
sensitive hospitalisations becomes more identifiable for PHOs, it is

anticipat ed that there will be greater use of population monitoring and
benchmarking to inform organisation decision -making, and service and
workforce planning.  Frank Cullen portrayed the next stage of development
as refining its functions and building its sophisti cation, now that systems
are substantially in place. He said that the PHIU system is one that could

be replicated elsewhere. He cautioned that it was not established

overnight, but was built up over ten years. Dr Cullen also noted that Janet
Sceat s 0 isemapesarsiibstantial contribution to the success of the
system.

8.4 CRITICAL DYNAMICS

Within each initiative there are some critical dynamics which have lead to
the initiatives formation and are involved in sustaining and developing its
capabilities into the  future. Because these are almost always driven by
interrelated self reinforcing and balancing processes they are represented
using causal loop diagrams that show the relationships and influence
effects over time.

The figure below details the key dynamics taking place in this case study.
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Figure 3: Dynamics of the initiative

SIA funding

Perceived value to
primary care

Operationalising
+ enrolled +
Engaging population | ocal service design
primary care and development
+

Quality feedback *

Access to practice
clinical data
Demographic Local area
information and\& + knowledge
evidence base
+
+ +

Population

health ’_\‘ UtiIiFy for _
understanding 4+ Strategic, service
and workforce

+ Building PHIU planning
Building critical support from PHOs
capacity
+ Funding support
. to PHIU +
Attractiveness to +
Organisational skilled people Perceived value

analytical capability of PHIU

+

The diagram above describes how improvements in population health
information capability can have four distinct benefits:

1 Engaging primary  care, by providing quality feedback from clinical
data, thereby further developing the willingness of practices to
make their data available for analysis

1  Building support for PHIU from PHOSs, through provision of
information that assists with strategic, se rvice and workforce
planning

1  Operationalising the concept of enrolled population, by developing
profiles of areas within the Midland PHOs, which supports local -
level service design through which SIA funding is channelled

1 Building critical capacity within P innacle itself, through developing
a population health analytical capability, attracting skilled staff,
and further developing the information and evidence base.

The critical enabler is the integration of clinical and demographic data to
provide a composit e view of the enrolled population, which is closer to a
6popul ation healthd orientation than is generally
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care currently. This demands a higher level of information capability than is
otherwise available, hence the importance of the dynamic that sustains the
organisational information and analytical capacity.

8.5 LESSONS

The Midland PHOs are committedto PGLand PHI U and recognise they <can
achieve population health analysis as silos. They have therefore supported

a collective pool  of information skills and systems. As old business models

of primary care are increasingly consigned to the past, there is scope to

develop new business models that support a continuum approach linking

providers across primary health sectors. As the secto r moves towards new

models, the population analysis approach embodied in PHIU is able to show

where the potential funding streams are, in terms of the health needs of

the population.

The Midland PHOs and PGL  were strongly of the view that the project is
affordable only with the support of several organisations with a large

population base, creating economies of scale. Data only becomes useful
with the right context and interpretation, and without it the 'information’

can easily be more a hindrance than a he Ip.

The concept of Oknowledge brokersd has emerged in
health discourse in recent years. Knowledge brokers typically translate,

synthesise and contextualise research for a variety of users; have a wide

communication network; have cr edibility within their own organisation and

within the larger community; and link users and creators of knowledge.

PHIU shows the ability for joint ventures in primary care to create

knowledge brokers, by linking seemingly disparate groups of people in

pri mary health care as part of a network, sharing information across

organisations, and providing signposts for improved organisational

performance and health outcomes.

PHIU are very aware of the unique position they have in being able to call
on the skills o f a team member with extensive demographic and population

health expertise (Dr Janet Sceats) , adding credibility and a high level of
robustnessto PHIUG s s y s It asonlsghlights the value of sharing
resources across organisations to build expertise and information capability

that would not otherwise be available.
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9. NGATI POROU HAUORA | NDUSTRIAL
NURSING TEAM: PRIMAR Y CARE
NURSING THROUGH WORK PLACES

9.1 KEY COMPONENTS

Ngati Porou Hauora Industrial Nursing Team (HINT) is a Services to
Improve Access ( SIA) programme funded through Ngati Porou Hauora PHO
in Gisborne. The service offers primary care nursing delivered through
workplaces, combining personal health care with public health screening;
health education; health promotion and occupational health needs. In

terms of its information capability, the service provides

Patient care:

1  Ongoing patient monitoring, follow -up and support outside of
traditional primary health care settings.

1 ldentification and location of patient groups that are traditionally
harder for primary care to reach

Care services and organisation:
1  Developing skill base of primary care nurses in workplace settings
1  Coordination of care acro  ss health and other sectors

Care system:

1 Linkage of workplace -based primary health care nursing
information with general practices

9.2 CASE DESCRIPTION

9.2.1 Overview

HINT began operating in 2004 as one of 11 primary care nursing pilots

around New Zealand. The servi ce began from a recognition that some
sectors of the population were not consistently well served by primary care,
and needed alternative means of accessing the primary care network. In its
initial form, known as Tairawhiti Innovative Nursing Team (TINT), the
service offered primary care nursing at a large local sawmill, combined with

an occupational health component, and primary health care nursing to

people accessing WINZ services. When the innovation funding ended in

2006, TINT was taken up by SIA fundin g and became the HINT
progr amme. I'n this new form, HI NTés focus is targe
workplace -based primary care nursing.
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HINT is funded as an SIA programme, managed within Ngati Porou Hauora.

The service is led by Diane Williams. It continues its work at the sawmill,
and has extended its operations to ten other workplaces , ranging from five
to 350 employees . The service employs 2.5 FTE nurses and a 0.5
administrative component. HINT targets people working extended hours or

shift work in generally | ow-paid industries, and who are predominantly

Maori. Most of those accessing the service are males in their 20s to 50s.

Under the programme, the employer gives 40 minutes paid time annually
for each worker to access the service, and provides a space for

consultations to take place. Services provided include nurse clinics, health
education, smoking cessation, ACC consultations , tetanus and flu
vaccinations, blood samples and smears . Nurses also provide ongoing case
management, including liaison with practice s and ensure follow -up care
takes place. A limited occupational health service is provided when OSH

issues are identified through the clinics and a report is provided to the

Health and Safety officer at a workplace.

Although the service is managed by Ngat i Porou Hauora PHO, the service
does not limit itself to patients from that PHO; most clients are in fact

enrolled with GP practices within ~ Turanganui Health  PHO, which is the other
PHO within the Tairawhiti DHB.

Diane Williams identified a range of outcom es of the service:
1 Improving access to primary health care for a key population group

1 Linking people into national screening programmes and health
checks

1  Supporting the primary care contribution to local and national
strategies for CVD, cancer and diabetes

1  Promoting individual health and self -responsibility
1 Reducing workplace accident rate and improving productivity

1 Improving skill base of primary health care nurses, by building on
best practice and using evidence -based information

1 Expanding the profile of primary health care nursing.

9.2.2 Information capability

A key feature of the information capability that HINT offers is its use of

MedTech systems to record all information on the patient using a laptop

onsite, which are subsequently uploaded into the office server and sent to

the patientdés GP as a text file for information or
transferred from laptop to server on a daily basis.
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The information uploaded includes current health issues and potential
problems identified,  blood pressure and  hypertension; cholesterol; weight,
smoking status and changes in smoking; dietary changes; current health
treatments and medications; blood glucose; hearing; past health history

and health advice provided.

Previously, paper -based systems were used by prima ry health care nurses

which were frequently unread byGPs and did not form part of the pa
electronic record. With all Gisborne GPs on MedTech, the service uses an

interface that maps readily on to GPs 6own systems.

Diane Williams said the informati on provided conveys a snapshot of the
person, including clinical notes, family and social circumstances, and

changes since the previous recorded visit. Nurses working within HINT built

up considerable familiarity with their clients and provide a continuity of
care that for many would be lacking.

Ensuring confidentiality was a key part of gaining the trust of employees,

and in this case study, privacy arrangements tend to support the service

HINT offers rather than act as a barrier. HINT nurses make clear t hat they
are not there for employees to risk losing their jobs, and that information

would not be passed on to their employers, ACC or OSH or other

organisations without their permission. The team reported strong buy -in for
the programme from employees, wi th all employees voluntarily

participating at some workplaces, and only three or four at the largest

employer, JNL, choosing to opt out.

Many employers HINT works with also link with a separate occupational

safety and health service, which provide pre -emp loyment health checks. In
some cases, this can identify potential workers whose health would make

them unsuitable for employment, but in many cases, the health risks

identified are notified to HINT for follow -up.

Trust was also seen as an important underl ying component of the services

HINT delivers. Diane stressed the need across the team to follow through

on commitments, saying dAif you say youdll do it, d

HINT works with all primary care practices in the Gisborne area, and can
provide referralsto s econdary care services and community organisations
to ensure people receive the care they need. Key linkages with other
services include general practice clinics, hospital outpatients, audiology,
ACC, budgeting services, iwi social services, Red Cross, Bar nardos,
counselling services, optometrists, CYFS, WINZ and OSH. The system used
by the HINT team allows for electronic referrals for most services that they
link with. The HINT service also follows the progress of patients through
these services , with Dian e saying:

Aiif theydve got a great medica&l angeoddto go and
thing is to make the appointment with the GP then and there when
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youdve got the person right in your midst. Bu

them whether they take themselves, at the e nd of the day, to that
appoint ment . But basically if itdéds not too pr
but we know that they need follow -up, itbdés just a case of keep
touch with that person and saying have you been, have you been.
This has been going long enough . 0

Although information is sent to GPs, there is not the same level of transfer

of information from general practice to the HINT team. That said, the HINT

nurses are able to obtain specific information from practices on a case -by -

case basis, which frequent  ly occurs by telephone

Keriana Brooking, the CEO of Turanganui Health PHO, said that HINT has

been able to counter any criticism of the service acting independently of

GPs fAby providing the general practices with real
their particul ar patient in a way that all they have to do is upload it into

their own patient management system, and encourage general practices to

have a dialogue between the team and the practice around the

management of care. o

Keriana also spoke of the information c apability that HINT had developed:

AiDi ane understands the mechanisms of Medtech a
and the opportunities that Medtech have in a way that no other
provider in this region has ever gone. .

And thereds this tension bayingthesmaregener al pract
my patients, if therebds something that they ne
to find me; and the fact that there is a whole sector outside

general practice that in a mobile way is also servicing the needs of

their patients. And until now a lot of that happened independently

of each other. And attempts to be more integrative were often

manual . So Dianebdbs really pushed the boundari
providers in this town, both PHOshave Medtech. So she hasndt
been faced with the multi ~ -PMS system issues.

Keriana hoped to replicate many of the features of HINT with the
forthcoming rollout of a chronic care platform in the PHO. Keriana also
thought the consensual collaborative process of governance gave Diane the
freedom to be bold and innovative.

Interms of HI NT6s replicability, Keriana said the cont
has made through the initiative is to some degree
providers need processes to make it easy as possible to integrate with the

rest of the sector. HINT was ahead of the others because the base was set

up well.

Replicability was also signalled in the adoption of an aspect of the
programmeébés earlier scope of operations. I'n its pr
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programme included services to WINZ clients similar to those offered at
workplaces, and linking with the Strengthening Families programme.

Although this has not continued under DHB funding, Diane has had
confirmation of  a similar programme  being established at Hawkes Bay DHB.

9.2.3 Interface with general practice

Over th e four years of the programme, team members said they had built
constructive relationships with GPs in the area, although there were some
initial challenges. In particular, Diane said they had to overcome concerns
of some GPs about potentially losing patie nts and duplication of effort:

Al t ook o v-erdinatoriolein @ctober 2003, so | think the

biggest challenge was that we werendt going to
we werendt going toGRspptaerdtsakeThhe wasnot
what we were about. We were t rying to improve access to care,

and I think webdbve well and truly put those ske
webre not there doing that, that wedre actuall
GPs look after their patients.

Wedbre not trying to take f umACCfugding or statistic

from them, or anything |like that. So | t hink
problem either because most people in Gisborne know each other,
itdés a small enough town.

So we visited all the GP practices and a lot of the NGOs to say
what we were there  for and what we hoped to do. And how we
wanted to hear from them what was going to be making it easiest,
what would help them out the most. And the thing about getting

records directly into the files was a biggie,
toshufffemore bits of paper, or store any more bits
Diane felt that generally relations with GPs were

services were seen as complementary. One piece of correspondence the
team had received from a | ocal dlBbesai d that the in
expanded as men in particular find it difficulty taking time off work to come
to the doctorso, and that the service is fAvital to

Keriana Brooking saw an important value of HINT in meeting the needs of a
specific client gr oup:

AFrom my perspective the population that they

popul ation that | dondt believe is consistent!l
current services available to them. And thato
reasons. Most of the clients that HINT have are male. They wor k

in very physical jobs on very, not normal working hours. So if they
are on 12 hours on, 12 hours off, 4 days on, 4 days off, they
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wouldn't consider as a priority in their downtime doing
preventative healthcare.

So, thereds not anyt hanganyi geheral gactigest hi n Tur

that discourages them from participating. The mere fact that their

|l ives are the way that they are just doesndt nm
them. If they do have to access general practice services they

tend to access them out of hou rs, w hich pushes them into high

costs for general practice and/or accessing the emergency

department and thatés principally a primary ca
A ot of the men who are in their 4006s to 6060s
or known chronic care issues. A lot of them arendét well paid anc

have psychological issues around stress, and money. And God if |

had to work for 12 hours on a concrete floor holding something

with dust in my eyes |1 6d be feeling a bit depr
have complex living arrangeme nts which adds to stress. i

For these peopl e, Keriana said Athey would have a
with the nurses from the HINT team than with any other healthcare service
provider in this district, even if theydve been en

15 years. 0

Two local GPs were interviewed about their interface with the HINT

programme, who offered differing perspectives on the programme. One GP

felt that the style of consultation that HINT offered suited some people

better, being more informal and of fering a longer interaction than a GP

could provide, and in a setting more acceptable to them. He felt there was

some overlap but that the general practice and HINT were largely

complementary services. When asked about the replicability of HINT, he

suggested t hat programmes such as HINT need fiorganic

than i mplemented as a fAdone deal 06, and that relati
developed to ensure general practice and HINT -type could work effectively

together.

The other GP queried if outreach should be employed by nurses working

within general practice rather than focus solely on an occupational

dimension. Although this GP acknowledged that HINT was helpful in case
finding, he felt they were dealing with a population that was often young

and healthy. He suggested there may be greater knowledge and targeting
of patients if nurse  -led outreach was based within practices and targeted a
broader array of settings than simply workplaces.

Both GPs expressed some frustration with the text file format that is se nt
through. Both felt this was a cumbersome process, requiring them to read

through an entire document. Neither GPs indicated the workload was

arduous, with up to two or three consultation notes arriving every week.

One suggested it would be more useful if the electronic consultation notes
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could merge with the fields in the
balance supportive of the way information was presented in the text file.

The other GP was more critical, saying that he was required to provide
feedback which often wasndédt needed.
team acknowledged, and they had taken steps to make clear if the
information sent through was for information or action. The team also felt
that even if too much information was provided in some GPsbd
the perspective of the HINT nurses, it was important that the sessions were
documented and shared with GPs.

9.3 FUNCTIONAL DESCRIPTI ON

Through sector consultation the Key Directions programme has identified

five clusters of related infor mation capability that form the core for future
development. The diagram below graphically represents  the profile or
footprint of this initiative in terms of its contribution to those capabilities:

Figure 4: Functional profile

practiceds MedT

This was

Vi ews, f

a probl
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Self management of health

Improving performance an
evidence-based decision

Coordinating care and integrating
services

Population health

Tailoring care to individuals

The HINT project provides an example of how the use of information in
nurse -led primary care is able to support all five key directions capabilities.

Self -management : The HINT teamesmonsifisieliftyo for

was promoted through hea  Ith education and early intervention activities
undertaken on worksites. These occurred at a population level, such as
through placing posters and health information in places such as workplace

cafeterias or toilets; and also at an individual level during the health clinics
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and assessments. The team said that in these clinics, they needed to gauge
the willingness to  receive health information and to make changes in their
health behaviours. Diane Williams pointed to some successes of the
programme, including a combined weight loss among patients of over
200kg each year atone workplace HINT had been based in, more people
taking notice of their diet, and fewer winter flare -ups of asthma.

Population health : The programme has clearly established a population

of interest and seeks to engage with that population in a constructive and
effective way. For example, the team suggested a greater uptake of
smoking cessation services has occurred by onsite delivery than would

have occurred otherwise. However, a limiting fa  ctor is the relatively small
scope of the programme and number of workplaces accessed.

Tailoring care to individuals : This is also a feature of HINT, whereby
individuals are engaged in settings they are familiar with, health needs are
identified, and ongoi  ng progress is tracked. Individuals are given a care
plan with goals and highlighting areas they can work on to improve their
health.

Coordinating care and integrating services : The HINT service provides
referrals to a wide range of other services, and a Iso ensures follow -up as
the patients progress through these services.

Evidence -based performance improvement : The Medtech templates
that the team developed are based on evidence of best practice, including

NZ Guidelines Group CVD risk assessment tools. T he information capability
underpinning HINT allows the small team to review its practice, share

learnings and identify areas of strength or weakness in its approach, such

as where it is achieving health gains in its population and where

improvement can be  made.

At the time interviews were conducted (March 2007), the single year of SIA
funding was to finish at the end of June 2007. An application was before
the Tairawhiti DHB for new funding. It was hoped that the new funding
would allow for expansion of th e programme into workplaces such as
packhouses, where the workforce is more seasonal and transient, and often
even harder to reach.

With the uncertainty over funding, the team were limited in the extent to
which they could be proactive in seeking new work places to join the
programme. Similarly, the limited funding has reduced the willingness of
employers to participate and/or contribute to the running of the

programme, because  of the lack of certainty for its future. In the proposal
that has gone to the DH B for funding, a future service would expand
operations beyond its industrial base, bring rural nurses into the

programme to access packhouses and stations. If a longer term funding
base could be secured, the team would look to provide free services to
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emp loyers for a set period, then seek a contribution for ongoing
engagement.

9.4 CRITICAL DYNAMICS

Within each initiative there are some critical dynamics which have lead to
the initiatives formation and are involved in sustaining and developing its
capabilities into the future. Because these are almost always driven by
interrelated self reinforcing and balancing processes they are represented
using causal loop diagrams that show the relationships and influence
effects over time.

The figure below details the key d ynamics taking place in this case study.

Figure 5: Dynamics of the initiative
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The diagram above suggests six critical dynamics are taking place, and the
information capability has an influence in most of these int erplays.

1  Health outcomes: The information capability supports the quality of
the workplace consultations, the development of care plans and
ongoing follow -up and engagement with other services.
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1  Engaging practices: By supporting the quality of care outcome s,
the perceived value of the programme to practices is enhanced,
which in turns supports the ongoing collection of information.

M  Continuity of care: The information capability is an important plank
in providing ongoing monitoring, follow -up and continuity  of care.

1 Reaching high -need populations: The service enables access to a
population group that that traditional forms of primary care
struggle to reach.

1  Engaging companies: One of the benefits of the programme, and
supporting its ongoing work, is the benef it that employers see of
healthier, more productive employees.

1  Building support and trust: Key to the involvement of employees in
the programme is the  strength of the  relationships built up by the
HINT team.

An important feature of the information capabil ity of HINT is its dynamic
nature. The information base allows for expansion and adaptation of
information fields and templates as new health needs or opportunities are
identified.

9.5 LESSONS

A view that came through strongly through these interviews that s ervices
such as HINT have conversations with and provide care to people in ways

that GPs are not able to. From this outlook, these groups need to be given

the skills and resources to work effectively within their scope.

Another view was presented in the in terviews which queried if the
workplace base of the HINT approach was the most appropriate. Although
HINT does find many who do not easily access traditional forms of primary
health care, a question was asked if a more targeted approach from
practices woul d be more effective.

These outlooks are not mutually exclusive, and both can be seen to be
supportive of approaches to primary care that go beyond the practice -
based paradigm. From an information capability perspective, what is

important about the HINT pr oject is the principle of obtaining information
through primary health care nurses operating beyond the usual practice
settings, and which interfaces with and augments the information collected

by general practices.

A limitation of the information capabili ty identified in the interviews was

that the rich information collected through the initiative can only be linked

to primary care via text files. While nevertheless providing information of
relevance and value to practitioners, the lack of an interface to allow the
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data to merge seamlessly with practice data is a potential direction for
consideration in the future.

Currently the programme is dependent on relatively short -term funding.
Because it is not an embedded part of local primary care practices, it i S
instead required to make its business and clinical case to funders for short -
term contracts. This does seem to impact on the ability of the programme

to be proactive and recruit new workplaces.

A further key success factor of the initiative, which many interviewees
outside the HINT team pointed to, was the leadership and capability of

Diane Williams in terms of her drive, motivation, enthusiasm and IT

capability. This raises the challenge of what would happen to the

programme if Diane were to leave, and Diane herself had sought to
establish clear pathways for others to follow if this were to occur (not that

this was suggested as a likely situation in any of the discussions ).

Diane Williams was strongly of the view that the
t h e mo of iwhhitnurses can do, providing examples for others of
autonomy and responsibility for their own practice.

In an area with a relatively small population, trust and familiarity are

important in providing the glue between practitioners and their patients,

and in terms of enabling the collection of health information. This

relationship existed to the degree that the privacy of information obtained
actually supported the operations of the programme rather than hindering

its functioning. Great store was also placed in knowing what services are
available in the area and bringing people in contact with these services.

9.6 CONTACT INFORMATION

Ngati Porou Hauora Industrial Nursing Team

Diane Williams

Key Directions Programme

Steve Creed Steve_Creed@moh.govt.nz

Synergia - case authors

Philip Gandar Philip.gandar@synergia.co.nz

Adrian Field Adrian.field@synergia.co.nz
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10. HEALTHWEST: POPULATI ON BASED RISK
ASSESSMENT AND MANAG EMENT

10.1 KEY COMPONENTS

This initiative  is building a capability for primary care to apply evidenced
based guidelines for diabetes and cardiovascular disease to an at risk
population, with decision support and risk assessment by the GP providing

a platform for subsequent care management and out comes monitoring.

It includes the following key components:
Patient care:

1 A combination of proactive (outbound invitations to participate in
risk assessment) and systematic opportunistic screening for CVD
and Diabetes

1  An application of consistent risk asse ssment and guideline -based
recommendations for care to increase the proportion of patients
with best practice treatment

1 Support for a basic level of patient centred care planning
1 Referrals for life -style change support

Care services and organisation:
9  Shar ed assessment tools across the practice team

1  Facilitation of prescribing, referrals, service access and care
coordination

1 Provision of information for clinical audit and practice/service
improvement

Care system:

1  Development of a population based view of ri sk and response
relative to best practice guidelines

1  Epidemiological analysis of population risk and outcomes

1  Promoting dialogue and joint thinking across different levels of
care.
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10.2 CASE DESCRIPTION

10.2.1 Overview

HealthWest is a PHO providing provides services to general practices and
another small PHO in the West Auckland area covering a population of
approximately 140,000 people.

The Guideline Implementation Project (GIP) developed through a blend of a
number of prior programmes, including:

1  Experience with th e advantages and disadvantages of registers of
patients with chronic disease, such as Get Checked

1  The development of evidenced based guidelines for CVD and
diabetes by the Guidelines Group and the translation of these into
electronic form

1  The development P MS based clinical decision support tools using
the Predict application

9  Utilisation of the SIA programme to support a process of
identification, screening and risk assessment.

The programme was established in 2004. The programme has built up a
range of ext ernal relationships, including other PHOs; the Ministry of
Health; pharmacies; the city council and local sports trust; and research
links with the University of Auckland.

10.2.2 How the initiative functions

The core of the programme is a process to systematical ly identify people
who fit a profile of potential risk for chronic disease based on age, sex and
ethnicity. Patients who fit this profile are actively targeted by the PHO

(using the enrolment register) and invited to attend a risk assessment clinic
typical ly managed by a practice nurse. This process is supported by SIA

funding.

In parallel to this GPs use the process to opportunistically screen people
matching the profile as they attend the practice for other reasons. Dr
Lannes Johnson, He alDOirdctdtedescrived th¥mixturecoh
systematic and opportunistic screening:

ilt's systematic when we | ook at
dondét mind if the GP does Iwleh lthe patiehte ' s
comes in for their repeat script and he d oes the risk assessment
fine, good. As |l ong as he knows

letters out through the practice and we help them do that and get

patients i n . We d o n[&aff] woma id and rfun a clinic on

it

who
the

from

t he

hasnot

PAGE 73 KEY DIRECTIONS CASE STUDY REPORT

C

PH

(0]

opportuni

m



Saturday morning. We may pro vide the nurse to do it, because his
nurse doesnod6t want to work Saturday. o

A AWOWO (Wellness Out West) bus provides
community settings where nurses undertake risk assessments in two
workstations inside the bus.

The risk assessment /d  ecision support tool is built into the practice
management system (PMS) and returns a patient specific risk level
together with recommendations for care, including patient advice.

As the assessment is completed an anonymised clinical summary is written

to a purpose designed central data repository that then enables practice
feedback reporting, quality monitoring, population level health status

analysis and, ultimately, epidemiological analysis of the risk factors and
outcomes to both improve service delive ry and tune the risk equations that
underpin the decision tool.

The system also provides a structured dataset that is usable by other
programmes including Get Checked and PHO performance monitoring.

A mixture of web -based and embedded systems are used T web-based
where Predict cannot be embedded in the PMS (for Mac users,

approximatelyone -t hi rd of HealthWestds practices);

systems.

The completion of the risk assessment also acts as the trigger for payment
claiming by the practice.

Lannes Johnson outlined the reasons for the focus of GIP on CVD and
diabetes:

ilf you took a practice population of
each single year there's eighty to a hundred coronary and stroke

events, that compares with one diabetic death , five breast cancer
registration, one cervical cancer registration and one suicide. Eighty

to a hundred compared to that. There is nothing more important in

term s of improving the health of this nation tha n dealing with CVD

and diabetes. And diabetes m eans CVD. Atthe end of the day it's

lowering the risk of CVD int he diabetic. o

10.2.3 Information capability
A range of elements define the information capability of GIP:

1  Enrolled population monitoring and profiling: The database at its
core includes age, gend er, and ethnicity. The PHO is able to
identify the high  -risk patients and send letters inviting them in for
a free health check.

free

fihea

and eml

10,000 pr
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1  Targeted proactive health messages to encourage access: people
are invited to a free nurse  -led health check. The initiative has to
date screened up to 40% of high -risk patients.

1 Evidenced based guidelines usable by the clinical practice team as
a whole: the system self  -populates with PMS data between the
server and the  GPs own system.

1  Patient specific advice and basic self manage ment support: If a
patient is identified as high -risk of CVD or diabetes, he or she is
referred to a Green Prescription (GRx) programme (supporting
|l ifestyle change in cardiovascular risk factor
t h e r a jagpion, sfatin, antihypertensives ], and re -assessed a
year later. The system incorporates basic work flow support for
prescribing and referrals. GRx information is supported by an
Enigma -based database that includes lifestyle changes adopted by
the patient, which is able to be merged with other data.

1 Claims: The system incorporates claims payment for risk
assessment activities

1  Practice quality audit: At the time of interview, a module was being
developed that allowed for electronic practice quality audit, to
assess if each practice is meet  ing targets around meeting
recommended treatments The electronic decision support system
built in to Predict allows audit of the clinical management. In

essence the risk assessment is an audit of the patientds cl
state/risk, and the electronic decisi on support system is an audit of
the doctor6s clinical management .

1  Population level health needs analysis: As more people are drawn
into the programme, particularly those at elevated risk of
cardiovascular disease, a population health profile is steadily
developed. Lannes suggests This may intime allo  w for a Maori and
Paci f i ci nigrhraatmdy * for future risk assessment calculations

Between 2004 and 2007, there was a steady growth in the number of

people recorded in GIP databases, reaching 5900. In com parison, Get
Checked recording fluctuated considerably, despite GPs being paid $20

more for each Get Checked check compared to GIP ($45 versus $25).

Lannes Johnson attributed this to the more familiar software used by GIP
(embedded in GPs patient managemen t software), its integration with the
Predict decision support function, and capability to produce a printout for

" The Framingham Heart Study, initiated in 1948, is a longitudinal study of 5,000

adults (and in subsequent phases, their children), focusing on cardiovascular disease.
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each patient. Agreement has now been reached for Get Checked
information to be linked to the CVD module of Predict.

The initiative has been s uccessful in reaching the local Pacific population,
but less so with Maori. As Lannes Johnson explained:

AfWebre getting differences between Maor.i
having far more support from the Pacific
look atthe Maori r i s k € -twlo percényare above fifteen percent

[CVD risk], whilst Pacific are forty -two percent. What does that

mean? I't simply means that the real high
getting to, which is a shame. And we've got special applications in

for fu nding from DHB to do something about that, and working with

our Maori provider. o

10.3 FUNCTIONAL DESCRIPTI ON

Through sector consultation the Key Directions programme has identified
five clusters of related information capability that form the core for future
development. The diagram below graphically represents the profile or
footprint of this initiative in terms of its contribution to those capabilities:

Figure 6: Functional profile

Self management of health

Improving performance an

evidence-based decision Population health

Coordinating care and integratiig
services

Tailoring care to individuals

The key strengths of the initiative are around imp roving performance and
evidence -based decisions, population health and tailored care.
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Self management : This is not a central component of GIP, but the
provision of information to patients; referrals to GRx and annual re -
assessment are supportive of self -management approaches.

Population health : The initiative proactively identifies populations of
interest, develops a response and builds an ongoing profile of the
population in relation to CVD risk.

Tailoring care to individuals: GIP seeks to engage highri sk groups for
screening and ongoing follow  -up, incorporates some monitoring of
effectiveness, and has some limited scope for referral to GRx.

Coordinating care and integrating services : The initiative is focused
around the management of cardiovascular dise ase and diabetes in primary
care, and is not at this stage building a capacity to coordinate services

across different providers.

Evidenced based performance improvement : The initiative is founded
on evidence -based guidelines for managing cardiovascular ri sk. It has a
clear target group that it is seeking to reach and has established systems

to identify progress, and communicate progress to practices.

10.4 CRITICAL DYNAMICS

Within each initiative there are some critical dynamics which have lead to
the initiative s formation and are involved in sustaining and developing its
capabilities into the future. Because these are almost always driven by
interrelated self reinforcing and balancing processes they are represented
using causal loop diagrams that show the relati onships and influence
effects over time. The figure below details the key dynamics taking place in
this case study.
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Figure 7: Dynamics of the initiative
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In the diagram above, there are five dynamics at work through the

information capability established by the GIP:

1  Systematic and opportunistic assessments: this is the foundation
of the GIP, providing a process through which people are either
proactively recruited in the CVD risk assessment programme, or
are brought in through normal GP visits

1 Supporting guideline implementation: The diagram above suggests
that as more assessments are undertaken, there are fewer missed
opportunities for assessment, and thereby strengthening the
application of guidelines in the PHOs practices.

1  Population risk analysis: As assessments are completed, the
capacity is developed for capacity for population health analyses
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and epidemiological research. This further builds the knowledge
base and builds the credibility and recognition o f the CVD
assessment register.

9 Building practice support: The performance of practices in the
programme is reported back to them by the PHO, fostering a
dialogue between the PHO and its members, and building the
perceived value of the initiative.

1 Integrat ing systems: As familiarity with the system is developed,
so to is the awareness of its limits; this creates a momentum for
further enhancements and integration with practice management
systems, and building support for its ongoing use.

10.5 LESSONS

The HealthW est GIP highlights the value of integrating information
initiatives in the daily flow of the practice, and embedding information tools
in such a way that PMS data can self -populate across databases.

Lannes Johnson was also of the view that the value of a P HO is the support
it can provide across its network to bring all practices to a functioning

standard to allow information exchange. Although many practices within a

PHO are proactive and able to adapt to new systems, a PHO is able to

provide a management s  tructure and support in primary health care to

assist with workload and bring all up to standard.

The discussions indicated that the success of GIP also lies in its utility for a

number of primary care functions: claims payments for risk assessments;

decis ion support integration for the practitioner and information printouts

for the patient. The system also had the support o
of practitioners because they were confident about the information that the

system produces. The value of the sy stem is that it serves GPs by providing

an effective interface, while simultaneously ensuring oversight by the PHO.

A further important factor in the success of the initiative was the close and
constructive relationship built up with vendors and practices. In this case,
there was five years of collaboration with the vendor in developing the

system. Likewise with practices, a long period of relationship building had

taken place which allowed initiatives such as this to take place without, as
Lannessuggested , fAwaving a big sticko.

A limitation of the system is that it is not at this stage embedded in all PMS

t hat Heal t hWest GPs are using; in particular, t he
embedded in Apple hardware at this stage. This requires a web -based

interface for thes e practices, although to date, the system has still

managed to achieve a high level of use across all practices.
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HealthWest staff were of the view that the system could be easily
replicated, but what was key to making it work in the PHO was having a
dedic ated nurse coordinator to lead its rollout and ongoing management,
and to provide advice and support to those using it.

10.6 CONTACT INFORMATION
HealthWest

Lannes Johnson lannes@healthwest.co.nz

Key Directions Programme

Steve Creed Steve_Creed@moh.govt.nz

Synergia - case authors

Philip Gandar Philip.gandar@synergia.co.nz

Adrian Field Adrian.field@synergia.co.nz
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11. NORTHLAND REGION PRI MARY CARE
MENTAL HEALTH INITIA TIVE: TE POU
ORA O TE PIRINGATAHI

11.1 KEY COMPONENTS

This initiative is building a capability to support the health and recovery

needs of patients with mild to moderate mental health conditions (with a
particular focus on depression), in the Northland region using a primary
care based shared care  and case coordination approach.

It includes the following key components:
Patient care

1 A shared care model with a Primary Mental Health Coordinator
acting as part of the primary care team

1 A common approach to screening and risk assessment

1 Patient centre d care planning

1  Subsidised access to counselling and therapeutic support
Care services and organisation

1 Information sharing across care settings

1  Facilitation of referrals, service access and care coordination

I Provision of information for clinical audit an d practice/service
improvement

Care system

1  Enabling a shift towards a patient -centred model across the
continuum of care

1  Promoting dialogue and joint thinking across different levels of
care.

11.2 CASE DESCRIPTION

11.2.1 Overview

The Primary Care mental Health initiat ive operates across six Northland
PHOs and is supported through a three year pilot programme (2004 to
2007), funded by the Ministry of Health.

The six PHOs are:

Y Manaia PHO,
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Te Tai Tokerau PHO,
Hauora Hokianga Integrated PHO,
Whangaroa PHO.

Tihewa Mauri ora PHO

= == =4 =a

1 Kaipara Care Inc.

In 2004 the six ~ PHOs came together with the DHB (provider and funder) to
develop a regional approach to achieve population outcomes, through a
collaborative project to deal with mental health issues through primary

health care set tings.

The six PHOs represent a wide range of diversity, a range of size and scale,
mix of population characteristics and geographical range.

From its inception, the project had to confront a range of challenges in
dealing with mental health through prima ry care. Interviewees described
these as

1  Recognition by primary care: people had to be so sick or have
enough initiative to get oneself to GP and get their attention and
medication or service (thereby generating inequalities)

1 Hidden nature, in terms of peo ple not recognising themselves that
they are sick, e.g. untreated postnatal depression, or worrying
about what might be there

1  General practice has limited time and limited skills; mental health
is a time consuming, but an often neglected area, yet has an
important role to play in the prevention of compounding problems

1  Specialist resources are focused on high end, yet are getting
referrals due to progressive development of conditions that are
treatable with early detection and treatment

1  Large proportion of  the population with mild to moderate mental
health issues are missing out on care T with substantial impact on
their health and wellbeing through a wide range of conditions

The overall vision of the initiative is that a coo
GP, links to effective services, and links to community support. This

requires a fimethod of linking the diversityo, role
sharing and services, and link efforts across the diversity of Northland

communities. Participants in this disc ussion described the need for #fe
enabling information environment which allowed us to do new work while

always |l inking peoplAsonbiatenkewdedesaibed:or e. 0

fiOne of the key things identified in the early stages was to
make this work for us , to make it work for primary health, we
needed to have really good links. And | think that was a key
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message that was coming through, was that we d
going off doing something that diédndét | ink bac
So | remember being v ery clear that we needed to have an

enabling information system that allowed us to do this new work

whilst still keeping the people who ultimately take, carry the sort of

can as it were for their patients. 0

The pilot incorporates common core of components brought to the table by
the six PHOs, within a common framework, that includes:

1  Establishment of Primary Mental Health Coordinators
A primary care workforce training programme
A common assessment approach and tools

Subsidised counselling T enhancing exis ting counselling options

= == =4 =9

A common regional clinical information system
1 A website directory of Mental health providers

In addition there is a level of adaptation to local needs including
1 Relapse Prevention (local to Manaia)

1  Therapeutic recreation positions (local to Hokianga and
Whangaroa)

11.2.2 How the initiative functions

Within the overall common framework there is a variation of approaches to
suit the context and capabilities of each PHO. Each coordinator works
slightly differently in terms of how they inter act with their primary
practices, community and patients.

For example, in one area the coordinator, working within a PHO with a

centralised practice database system, could take a population based view

by creating a query on the practice database to identi fy everyone within

the population who had a mental health diagnosis. The coordinator then

di scussed with the doctor which of these would fit
definition and would be likely to participate

fi Wat | did initially was to search the datab ase and pick out

everybody that actually had a mental health classification. Then

discussed with the doctors which one of these people may well

come [under the catergory Thfermérmrst al biiltl mds @] é

dil emma in deciding. anywberesobnsldtm o def i nition
moder ate when it comes to mental il 1l ness. The
definitive definition of this person is mild, this person is moderate.

So it was setting up a risk assessment .0

PAGE 83 KEY DIRECTIONS CASE STUDY REPORT



In another PHO, the coordinator had to work across 14 independ ent
practices without access to patient clinical records and was therefore much
more dependent on building relationships to stimulate referrals.

fiSo | get a referral from the GP. | do things the old -fashioned
way, but | really need to learn how to use Med tech now. | fax the
GPst o say hey | 6ve got your referral and |1 6m goa
SO0. And | mostly see people in the surgery, o
| give people the option of going to their homes, wherever they
live. 0

In Hokianga the PHO and p  ractice is part of a highly integrated, co -located

and combined health service team with a fully shared information system
across community support, primary care and secondary care services. In
this environment referrals were driven from the high level of daily
exchange and hence the coordinator was able to act as a primary specialist
mental health service within a multi disciplinary shared care team. The
real clinical record in this case is held by the site clinical system, with the
Medtech system used to  collate project statistical data.

fiSo we all work really closely as a team. So we get referrals

across the board, like from each other, from the shared cared

with the psych nurses. And because our system is really intact

in terms of ¢ 0 mmu nnithe same plane, Wevisd r e

our database so the information is there, the doctors can see

it, or we pass each other in the corridor, or we see each other

on the ferry. So the communication is there, we have the files,

itds not a probl e mrintheréferal grocesg. bdoac k, o

A large part of the expected value of the project was to build the
understanding and awareness of mental health issues by GPs and the

larger practice team. This was achieved through education and training
sessions facilitated by ~ the coordinators and others with more specialist
skills. The outcome of this has been to increase the capability of the wider
practice team to recognise potential mild to moderate mental health
conditions, understand who to refer to the service and increa se their
confidence in supporting patient care post assessment by the coordinator.

Once a referral is received by the coordinator, contact is made with the

patient to establish a time for a more comprehensive process of

assessment using a suite of standard and semi -standardised assessment

tools. The preliminary results are fed back to the
with the full assessment communicated in electronic form once complete. If

the assessment points to medication requirements or to a level of need

above 6moderated a request for treatment or recomm
secondary specialist service will be made by the coordinator for action by

the GP.
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For those with a confirmed mild to moderate condition the coordinator is
able to refer directly to a range of primary mental health services; within
the pilot this includes some direct therapeutic support provided by the
coordinator, referral to drug and alcohol services, therapeutic recreation
services or direct access to subsidised counselling service S.

The mix of these depends to some degree on the services available to each
coordinator. Subsidised counselling services have required a period of time
to develop capacity, but in most areas are now reaching expected

utilisation levels.

In some of the mo  re remote rural Northland areas there are more limited
counselling or support services, hence the coordinators are providing a

larger proportion of counselling and support directly using home visits to

offset the barriers of distance and remoteness, and en able a much more
holistic view of the living, social and physical determinants of ill health.

11.2.3 Information and knowledge infrastructure

In this pilot programme, care coordinators operate across providers, hence
the need to share information. The Medtech -based information
infrastructure captures information across the region to provide some
indicators of population health.

Initially, the initiative proposed implementing a screening approach using

the MIST tool (Multi -ltem Screening Tool; this is a brief scr eening tool

developed in New Zealand for primary health care, to assess lifestyle and

mental health risk factors ), to understand the burden of disease and also

measure from a baseline to see if the interventions have an effect. This

howeverwasnotsuppor ted in the Ministry of Healthdéds pil ot
was a major part of the original proposal it caused a major rethink of

approach. The initiative now uses the GHQ12 as a before and after

measure.

Different elements of care coordination were brought to t he initiative by the
collaborators and each had different views about what was effective. The

intention was that the pilot would provide a common frame to try out

different approaches based on the initiatives that different PHOs had

developed.

Originally, it was planned to develop a secure web site, a directory service,
and referral mechanism plus a secure area for coordinators patient
management systems. In the limited timeframe for implementation

available, the coordinators instead chose to use MedTech da tabase with
adaptations using the advanced forms tools. There was pressure to design

tools that worked practically and also met the requirements of the

PAGE 85 KEY DIRECTIONS CASE STUDY REPORT



independent evaluators T who it transpired only made their requirements
known after work on the project was well underway

fiwe had Medtech set up with them and had some connection

problems. But it was a pretty basic model of off the shelf

Medt ech. And we hadndét built the advanced f
are our tools like your GHB 12 and the depression tool. And

thereds about half a dozen tools that we hact
built any of the things that we would want to collect. And at

that stage, which was really critical, t he
with us, and hadnét set wupcolleéttat t hey wanted

So we decided ourselves, you know what we wanted and then

we had this mismatch with the evaluators that, oh well we

want you to collect this and that. And we
debated it between ourselves, the clinical governance and got a

set which wou Id do. But really it would have been nice if what

the evaluators wanted to collect and compare us with had been

decided and circulated as part of the spec. And all we had in

our contracts was that webdéd be hearing from
we 6 d h av e urbast tadfiibin with them. So that was a

design fault. ©

(e}

Central to the initiative was the need for a good clinical tool, with a

messaging and information sharing mechanism. The initiative used a

central database provided by an existing PMS vendor, with coordinators
accessing remotely, in order to meet the time pressures to get up and

running extremely quickly. There was a strong need for a system that could
start collecting information from day one. As one interviewee commented,
Aihow coul d vy o e cdordiratr ifdheyoda not have the tools of the
trade to connect??0

In the programme, electronic communication is not fully two -way. For
example, communication from GPs is often by the usual paper or fax

processes of GPs that they are familiar with but the coordinators use HL7
structured messages from MedTech that flow back to the GP inbox for them

to review and include into their notes.

A critical function is to have fast feedback. The initiative incorporates an

immediate feedback and overview, and then within a week a full copy of

the assessment. A critical role is to spend the time speaking to the person

to understand the whole of the personds situation.
that what is available to GP so that the full assessment is an important

adde d value.

The care coordinator always treats the GP as the hub and care manager.
For example, if referrals to secondary are indicated then these are always
done through the GP. Care coordinators use standardised assessment
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forms and letters of referrals, ac knowledgment of receipt and providing
feedback as to the process that is being followed. This provides a very
proactive function to ensure GPs are fully updated and kept informed.

The initiative is moving towards having standardised letters and

documents. There are no technical barriers to this but a process is needed
of knowledge development and establishing protocols that are easy for
people to use.

The central database provides a regional resource that enables:

9  ashared set of screens on current and past performance to be
accessed by the coordinators remotely

1 feedback reports to be generated for each PHO, coordinator and
practice

1 ad hoc query and statistical analysis of patterns and trends

This capability provides a view into the world of primary mental h ealth is
particularly valued by those associated with the programme. This includes

the ability to see the patterns by category and severity, and also the

patterns related to the context within which these arise, such as co

morbidities, social support and access to social services.

11.3 FUNCTIONAL DESCRIPTI ON

Through sector consultation the Key Directions programme has identified

five clusters of related information capability that form the core for future
development. The diagram below graphically represents th e profile or
footprint of this initiative in terms of its contribution to those capabilities.

The diagram shows strong alignment of the system in its current form with
evidence -based performance management, targeting care to individuals
and self -managemen t of health.
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Figure 8: Functional profile

Self management of health

Improving performance an

evidence-based decision Population health

Coordinating care and integrating

Tailoring care to individuals

services
Self management : The initiative relies on a plan based on the GHQ12
assessment of the situation, its severity and risk

capacity to function within the resources that are available to them within

their community. Individual PCMH care coordinators use a range of other

assessment tools to develop depth in specific areas; some of these are part

of the suite of assessments that are included in the informa tion systems

6advanced for msbd. Self management is supported by
community focus.

Population health : The project is attempting to develop a better
understanding of the burden of mild to moderate mental health. However
understanding of th e aggregate population is variable and limited by the
classification and coding capability of general practice. Apart from one PHO
which has been able to work from the enrolled population using general
practice clinical records the initiative is otherwise dependent on referral
patterns of individual GPs. For those referred the initiative is building up a

rich picture of the patterns of issues, context and outcomes that can

contribute to developing a population view in an area that has previously

been opaqu e to the sector as a whole. Since the initiative is exploring
relatively unknown territory it is picking up both unrecognised needs and

also needs that have arisen through gaps in service provision, (for example
drug and alcohol services, management of ch ronic pain or other disability
services).
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Tailoring care to individuals : The initiative uses a combination of a

relatively full and structured assessment of peopl
social circumstances to develop a programme for each person. The opti ons

for response can be constrained by available resources but the role of the

initiative to maintain networking between providers enables better selection

of services to meet individuals needs.

Coordinating care and integrating services : The initiative pr  ovides a
strong coordinating role through a range of functions. The Primary Mental

Health Coordinator defines a specific role, training provides a shared body

of understanding and language while effective use is made of electronic
communications for referr  als and to provide feedback to GPs on the care
pathway status and progress.

Evidenced based performance improvement : The initiative is in early
stages of development with utilisation information being fed back to
practitioners while a more formal evaluatio n process is being managed by

an evaluation provider across the programme nationally.

11.4 CRITICAL DYNAMICS

Within each initiative profiled in this study, there are some critical dynamics

which have |l ead to the initiativedsinhgppr mati on and
and developing its capabilities into the future. Because these are almost

always driven by interrelated self reinforcing and balancing processes they

are represented using causal loop diagrams that show the relationships and

influence effects overti  me.

The figure below details the key dynamics taking place in this case study.
The initiative has been seeks to create value through three main
structures, these are shown in the loop diagram below.

PAGE 89 KEY DIRECTIONS CASE STUDY REPORT



Figure 9: Initial drivers of d evelopment

Environmental & personal factors +
driving development of me Development of severe
health needs H@\A / mental health issues
Mental health need

developing in the
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Escalation dynamic Issues of mental health not

recognised or effectively

AU +
Population with milcHo——pm. . , responded to
moderate mental health ~ Situations where mild to moderate N
needs MH contributes to illhealth
presenting to GPs

Awareness of general
_ , , {4 A practice staff of mental healtt
Primary MH intervention J‘rime required to issues

effectiveness recognise in prim
/T care *
GP resource +

GP ljme resource constraint Issues of mild to moderat
Time required to desig(’d-> avaliable MH recognised by GPs

coordinate an effective )
response
+
+

Time required fo
unpack the situation

1  Escalation dynamic: the initiative has a clear problem definition in
the understanding that people who have mild to moderate mental
health issues are likely to progressively develop more severe needs
if their condition is not recogn ised early and provided with an
effective response. The national pilot programme clearly
established this mandate and supported it with funding. The
initiative sought to increase the rate of recognition of mild to
moderate situations through building aware ness within the general
practice team as a whole (GPs, practice nurses receptionists), and
by demonstrating that there were viable response pathways
available to them. Awareness is then further stimulated by the
feedback mechanisms built into the initiativ e to provide prompt
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results back from initial assessment, the more intensive full
assessment and feedback from subsequent progress.

1  GP resources constraint: the initiative has been very effective at
addressing the constraints of general practice time resou rce by
providing a specialist care resource (the care coordinator) who is
acting to support general practice as part of their team rather than
acting as a remote specialist provider. In effect the business case
for general practice is that they are able to increase the level of
recognition of mild to moderate mental health issues secure in the
knowledge that their responsibilities to then undertake a more in -
depth assessment and care pathway design/management function
will be discharged by the care coordina tor acting on their behalf.
This overcomes GP resource constraints while also maintaining
their relationship with the patient and other providers in the

system.
The use of a GP compatible information system provides the
infrastructure to achieve this pro cess and manage the payments

and claims associated with the programme.

1  Primary mental health intervention effectiveness: the third
dynamic created by the initiative is to use the structured
assessment process to design a tailored response to individual
need and circumstance from range of relatively low intensity
services with the promise of being able to measure the
effectiveness of those interventions on influencing the prevalence
and progression of disease.

While the pilot evaluation has yet to provide a definitive view on the

success of this initiative from a qualitative perspective it appears that the

initiative is being successful in making these critical loops work for them.

As with any pilot programme the challenge will be to identify ways that thi S

sort of 6ésystem |level d resource can be funded thro
mechanisms.

11.5 LESSONS

This case illustrates how a relatively simple information capability can
enable primary care to reach a population that has been poorly served by
existing means

1 A fairly standard PMS application, in this case the central database
version of MedTech, as a patient clinical information repository that
is compatible with those used in primary care
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1 Incorporating structured assessment tools and outcomes
measurement

M  Supporting a care coordination, planning and service access role
using standard PMS tools

1  Utilising a simple information exchange across care settings using
messaging within the HealthLink secure network

1  Supported by simple but regular feedback tools

1  Operati ng within a knowledge context created via relationships and
shared training/awareness building processes

Some of the elements the initiative would do differently if this was to be
replicated include:

1 A greater emphasis on establishing reliable broadband c onnections

M A greater focus on workflow and work flow support tools that
better match the typical flow of an episode of care

1 More attention to two  -way communication capabilities. From
primary care this would involve supporting greater usage of
capabilities already within the ~ GPs PMS system. For secondary care
this would involve creating two way gateways between secondary
PMS systems and the information contained in the mental health
dataset so that a real integrated care record could be created.

9 Provide bett er tools and methods for information to flow back from
the results of community services

M  Continue to improve the structured assessment tools and increase
the frequency of their use

Participants in these discussions also recognised that the pace of
impleme ntation was far from ideal, but that this was a necessary outcome

of many external factors (principally funding -related). In an ideal situation,
they would have preferred to have more time to establish a more extensive
information capability and evaluative foundation.

11.6 CONTACT INFORMATION

Northland Regional PHO Primary Mental Health Initiative

Chris Tipa ctipa@kci.org.nz
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Key Directions Programme

Steve Creed

Synergia - case authors

Philip Gandar

Adrian Field

Stev e_Creed@moh.govt.nz

Philip.gandar@synergia.co.nz

Adrian.field@synergia.co.nz
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12. TUMAI MO TE IWI PHO: COMMUNITY
INITIATIVES TO IMPRO VE ACCESS

12.1 KEY COMPONENTS

Tumai mo te Iwi PHO, supported by the Wel lington Independent

Practitionersé Association (W PA), offers what its
describes as an fAinterconnected portfolio of initi
improve access to health care and services and reduce health disparities in

ourPHO enrolled popul ati ono. I n this case study, we descr

initiatives led by the PHO, with a particular focus on a primary care nursing
initiative, and the information support provided through WIPA. These
initiatives provide examples through which informa tion support s the
following activities

Patient care:
 Nurse -led outreach to communities
1  Ongoing relationships with patients enrolled in PHOs

1  Development of strong community relationships and trust,
supporting care outcomes

1  Application of MSO analytical ca  pacity to identify individuals
requiring further care and attention

Care services and organisation:
I Targeting at -risk populations across a range of services
1 Information brokering between practices and MSO
Care system:
1 Monitoring of population profiles and consultation data

1 Re-engineering of primary care team functions to support patient -
centred care delivery

1 Embedding sophisticated patient recall within patient management
system

1  Benchmarking practice performance across PHO network
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12.2 CASE DESCRIPTION

12.2.1 Overview

Tumai mo te lwi PHO (Tumai) is one of three Porirua -based PHOSs & with
close inks to the communities they serve. The range of initiatives led by the
PHO include:

1 Nurse -led patient outreach and support
Taxi services to enable health service access
Healthy ho using (home insulation) projects

Free prescription scripts

= == =4 =a

Defeat Diabetes team, a joint collaboration between the PHO and
Porirua City Council, focusing on improving nutrition and physical
activity

1  Healthy Lifestyle programmes, which include individual c are plans
and goals

M Support for people with mental illness to access health services

1 Maori nursing scholarships

T Creekfest (health and cultural expo held in Ca

Larry Jordan, the Chair of the PHO describes the linkages with information
as a titlayered information and relationship system in which IT is

important in various forms, but relies on aspects beyond IT as well . O
12.2.2 Context of activity

The contexti n which Tumai operates is interesting for the fact that two

(and at the time of interview, soon to be three ) PHOs wer e functioning

within the Porirua area. These PHOs have to date operated quite
independently, although some inroads are being made towards working
together more closely. However, Tumai works at a senior management
level across ar ange of organisations (including all PHOs and the DHB) to
identify how to work effectively locally.

Tumai sees itself as a fast  -moving organisation, constantly seeking new

opportunities and quick to exploit new funding sources. Ranei Wineera,

T u ma iMama ger, said the organisation wasnot restricted to a for mal
structure to begin with, and was able to push the boundaries of what it was

able to do to address barriers to accessing healthcare . The organisation has
8 At the time of interview, ther e were only two PHOSs, but a third was about to be
established.
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tended to operate by identifying service gaps, then bring in the information
management capability to support that. Tumai was one of the first PHOs in
the region to join the W PA network. Wl PA3&s i

nvol v

expansion of the organisationds information capabi

Tumai has established a communi ty caucus made up of people from
different geographic areas within its enrolled population, and with Maori
and Pacific representation. This group also feeds into service planning and
identifies ongoing access barriers.

Ranei said that many in Porirua feel they have been over -researched, and
that many pilots have been initiated and then stopped, losing some people
who had been brought into health services. Against this backdrop of

frustration, Tumai operates from an ethos that fAge

with the community firstodo is paramount. Ranei
with fAa passion for the community, and fimaps

said

dat a

experience and knowledge. 0 Tumatibaseper ates from a s

approach, Il ooking at how fpausadmempswer knowl edge
them. o Interviewees saw Tumai as being fiknown
that the community has grown to trust members of the team.

At the time of research (March - April 2007), the organisation was planning
an evaluation of  services provided to  Maori and Pacific communities
including talking directly with Maori and Pacific peoples in its area.

12.2.3 IQE system and wider information capability

Tumai contracts information services to WIPA, which uses its IQE system
and other information communication technology (ICT) systems to
remotely capture data from Patient Management Systems to a central

can
in t

point. |l QE6s automatic data capture saves PHOs fro

extensive clinical exports. On a quarterly basis, WIPA provides reports to
practices and the PHO on consultation rates (including by gender, ethnicity
and deprivation) and demographic changes.

Carol Langbein, one of the interviewees in the study, works through WIPA
to help practices make use of their systems and improve data quality. Carol

wasdescribed as knowing feveryone in every practice

her, trust in the relationship with which WI PA has devel oped. Carol
was seen as having a brokering aspect, liasing with practices but also

developing a body of knowledge about the functioning of the practices and

the PHO as part of the WIPA/PHO team

IQE also allows for an adaptable response to the diverse information

requirements of a range of projects. The way in which IQE is incorporated

in different projects therefore varies, an d QE is restricted to practice data.

The system doesnét for example extend to many
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initiatives, except where they have a practice interface. However, IQE does
have the potential to identify patients who may be suited to a health
promotion programme. One such potential application of IQE is to identify
the patients who would be suitable to take part in a support group for
people with diabetes, led by a diabetes nurse educator.

In the taxi services initiative mentioned above, a patient is i dentified by the
practice as having need for health services and transport difficulties. The

practice will contact the taxi firm and a lodge form is sent to the PHO.

Information about the people accessing the service is captured by practice
management syst ems, including the number of times they have used the

taxi service, the health need of the patient, and the extent to which they

are accessing health services. WIPA was actively involved in developing the
booking system and data collection process. The abi lity to report back
information to the PHO Board helps provide assurance that the right people

are being targeted by practices

Dr Larry Jordan, a practising GP and chair of the Tumai board, described

WI PAG6s | CT as s up pnakirtgiframgendce ¢ idevélopment
through to delivery, review and assessment. In his role as a clinician, the
information capability supports the emerging population health approach in
primary care, particularly around preventive care, active recall and regular
feedback against  performance. These functions he said are made possible
by the range of information capabilities made available.

In his role as chair of the PHO, the information capability provides

information on the broader strategic goals of the organisation and the

hea lth profile of the community. This is expressed through such information

as progress in diabetes management, inequalities within the enrolled

population, service configuration, and financial viability of the many strands

of activity Tumai leads on. Larry s tressed however that all of the ICT

support fAonly works in the context of people relat
exercise unless you have enthusiastic people with

WIPA is also able to provide reports based on special requests for data,
whi ch at the time of interview, extended back over the previous three
years. One example where Tumai have used this facility was in developing
a health needs assessment for the enrolled population.

An important feature of IQE is its alignment between business systems and
information systems. To some degree, linking the two has supported the

buy -in of practices to information innovation. However, this has its

limitations; the PHO has struggled with the implementation of CarePlus in

its practices, despite the pr ovision of manual and electronic 0 @epads 6
(tools developed by WIPA for managing chronic conditions, including data

entry prompts and electronic claiming) , with training and ongoing support.

So far, notall practices have adopted CarePlus, and the lack of

engagement to date is seen as a result of the stop -start nature of many
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initiatives, mentioned earlier. However, as relationships strengthen over
time, it was felt that interest and buy -in to CarePlus was strengthening.

Through the DHBNZ -led PHO performa nce management programme, the
PHO is also able to reward practices for its performance against high need
versus non -high need screening service access, and reaching other clinical
quality improvement targets

12.2.4 SIA Nursing Outreach programme

A notable init iative within the Tumai portfolio is the Porirua Access Project,
which is a nursing outreach initiative using Services to Improve Access

(SIA) funding. The service works with all practices funded under the

original Access formula for PHO funding, which tar geted high need
communities , and to a lesser exten t within interim funded medical

practices . The service began as one of a number of Intersectoral

Community Action for Health projects receiving Ministry of Health funding

from 200 2. The intention behind the initiative was a flexible, fully -funded
and culturally appropriate resource that was able to provide services to
traditionally hard  -to-reach populations.

The programme employs 2.5 FTE nurses, and is funded for four years until

30 June 2007. Patients are identified through two mechanisms: either at
the point at which they enter the practice for a medical consultation (and
are identified by the GP); or through more proactive analysis of PMS data

A programme of home  -based visits is developed, often involvi ng helping
the patient with new medication, monitoring their progress in the course of

their treatment, and educating them to be proactive in their own care.

Other activities within the initiative include:

1 arranging GP to home visits

1 identifying co -morbid ities

1 referrals to hospital secondary and other services
1  follow through hospital treatment

1  ensure appropriate support for health needs

Information recorded by nurses is uploaded into practice systems, which in

turn are captured through the practice manage ment system . The process

was described as one of shared care with GPs, based on an ongoing

conversation and trust in nurses to make assessmen
GPs are informed of referrals, and are often brought into the referral

process where thisis  necessary. Patients are as a rule made aware of how

information collected is to be used.

PAGE 98 KEY DIRECTIONS CASE STUDY REPORT



Barbara Vardy, the coordinator of the project, said trust from the
community is a cornerstone of the project. Alf you say
you have to do it. If you candt , refer them on. o

The initiative has challenged cultures of health provision within the

practices, and some practices took time to accept and/or incorporate  the

nurses as an extension of their activities. Cathy Ob6Malley said there was
challenge of re -engineering the practice of primary care. Introducing

nursing support is not in its early stages a net gain; there is a cost in terms

of re -shaping the delivery of primary care, whilst also continuing to deal

with patient workloads. Barbara Vardy said practices were also initially
suspicious about who held information about the patients, and had to be
challenged about fAwho is it about. o

Cathy O6Malley also spoke of c hm@drycheathes f or the fii
care nurse s entering the service. Som e of these were accustomed to

working in an autonomous nursing environment, and required some

adjustment to working as part of a practice team. In the first year of the

programme, two of the four nurses recruited resigned; the resulting re -

recruitment inco  rporated these initial learnings and focused on bringing in

nurse who shared the vision of working in a primary care practice team.

12.3 FUNCTIONAL DESCRIPTI ON

Through sector consultation the Key Directions programme has identified
five clusters of related inf ~ ormation capability that form the core for future
development. The diagram below graphically represents the profile or
footprint of this initiative in terms of its contribution to those capabilities:
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Figure 10 : Functional profil e

Self management of health

Improving performance an

evidence-based decision Population health

Coordinating care and integratizig
services

Tailoring care to individuals

Self -management  : The Porirua Access Project indicates a focus on self -
management of care, through the support offered to people to manage

their conditions, and ongoing support and interaction between patients and

the nurse team.

Population health : A lthough there is a capability for intensive population
health monitoring through IQE (evidenced in the Wairarapa case study),
this does not appear to have been used systematically at Tumai to date

(although interviewees signalled they were looking to apply the lessons

from the Wairarapa study to their forthcoming evaluation). Cathy O6Malley,

WI PA6s chief executive, noted that the fragmented
governance in the area | imited W PA6s ability to d
in the same way that could be achieved through more area  -based PHOs

such as the Wairarapa. Although efforts have been made to amalgamate
population data with information management systems in other PHOs,
WIPA has to date been unable to obtain agreement from the other PHO to
achieve th is level of analysis.

Tailoring care to individuals : There is a strong theme throughout this
case study of engagement with individuals about their health in settings
comfortable to them, identifying their health needs, and assessing
effectiveness of interv  entions.
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Coordinating care and integrating services : There is evidence from the
interviews of care pathways being identified, referrals to other services

being undertaken, and individuals being followed through the course of

care and outcomes identified.

Performance improvement : This dimension is primarily enabled through
the WI PA8s | QE and ot tsgstem s anél reporimg backaanGPs.
The systems allow for practice -based feedback, to identify progress against
goals (such as for utilisation, screenin g, annual diabetes reviews and
vaccination, by total population and ethnic groups) and benchmarking
against other practicesd performance.

The information capability, coupled with the strong local relationships, were
seen as having contributed to increase s in delivery of health and support
services to Maori, Pacific peoples and high deprivation groups; increased
target achievement in diabetes, cardiovascular, respiratory health care;

and child health and vaccinations.

The next planned step for the PHO was establishing a Awellness centr
Te Whare Hauora. This is based on the belief that to make health gains, the
PHO will have to link with other providers and tackle wider determinants of

health. This is currently at a conceptual phase, but is expected to be
operational from 1 July 2007. This is intended to
what they do besto while working with other agenci

determinants.

This next phase is consistent with the longer term outlook for primary care,

expressedbyboth Cat hy O6é Mall ey and Larry Jordan. Cathy de
primary care environment before the introduction of PHOs that was based

around a Acompetent practitionero provider base. T
environment links more strongly with health promotion, prevent ive care,

practice nursing and building relationships communities as well as

individuals. This ongoing development of primary health care will require

information systems that can drive evidence -based care, support planning
for services and workforce, as w ell as allocating existing workforce
resources.

12.4 CRITICAL DYNAMICS

Within each initiative there are some critical dynamics which have lead to
the initiatives formation and are involved in sustaining and developing its
capabilities into the future. Because t hese are almost always driven by
interrelated self reinforcing and balancing processes they are represented
using causal loop diagrams that show the relationships and influence
effects over time.

The figure below details the key dynamics taking place in th is case study.

PAGE 101 KEY DIRECTIONS CASE STUDY REPORT



Figure 11 : Dynamics of the initiative

+ Effectiveness of
/—\ outreach services for

Perceived value t patients
primary care  +
+ +
Reaching high
need populations
+
IQE access to Engaging Capability for practice
practice clinical data primary care feedback and easy
reporting
+ Quiality of service design to Nursing outreach
{ target high risk and high needs capacity

+ populations +
Enrolled population s
+ clincial informatio +
resource
Building community
Analytical support and trust +

resource Strength of community
relaionships and trust SIA funding
+
+
Community understanding and
WIPA information engagement with services to
support capability address needs

The flow diagram  above illustrates how the  information capability flows
through to four distinct benefits for Tumai and its enrolled populations:

M establshmen t of an analytical resource, through Wl
information support

T ability to engage meaningfully with Tumaids | o
basis of identified health needs, building community trust and
support for the PHO and its activities

1 ability to effectively access high need populations in the area, such
as through the nursing outreach service

1 engaging primary care, by providing quality feedback from clinical
data, thereby further developing the willingness of practices to
make their data available for analysi S.

The critical enablers are the marriage of a high quality information
capability with a strong degree of community trust and support for the
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organisation, which the PHO has nurtured since its inception. In the
relatively small area that Tumai operates i n, the two enablers have
reinforced each others strength and impact.

12.5 LESSONS

Throughout this case study, trust is a common theme across many aspects

of information capability, in terms of relations between practices, the PHO

and WIPA; information transfer; and community expectations. This appears
to be a feature of the effectiveness of small community -based initiatives,
evidenced by the nursing programme in this case study, and also the HINT
programme in Gisborne and the Wairarapa kaumatua programme. In his
account of the initiative, Larry Jordan wrote of the importance of

relationships to catalyse and empower activities across the organisation:

Altodos all about people to people relationships
and systems development in the world will no t work well without
the trust and interest invested in the relatio

Larry Jordan identified four key attributes of the information capability at
Tumai:

1. Basic data and protocols
2. Clear goals or targets for services and outcomes
3. Regular outcome informa  tion and feedback

4. Use of multiple information media, ranging from email, faxed
material, and web  -based information and tools.

Participants also stressed the need to build local connections by employing
people with knowledge and passion for the community. T his need to bring
the community with the PHO sometimes required a slower pace of

development, which needed to be balanced against the often fast -paced
processes of chasing opportunities and funding. The passions and

enthusiasm of staff sometimes needed to be curbed to avoid burnout and
maintain the overall momentum of the programme, and to maintain

practice, staff and community expectations. Case study participants felt

that the PHO was a victim of its own popularity, in that it had created high
expectation s from the community, but was now operating at its funding

capacity.

In terms of information capability, Ranei Wineera placed great value in

having Aconfidence that we are targeting the right
is firelevant and t i methlking with th@commaunity anch wh e

governance. 0 Where projects involve other provider
ensuring ownership of all participants to carry the commitments through,

and mitigate any risks.
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12.6 CONTACT INFORMATION

Tumai mo te Iwi

Ranei Wineera ranei.wineera@wipa.org.nz

Key Directions Programme

Steve Creed Steve_Creed@moh.govt.nz

Synergia - case authors
Philip Gandar Philip.gandar@synergia.co. nz

Adrian Field Adrian.field@synergia.co.nz
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13. HAWKE®6S BAY DIHEALRH EORRD:
CREATING A PLATFORM FOR INTEGRATED
PATIENT-CENTRED INFORMATION

13.1 KEY COMPONENTS

This initiative is building a capability to manage the health needs of

patients with chronic ~ conditions (initially diabetes) within a model of care

that integrates the roles and functions of GPs, nurses, specialist community
providers and secondary services.

It emerged from a platform of technical infrastructure (common primary
PMS systems and in  terconnectivity) and relationships across primary and
secondary clinicians. Its initial focus was on diabetes and reducing the
complexity and effort required to manage Get Checked reviews and
associated reporting, claims and payments processes.

From this s tart it is moving to phase 2 with the inclusion of decision
support tools to provide a structure of information and action across a
range of conditions. It includes the following key components:

Patient care
1  Screening and risk assessment
1 Patient centred ca re planning
1 Information sharing across care settings
Care services and organisation
1 Facilitate referrals, service access and care coordination
1 Facilitate claims and payment

1  Provide information for clinical audit and practice/service
improvement

1 informatio n sharing between primary and secondary care
Care system

1  Enabling a shift towards a patient -centred model across the
continuum of care

1  Promoting dialogue and joint thinking across different levels of
care.
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13.2 THE STORY OF DEVELOPMENT

13.2.1 Overview

This initiative  began in 2004, when the DHB and its PHOs wanted to
streamline invoicing for Get Checked payments. The initial perceived
problem was significant quantities of manual paperwork and delays in
payments reaching GPs. The solution however is one that has allowed
electronic information from Medtech systems to be linked with decision
support and patient management systems, and ultimately to be linked with
secondary clinical information.

From an early stage, a decision was made not to create changes in GPs

own info rmation systems, but to create a system that could interface with
Medtech, thereby allowing GPs to enter information only once and in a user
environment that they were familiar with. The greater the range of

applications that could be used through this sys tem, it was reasoned, the
greater the level of use by GPs. Throughout the process, GPs retain

ownership of information, and the DHBs are provided a subset of GP -
collected information. The DHBs role is to collate, analyse and meld with
secondary care data.

The DHB is also moving towards changing the way in which secondary care

is delivered, with services being reformed into continuums (such as child

health or health of older people) rather than discrete departments offering

separate care. There is also a shi ft towards GP Special Interest roles being
developed, where trained GPs are able to undertake more specialised work

such as skin lesions. The DHB is planning a more substantial role of

secondary clinics being run through primary care, and ultimately to all ow
some secondary care to be delivered through community settings.

13.2.2 Information capability

The platform that has been created allows a CVD and diabetes risk
assessment tool that interfaces with Medtech, accessible by secondary care
and accessible from a pa tient point of view. In March 2007, the system was
due to begin providing a complete view of primary and secondary care for
diabetes -related records.

The diagram below shows the linkages at different levels of care. The key
elements of the programme are:

1 BPAC®’: Decision support tool for general practitioners; it was
chosen for its ability to have a range of clinical applications built on

° bpac ™ is the name of the New Zealand -based company marketing the BPAC

decision support tool.
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to it, including CVD risk assessment (pending with Get Checked
v.2), special authorities, ACC, and referral criteria.

M IBA™ clinicals i data warehouse for secondary care

1 Edge i patient management tool, including goal -setting and clinical
data.

Figure 12 : System structure

Practitioners Capability Systems Linkages
General Risk assessment BPAC .| DHB Database
Practitioners . g

Decision support DIAB
A
\ 4
Nurses Patient -focused Edge IBA Clinicals
planning & >
management
A
) \ 4
NGOs (Maori _
Health Patient -focused Edge Secondary care
Providers planning &
management

The system was trialled using 7 00 patients in a three  -month trial. As at
March 2007, 3000 patients were linked to the system, with 300 -400 joining
each week. Kevin Simpson of Hawkes Bay DHB outlined the approach taken

with the system:

AiThe original problem was essmentwdll out a CVD
and form that was totally interfaced with Medtech, that enabled us
to capture that data at a secondary level. And for that data to

19 IBA is a health IT solutions company based in Australia
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then be used by secondary services for a single patient view. The
problem was getting the GPs to use and to se nd us data on a
regular basis. Because we want more than just annual reviews.

Annual reviews to me are a dumb process. An annual review is a

the ground itds saying
, but it eneehtl It y o u
tell you what youdre
manage that patient, what you
trying to create is something that will be used every time the

patient comes i t he
every 9 or 12 months
collecting real clinical data.

stake in and

abo
go
ov

what ever doesnot

doesnot about
t o or
d 0 o mnual re8eworee t h

out of it, but

n er

t

The theory here is that if you can increase the range of
applications, youbl|l i
know the software, t hey 61 |
friend. Now all of these [functions] are totally integrated within
Medtech. When we first went into this we had some very firm
rules. It had to be totally integrated, so as far as the GP was
concerned it had to look like they were still in the Medtech
envi We didnot
flip through screens, or log out and log back in. It had to be totally
integrated.

f
i

t he
i

ncrease e

come to uti s e t

ronment . want them t

Because of ongoing delays in implementation of Get Checked

Get Checked was used as a starting point, and v.2 will be incorporated
once finalised, together with Advanced Forms (a system for rapidly
customising the MedTech database and clinical record)

v.2,v.1l of

The key enablers were seen as being

1 resource sup port from Planning and Funding, including joint
appointment between the DHB and PHOs to complete the
programme to improve information flow and management

1  support given to GPs to join the programme

1 time to reflect and consider each stage

1 clear focus on what  was needed from the system, beginning with
invoicing and extending into patient -centred records

1 leverage that came from DHB holding contract

1 early engagement of vendors

1  ongoing dialogue with GPs and vendors

1  strong relationship management, securing the ri ght people across

the spectrum and recognising the value that each brings to the
process.

PAGE 108 KEY DIRECTIONS CASE STUDY REPORT

patient

h a
ma
do
n

t he
to

ut
ing
e got i

edl | be
he rest

a
(0]

t h

wi ||

guency
it

nto (0]

go i



An important factor in success to date was that resources were allocated to
liasing with practices to ensure that the systems worked effectively. Win
Bennett, the Chi ef Planning and Funding Officer, said:

Al think the other | esson was the joint

person, [where] some of the roleds just
docs, does a huge amount for relationships. Actually someone

appoin
about

turning up, solvingth ei r é software problems and being ab

educate them in a nice way as to how to use the stuff. And | think
wegothugebuy -in because of that.o

The overall vision to collect a health picture of each individual patient,
spanning primary and secondary sect ors, and others involved in the care
process. Information is seen as a vehicle for achieving better patient
management and improved health outcomes. The starting point is in the
settings where people receive care, as Chris Clarke, the Chief Executive of
Hawk ed6s Bay DHB, expl ained:

Aln order to try and build a primary secondary

ités confirmed in my mind that actually

you can deliver stuff to the desk or the clinic for the nurse to
record or the dogatrealygoodphkcedostarh at 6
because that was hearts and minds and of benefit to patients and

all those kinds of things. And that while the diabetes information
systems is essentially a population health perspective, for the GP,

it probably is particul  arly the GP, but also increasingly for the

nur s e, itds relevant to their personal

patient. Thatdés given huge energy, and

youdl |l

healt h,

| t hin

PHO and DHB in the sense of, at Il ong |l ast they

something to us  other than essentially a statement once a month
that says how many of our fees have been pulled back. So that
has been, | think, one of the really key lessons is delivering
something on the ground which appears to be a benefit to the
practitioners, letal one the patient. o

Nurse -led clinics, free to patients, have been developed around the Edge
tool. In the future, GPs will conduct risk assessments, and chronic care
patient management will be picked up through the nurse clinics, including
goal -setting, call back mechanisms, audit tools and risk factor monitoring.

Kevin Simpson explained the interface between GPs and nurse in primary
care, with its initial application to CVD:

AThe way we see CVD going from here is
risk assessment,reme mber theydve only got 15 mi

t hat t h
nutes wi

patient. And then theyodll park that patient a

will be picked up by the nurse clinic using the Edge tool. Now
those nurse clinics are going to be rolled out to all GP practices.
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Theydl |l betheepati ent . And thatds where weobre
capacity in primary care, for chronic disease

In this model, technology is the enabler, and is used to restructure the
patient management process. A paradigm shift is underway, towards
nursin g taking on a more substantial role in patient management. As Kevin
Simpson explained:

i We had a -fashioned reldtiehship in a number of practices

and the whole concept of the nurse clinic is to move away from

that. We b6r e al so awiagoigg totgét mdre w&SBsrine nev e

real ity. And that if wedre going to build cap
through the nursing model.

So wedr e tryiGPgupt potcimemdte say to the GPs

youdre really the coach of the team. You donbo
player, and the captain, and everything else. And that you might

not see the patient for 6 months, but you can go into the system

and find out how theydre been managed. Are th
etco

Links are also planned with smoking cessation, audit tools, and
programmes such as Green Prescriptions through Sport Hawkes Bay. At the
time of writing, seven practices were running nurse clinics, and training

was underway with two local Maori providers.

13.2.3 Outcomes and next steps

Chris Clarke, describes the initiative as both organic and serendipitous.

Organic in the sense that it grew from a move to put all general practices

on Medtech32 and the ~ DHBs involvement in Get Checked. Serendipitous in

the sense that it created a conversation with the PHO about using

infformati on systems to fipower upoO0O primary care. Chris o
starting point of diabetes has created dialogue across sectors and has the

potential to flow through to comprehensive integration of services in the

region:

AThe moment we got tthedMedTedn B2 andthevi t vy,
information systems start.istatingpointfl ow t hroughteé
was diabetes, that then led to a whole clinical conversation that

hadnét previously been taking place. I't actua
relationships to come ttprewoastyheome whi ch hadno
togetheré But | see that the diabetes informat
al most secondary to the bigger conversation th
ltds actually been around models of care and a
the primary and second sector.
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And for me the big idea has been partly the information system,
but particularly phase 2, which has been around the decision
support tools which obviously stem well beyond diabetes. But |
think it has the potential to profoundly change the primary and
secondary s ector.

First of all at the primary end, in terms of getting some clinical

practice. Secondly the potential to drive audit activities, which are

in the primary sector, and thirdly, probably most important, to

actually start a conversation with the primary sector about the kind
of practice, which was previously bound to be isolated by virtue of

the fact that you didnét actually have tools t

conversations.

And then the really exciting opportunity in the secondary sector is

thatoncethat t hey 6re cl ear clinical protocol s
foll owed, and that therebds a consistent
a very small step to then say okay | etds
referrals to waiting lists, referrals through to other clinic al

specialists and so on.

Key outcomes of the initiative, identified by interviewees, are:
1 dialogue between primary and secondary care
1 information systems to drive audit
1 initiating dialogue about clinical practice
1

once established, will create clear clin ical protocols and a step
towards clinical referrals

1  empowerment of primary health care

1  coupled with GPSiIs, there is significant opportunity to re -shape the
way many clinical services are delivered.

13.3 FUNCTIONAL DESCRIPTI ON

Through sector consultation the Ke y Directions programme has identified

five clusters of related information capability that form the core for future
development. The diagram below graphically represents the profile or

footprint of this initiative in terms of its contribution to those capa bilities:
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Figure 13 : Current state functional profile

Self management of health

Improving performance an

evidence-based decision Population health

Coordinating care and integrati#g
services

Tailoring care to individuals

In its current state, the initiative shows some degree of functionality across
all five capabilities.

Self -management  : Capability is currently limited, beyond that which is
supported by the Get Checked programme. All GPs are connected

electronically; they submit information to DHB and DHB provides a monthly
report on features of Get Checked including statins, number of reviews per
month, and outliers such as HBA 1c, blood pressure and BMI.

Population health : The initiative is approaching the end of its first year,
and population analyses will become increasingly possible. These will allow
identifying populations of interest, and to some degree evaluating the

respo nse.

Tailoring care to individuals : As with self management, this is limited to
the degree to which this can be provided within the Get Checked system.

At the time this study was undertaken, BPAC was being rolled out to all
general practices; will move sho rtly to CVD and diabetes, including CVD
risk assessment.

Coordinating care and integrating services : There is limited
functionality in this sphere currently, but the platform is being laid that will
allow development and ongoing follow -up along care pathwa ys.
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Performance improvement : PHOs are using data to review ongoing
progress of Get Checked, and are developing internal KPIs. The system
provides the basis for contracting/payment purposes; payments are
occurring faster and are more closely connected to pe rformance.

Figure 14 : Future state functional profile

Improving performance an
evidence-based decision

Coordinating care and integratiig

Self management of health

Population health

. Tailoring care to individuals
services

The future direction of the initiative will allow:

1

Ongoing expansion of capability to monitor changes in population
health

Nurse -led patient management, including goal -settin g and
intersectoral referrals

Comprehensive integration between primary and secondary care
information, expanding across range of chronic diseases and
treatment services

Developing capability of multi -disciplinary assessment

Foundation for evidence -based p erformance management
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13.4 CRITICAL DYNAMICS

Within each initiative there are some critical dynamics which have lead to

the initiativeobs

formation and are i

capabilities into the future. Because these are almost always d riven by
interrelated self reinforcing and balancing processes they are represented
using causal loop diagrams that show the relationships and influence

effects over time. The figure below details the key dynamics taking place in

this case study.

In the i nitial phases, the simple ease with which GPs are able to conduct
Get Checked clinics creates conditions in which the DHB is able to validate
and make payment. This creates efficiencies within the DHB and improves
GP cashflow, both of which enable further investment in the information
capability, as indicated in Figure 4 below.

Figure 15 : Initial drivers of development

Ease of payment

Ease of GP Get
Checked data entry

GP cashflow

Internal DHB
efficiency

Investment in
information capability

In the next phase, which was being implemented at the time this case

study was undertaken, GPs were m

oving towards undertaking diabetes and

CVD risk assessment. The infrastructure and capability that is already in
place from developing the diabetes assessment and payment structure is
easily applied to the expanded assessment processes. The second diagram
also brings into the analysis the role of nurses and NGOs in patient
management, which improves the continuity of care and patient outcomes.
The heightened perceptions of benefit from the risk assessment flowing out

of improved patient management in turn |

diabetes risk assessment, continuing the cycle. It is also noted that the

nvol ved

eads to increased use of CVD and
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nurse -led clinics, which are free to patients, attract payment from DHBs,
and improve the business viability of primary health care.

Figure 16 : Stage 2 drivers

Payments for free
services

Nurse/NGO-led Ease of payment

patient manage \'
Internal DHB
efficiency
Continuity of patient CVD/Diabetes risk General practice
care/health outcomes assessment cashflow
\ Investment in
Perceived benefit of information capability

risk assessment

As the information capability expands to include secondary care, and the

range of primary services within the information environment similarly

expands, the potential for integrated management along the continuum of
care also develops further, as indicated in the third diagram below.

PAGE 115 KEY DIRECTIONS CASE STUDY REPORT



Figure 17 : Stage 3 drivers

Payments for free
services

Nurse/NGO-led Ease of payment

patient manage \
Internal DHB
efficiency
Continuity of patient Primary health care patient Primary health care
care/health outcomes assessment and treatment cashflow
. . Investment in
Perceived benefit of

primary care patient information capability

mangement

Integration of primary and
secondary care
information

13.5 LESSONS

This initiative has used a single component of primary care activity, which

has a funding link directly back to the DHB, as a starting point for

developing an information system with wide applicability across the

spectrums of primary and secondary care. It has done so by focusing

initially on the diabetes area, where ongoing patient management is central
and which to be effective, requires effort across the five capabilities that

are central to the new environment of primary care.

The learnings from this initiative suggest that a focus on settings where
improvements can be delivered to the docto r, clinic and patient can gain
traction. The information platform created in Hawk
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interactions with patient, and melds with the everyday information
processes undertaken by GPs.

The initiative was able to build momentum through | everaging off claims
payment processes, which supported the day -to -day business of primary
care. The initiative delivers more than fia stateme
f eeso, and instead creates a process that contri bu

management and building a po pulation profile of people accessing these
services.

I n these interviews, Chris Clarke highlighted

engineeringo the system development; that i
initiatives such as these to develop in an adaptive way, and to foster an

innovative environment for systems to be developed. Chris Clark also

stressed the need to allocate resources to bring initiatives such as these

into being, and not to rely on existing resources.

From an information management point of vi ew, a key concern heading
into the future is ensuring the quality of data collection, including

understanding the points where data is captured, and agreement on the

datasets to be collected. A building blocks approach has been taken, where
standards, defi nitions and datasets are developed in turn and linking to

each other, rather than creating a framework that is quickly outgrown or

lacks flexibility. There is an expectation that the rollout of the BPAC system

will iron out many data quality issues by prov iding a clear structure for data
entry.

The nature of general practice as a business is an ongoing challenge. GPs
have an understandable concern about organisational management and as

one respondent said, under these circwymstances

will jump on the bus. 0o This creates a need
and personal efficiencies to help obtain buy -in and ownership.

DHB interviewees suggested national leadership could be useful in
providing the broad principles, such as patient -own ed information, expert
patient, common data dictionary and promoting innovation; but in absence

S

to

of that, Hawkedés Bay felt they achieved that

context. Interviewees suggested that DHBs should have autonomy to make
decisions such as these, but should do so armed with information from
exemplar sites.
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13.6 CONTACT INFORMATION

Hawkes Bay DHB

Kevin Simpson
Kevin.simpson@hawkesbaydhb.govt.nz

Key Directions Programme

Steve C reed Steve_Creed@moh.govt.nz

Synergia - case authors
Philip Gandar Philip.gandar@synergia.co.nz

Adrian Field Adrian.field@synergia.co.nz
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14. WAIRARAPA PHO: IDENT IFYING HEALTH
NEED OF RURAL KAUMAT UA

14.1 KEY COMPONENTS

This case study reports on a project to research and document the health
status and health service utilisation of kaumatua in the South Wairarapa.
The project includes the following key components:

Patient care:

9 Identification of health needs o f a key population group, to inform
service planning and care response

1  Application of MSO analytical capacity to identify individuals
requiring further care and attention

Care services and organisation:
1 Analysis of health needs and service utilisation of o Ider Maori

1 Building knowledge from data at three levels: survey data from
Maori networks, primary care practice data and DHB secondary
care data

1  Application of MSO -level analytical capability to service planning
Care system:

1  Enabling shift towards inform ation -oriented and patient  -centred
model for primary health care

1  Establishment of data  -sharing relationship between PHO and DHB

14.2 CASE DESCRIPTION

14.2.1 Overview

The project brought together information from a field survey of more than
100 kaumatua aged 50 years a nd over, supplanted by PHO and DHB
information, to obtain a detailed picture of health needs. The field worker
engaged for the survey referred many of the participants to health
services. Using data from the survey, alongside health service data, WIPA
were able to compare the health status of this group with other kaumatua
in the Wairarapa area, and also compare with the health needs of younger
age groups. The initial outcome was a report with recommendations for
DHB and PHO action. The project also signals the potential to bring
together information from different sources to inform service planning, and
the added value of small PHOs linking with the analytical capacity of a
Management Services Organisation (MSO).
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The project was undertaken within a context of a PHO which had recently
come into its own as a unifying focus for different interests in the

Wairarapa district. Before the establishment of the Wairarapa PHO, there

was a history in the region of little or no organised collaboration, difficult

relatio ns between iwi and few (if any) strong community networks around
health. There were however many strong leaders among Maori and general
practice whose strengths could be channelled in a positive direction. The

PHO worked through an 18  -month period of build  ing networks and common
purpose across interested parties, and developing processes to debate

issues. A recent key achievement of the PHO was the development of a

Maori Health Action Plan.

14.2.2 Kaumatua study

The origin of the kaumatua study lies in funding pr ovided by the Ministry of
Health, and which was negotiated by the then Maori health director of the

DHB. This however occurred without the knowledge of many in either the

PHO and the DHB until well after the contract was signed. This then led to

some in -depth discussions and negotiations between the mana whenua
advisory group to the DHB board, Maori health providers, the PHO, and

marae committees in the South Wairarapa. A governance group was

established based around the three marae and  kaumatua in the Sout  h, and
a Maori social worker, Ben Fox, was contracted through a Maori health

provider to undertake the field research. This local level data was collected

and analysed alongside data held by WIPA from general practices.

Paora Ammunson, the outgoing chair o f Wairarapa PHO, said the study had
a practical appeal, in terms of its manageability through focusing on a

specific population group. But the initiative also had a strategic appeal by
providing the first opportunity to make use of the data collected at a

practice level, to drill down and find out about the health of these people,

with the blessing of the practices. If a study such as this could be

successfully undertaken with a specific target group, then the PHO could

look to how it could be extended to o ther target groups such as people
aged over 65.

Cathy O6Malley, the Chief Executive of WIPA, sai d
the project had a vision of building collaboration across the PHO, Maori

providers and WIPA, and combining fieldwork and direct eng agement with

Maori and the information in primary care systems
been done before:

AfoOne of my kind of hot points really is in pop
public health, and even Maori health sort of, a lot of it is at a

population data level a  nd big picture information tells us that this

is poor status. But that then jumps to implementation which just
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throws a scattergun at something but in big picture information.

And assumptions are made about the whole system which is, in my

view, almost al ways going to be wrong and to actually make the

di fference, the 10% or 15% that wedre talking
di sparity, itds not a whole system issue, itods
within the system. And that this project potentially enabled us to

have a look at that and to design the response, if there were issues

uncovered that the response would be designed around the

specifics not the general é Because we al/|l know
that people will tell you in an interview sometimes correlates with

information and systems and it sometimes doesndé
to check that.o

John Kirkup, a Financial Analyst at Wairarapa DHB provided the secondary
care data, including outpatient, inpatient waiting list information, hospital
discharges and diabetes da  ta. He said that what made the data matching
possible was the establishment of a data warehousing project at the DHB
allowing linkage via the NHI.

There was an organic growth in the way the study progressed, moving

from its original intention of comparing practice data of Maori  aged 50
years and over versus non -Maori in the same age group  in South
Wairarapa, to looking at all age groups across the entire Wairarapa district,
then ultimately to matching patient records from primary care data with
secondary da ta held by the Wairarapa DHB. Privacy concerns created some
initial reluctance by the DHB to share data; once this was overcome, the
analysis was undertaken by WIPA staff. Professor Tony Dowell of the
Wellington School of Medicine provided critical review of the report.

Ben Fox, the fieldworker engaged to talk with kaumatua, had a formal

guestionnaire which he used for interviews, but used the close networks in

the area and informal conversations to engage people to talk about their

health. Ben said althou  gh the picture was positive, his research raised the

qguestion for him of fAwhy am | talking to so many w
raised a question, reflected in the practice data, of the health and lifestyles

of men in younger age groups (up to early fifties).

Notable in the projects findings was that the health of kaumatua in the
South Wairarapa was relatively high, and that the critical health issues are
likely to be in younger age groups. Among the findings, the study noted
that South Wairarapa kaumatua are:

Y  Enrolled in WCPHO Practices
1  Using and are mostly happy with their GPs & Practice Nurses

1  Accessing GP Services at higher rates than the national average for
their population group

PAGE 121 KEY DIRECTIONS CASE STUDY REPORT



1 Accessing Care Plus and Services for Improving Access well

1  Receiving their ann ual influenza vaccination - the South Wairarapa
practices achieved over 80% Fluvax rate for eligible M aoriin the
2006 year

1  Experiencing higher rates of Diabetes detection and treatment than
Masterton Kaumatua

1  Experiencing some rates of detection of Long T erm lliness
(ischemic heart disease  and asthma) that are slightly lower than
Masterton rates

1  Experiencing a slightly lower rate of First Specialist Assessments

than Carterton/Masterton Kaumatua and non M aori people
1 Not waiting longer to access outpatient a ppointments or
procedures than Masterton Kaumatua or non M aori/Pacific people

1  Having Surgical procedures at Wairarapa Hospital at a slightly
lower rate than Masterton people

A conclusion of this study was that M aori and Pacific children aged 0 to 14
partic ularly in the Masterton area, and all males aged 14 to 64 have rates

of access to GP services that may require further investigation to determine

if they pose a problem.

One interesting outcome was the match of people determined from the

practice systemin f or mati on as fidiabeticd with hospital e me
department, outpatient and inpatient usage by NHI number. The results

demonstrated a significantly higher hospital system usage for the diabetic

group, as opposed to the rest of population, and also a differe nce in the

rate of hospital usage from the north (closest to the hospital) to the

southern Wairarapa.

Joe Howells, the Wairarapa PHO General Manager, highlighted the
alignment between the survey data and the practice data:

ilt came through in BbepbOdawar kRntthat on bal ance
Maori over age 50 in the south are well connected with primary

care and really happy with the service they get and it reflected

back both ways. When we went and talked to the GPs they said

|l ook we think weor efordheseguys, reallygkeeot | ob

learn anything and there was a minor amount of negative feedback

about one practi ce.southlittwasvuatem 6 nhorthamnd t h e

webve worked with that practice since. But in
around the Southern pr acti ces was very positive.o

Recommendations were identified for the PHO and the DHB, which the PHO
is currently enacting. At the time the interviews for this case study were
undertaken, the DHB was considering its response to the report.
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Angie Pourau, ¢ hairwoman of Te Hauora Runanga O Wairarapa, saw a
range of benefits from the study. These included

T growing the fikumara vineo between the
mana whenua

1  opening a conduit of information with the DHB

1 mobilising Maori providers and put ting out more information and
programmes to local Maori

T reaching Maori in the Acomfort zonebo
kanohi ki te kanohi (face to face) engagement.

Angie Pourau spoke of a collaborative environment, with GPs looking for
feedback on their s ervices, coupled with trust and confidence of the people
involved by |l ocal Maori, particularly Ben
Paora Ammunson similarly described the collaborative environment as a
major factor in the success of the project, and noted that simply b eing able
to undertake this type of study, given the difficult early beginnings of the
PHO, indicated how far the organisation had progressed in a few years. The
studywaswell -r ecei ved by |l ocal Maori, with Paor
beendonesouthof t he Wai ngawa Br I'dlere wdsa percepton 0
that within i wi and Maor.i politics, Arur al
town mar ae?o. Il nvolving the three southern

project helped gain the support of local Maori.

Dr Steve Philip, a Martinborough GP, found the study valuable from the
perspective of understanding kaumatua perceptions of the service his
practice provided, as well as the other two practices in the area. The
positive report that they received of their ser vices was gratifying, but
highlighted the need for a chronic disease management programme; at the
time of research this was about to be introduced to the area. Steve saw the
survey as supportive of the direction established in the practice over the
previou s two years towards dealing with chronic disease, including the
active recruitment of kaumatua and kuia into the CarePlus programme. He
thought that health improvements were now being seen in these
populations; the next step he felt was to build enthusiasm for healthy living
among their children and grandchildren. With the opening of a new medical
centre pending, the Martinborough practice is also looking to further
expand its nursing role to have a more intensive relationship with elderly
and Maori patient  s.

™ The Waingawa Bridge is crossed shortl y before entering Masterton, and marks an

informal boundary between north and south Wairarapa.
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Cathy Ob6Malley described the benefits of the proje
learnings from the data and the relationships that have developed from the
information capability:

AThe bigger |l earning though from this isé the
project from bre aking down data matching kind of issues and using

the information to inform what we do and crossing that across the

primary and secondary sectors. | 6m not awar e
happened like this quite to this extent anywhere else.

The collaboration betw  een the PHO, the Maori provider , the Marae

committee and | think the Maori provider in particular has, well

webve both | guess Il earnt what each othero6s st
wedre not actually competitors, wedre compl eme
that if we do go  forward together you have a totally different result

and thatodés interesting because that says quite

fiby Maori for Maori 0 is important but by Maori for Maori in
collaboration with some mainstream type management information
expertise is probably even more powerful. 0

The DHB said they had yet to decide where to take its recommendations ,

but were appreciative of the work undertaken . They expected it to inform
the next health needs assessment for the district, and to feed into the
contract ing with Maori providers. Lisa Burch , a portfolio manager at

Wairarapa DHB, saw the report as part of a continuing dialogue between
the DHB, the PHO and Maori providers, and the growing relationship
between these groups was an important spin -off.

14.2.3 Informa tion capability

The project provides an important example on how information can be used

to inform service planning, by analysing practice -level data alongside the
articulated needs of community members through the kaumatua survey.

Joe Howells was clear ab  out the value of the initiative from this

perspective:
il think a big outcome of the project, is how
information to actually drive service development and change? And
I think thatdés at every Il evel. é A couple of
have stricly been hospital data crunchers. Theydve
rooms in hospitals where theydve done all the
reporting and they send of all the numbers and

where it starts and ends. And the same with the guy in the

hospital who was  involved on the other side of this match.

Suddenly this is not just about numbers, itos
telling us to actually do something about? And how do you get it

to a level that actually is going to enable you to do that?
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And so fordatapeople at both ends ités not just about p
the graphs and the report, itds doing it in a
and that they can then see that the people on the ground are using

it to do something within their service which is, again, not

somethingthath appens very often. In the practice i

its been taken and turned around and given back to them, to give

them some insight that they havendt actually h
By linking with a well  -resourced MSO (WIPA), local practices have access to

an information and analytical resource that allows them to target care more

systematically, in a way that few GPs have the capacity to undertake.

Cathy Ob6Malley used as an exampl eeacheports that are
practice which provides an indication of th eir diabetic populations, which is

different to the diabetes population reported through DHBs annual review.

The report then points practices towards individuals (often higher in

number than revealed through Get Checked) for follow -up.

Andthenweproduc ed a report with é line item infor ma
says this is who we believe is your diabetic population, this is their

date of birth, this is when they last saw you, this is whether they

have had an annual review or not and the date of that, and this is

when they last had an eye screen and the date of that. And so

that immediately tells the practice to go in and have a look at that

patient name, confirm whether they are in fact diabetic, recode

them, recall them for the annual review, refer them to eye

scree ning, becomes a very simple systematic exercise for the

practice to do straight across its whole populating report. It would

take a practice less than a few hours in most of these practices to

complete that for their whole diabetes popul at

Although a common theme in many interviews was the importance of

information in supporting the business or administrative side of primary

care, another insight that emerged from these interviews was the

importance of information in allowing primary care to serve pat ientso
better. As Cathy Ob6Malley explained:

AGPs are most motivated by the clinical outcom
patients on an individual basis. GPs are not used to looking at

populations but they are highly motivated actually to know that

t heydr e doitjobbythk geopke elso are in front of them.

And again historically things like, a few years ago when WIPA first

did the community radiology scheme, it didnot
GPs pockets. I't didnét do anything for their m
whenwe di d the annual survey of what was the bes

done this year, almost universally the response was community
radiology scans because it empowered them in terms of looking
after their patients. They were able to get the diagnostic and treat
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in an ap propriate way where historically they had to refer to a

specialist for the diagnostics they would treat or there would be a

big delay. So the barrier to delivering a decent service that the GP

knew needed to be done was either done by someone else or ther e

was a time delay. So the satisfaction of suddenly being able to do

something differently with the patients that is actually what

motivates most people who are doctors and nurses. They are

there because they want to be doctors and nurs

Joe Howells pr ovided an example of the response to collecting and
reporting the information from the local primary care community:

AOne | ittl e i §dfthatbappenedigthedasticauple of

weeks, | was talking to the GP in Greytown and
inte rested in this issue around delayed access of Maori that cause

potentially avoidable complications and early death and so on and

hedédd read the report and independently he was
saying what do you think | could be doing about it in Greytown

Joe? And | said well probably the best people to ask that question

is your local Marae committee , and if you look at your own data

intelligently, you can probably narrow down to a list of who they

are in your practice

He said | 6ve al r e adrglookisglatewhning & dimec, we 0
from the Marae. Myself and my practice nurse are going to go out

there and we need some funding for it. But just the fact that he

was thinking and for him probably the most important conclusion

the report, from what | could gather, would be hey thereds an
here that | can do something about locally in my little practice.

And | suspect that the other two or probably all the practices
just shifted consciousness in terms of the iss

nowthanit was previously. o

Paora Ammunson said the response of GPs was generally very positive,
citing no problems with providing the data and ensuring patient
confidentiality was protected.

In terms of the replicability of the initiative, a common theme across tho se

interviewed was the importance of being able to access the population

through the fieldwork. The role of Ben as some who
through the door of the homes of the kaumatuad was
component, alongside structuring the interview so that information could

be gathered and analysed. Angie Pourau thought such an initiative could be
conducted anywhere, but getting the right person, who has links with the
people of an area, was critical. Paora Ammunson was keen to see this
initiative exte nded to these population groups in the Wairarapa, such as
people aged over 65 years and people living in high deprivation areas.
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Steve Philip thought a study such as this would help with service planning,

in response to significant population shifts. Thes e included young Maori
population shifting from Martinborough to cheaper properties in

Featherston, and an influx of retired English people to the Martinborough
area.

Although the DHB and PHO are some distance off being able to

automatically share data (as is also the case nationally to a large degree),

the project highlights the limited data sharing that is currently possible.

The DHB interviewees agreed that while a platform for integrated DHB and
PHO systems was yet to be established, the project has cre ated an
important precedent for future activity.

14.3 FUNCTIONAL DESCRIPTI ON

Through sector consultation the Key Directions programme has identified
five clusters of related information capability that form the core for future
development. The diagram below g raphically represents the profile or
footprint of this initiative in terms of its contribution to those capabilities:

Figure 18 : Functional profile

Self management of health

Improving performance an

evidence-based decision Population health

Coordinating care and integrating
services

Tailoring care to individuals

In terms of the five capabilities of the Key Directions initiative, the
program me aligns with the population health, tailored care and
performance improvement themes. These are discussed further below.

Self -management  : This was not a goal of the project, nor is the project
limited by its absence. By identifying the population health needs, an
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information capability is established that could lead to greater self -
management in the future.

Population health : The project resonates strongly with a population
health approach to primary care through the identifying the populations of
intere st and their health needs, and developing a programme for action.

Tailoring care to individuals : An important plank of the project was

using practice and secondary care data to identify individual health needs

and raise flags for pr stodevelopcaréplaastfarthese i on, so
people.

Coordinating care and integrating services : The project suggests
potential for coordinated care across different providers, but this is not
something that a one  -off initiative is able to achieve.

Evidence -based per formance improvement : The project provided an
evidence base, initially in South Wairarapa, then extending across the

district, to assess the performance of practices against health needs. In

particular, the South Wairarapa component, with its links to the kaumatua
fieldwork, received multiple layers of information that allows it to assess

needs and respond accordingly. Across the wider district, an information

base has been established that will provide a reference point for assessing
performance improvemen  tin the future.

14.4 CRITICAL DYNAMICS

Within each initiative there are some critical dynamics which have lead to

the initiatives formation and are involved in sustaining and developing its
capabilities into the future. Because these are almost always driven b y
interrelated self reinforcing and balancing processes they are represented

using causal loop diagrams that show the relationships and influence

effects over time.  The figure below details the key dynamics taking place in
this case study.
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Figure 19 : Dynamics of the initiative

Develop appropriat
response to healthe.\
/ needs Minimise barriers to
accessing health

Engage with services
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Identify gealth Mobilising
neeas health
Personal services
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S —v Meeting whole
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needs
Population Build trust and
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population and outreach services Develop community
communities \ response to social
service needs
Mobilising
social services
a

Broad-based engagement
and support of
community services

This initiative holds some significant lessons for future primary health
capability that are applicable on a much wider front than that implied by
the nature and scale of this limited pilot.

1 Integration of personal and population approaches ; Within this
initiative one of the striking elements is the power that can be
gained from using a detailed whole population view to target
individuals who are at risk. By using the information conta ined in
the primary care clinical dataset plus external data sources such as
census, hospital records and community knowledge the initiative
was able to precisely target individuals and communities who could
be at risk of poor access and health outcomes. B y contrast most
initiatives that start with a more public health or community level
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need, do not have this ability to target and therefore must rely on
indirect methods to influence outcomes.

In the diagram above the |l oop | abelled éperson
describes how the population register was used to target individual

kaumatua for in  -depth needs analysis. This enables the

identification of health needs, the development of an appropriate

health response that enables those individuals to become

effectively e ngaged with health services.

The O6popul ation approachd | oop describes how i
clinical registers provides a strong foundation for building an

evidenced based community understanding that was used to

engage community support (in this case facilitated via a Maori

provider) that enabled confidence in the outreach service to be

developed within the community.

1 Mobilising health services __; The research programme that came
from these starting points enabled fieldwork to take place reaching
the Ma ori kaumatua population in a manner they were comfortable

with , trusted and could respond to openly to. By using a broad
assessment of individuals health, social and life circumstances,
based on frameworks familiar to Maori there was explicit

recognition o f the broader needs of individuals. This enabled the
barriers to accessing health services to be addressed and a service
response to be mobilised to meet the particular needs of each
individual.

TMeeting whol e of i niddpanalieldvithahe a 6 boweghed s
information gathered by the process had a direct conduit into
social support structures with the ability of the outreach service to
tap community support networks or refer to other social support

services, (for example engagement with recreational support
groups, facilitation of access to Work & Income benefits etc).

1 Mobilising social services __; While the loop above targeted the
broader determinant s o fheinitativé vhagdbeen!l s 6 heal t h t
effective in feeding back information on the pattern s of broader

need to the community, Maori providers and PHO, strengthening
the relationship and trust between the se parties. Together, the
strengthened relationship with local Maori and the knowledge base

that was built through the initiative, prompted the  Maori provider
to consider further outreach services, and allowed the PHO to
develop a programme of action with community -wide support. At
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the same time, the MSO was able to integrate this with practice -
level and secondary care data to build a rich pictur e of the health
profile of the population.

14.5 LESSONS

As with other initiatives based in small population areas, the development

of trust between PHOs, MSOs, practices and populations is an important
contributor to the success of initiatives, which helps to enhance the quality
of information gathered and the quality of response to the information. In

the Wairarapa case study, reaching the population of interest was

facilitated by employing someone known and trusted among local

kaumatua, who could have convers ations with them in a way they could
respond openly. The process also enabled the widespread buy -in to the
project and support for its recommendations.

A further theme from the interviews was the importance of being able to

target populations who do not re adily access primary care. For most of the
population, the arrangement of primary care creates few problems of

access. However, for some sub  -populations, the challenge is developing

primary care services that can reach these groups more effectively. In thi S
regard, information can have a key role to play; one suggestion put

forward in the interviews was to analyse casual visit data to identify non -
enrolled or low use populations and utilise primary care nurses to make

contact and deliver services.

Interview ees from the PHO and the DHB both saw strengths of having a
single PHO for the area. By having a single population in each, it is much
easier to take a population health approach than with fragmented
populations in multiple PHOs (a problem that was highlig hted by the
Pinnacle case study).

The initiative also underlines the value for small PHOs with limited resource

and analytical capacity to be able to link with a shared service agency -type
model, in this case WIPA, to provide the analytical input to build knowledge
from data, and to design service responses. Seen in this way, information

capability is a mechanism through which health practitioners can gain the
satisfaction of serving their populations better and improving health

outcomes.

Looking to the fu ture, the PHO is looking to establish a common platform

for capturing data on long -term conditions across the DHB and the PHO.
Although the platform is estimated to be two years down the track, the

study provides a practical example of what can be achieved when practice -
level data is systematically collected to develop an in -depth population
profile.
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15. NEW ZEALAND COLLEGE OF MIDWIVES:
MATERNITY NOTES AND MATERNITY
PRACTICE MANAGEMENT SYSTEM

15.1 KEY COMPONENTS

The New Zealand College of Midwives, through its subsidiary, the Midwifery
and Maternity Provider Organisation, operates a standardised and
comprehensive maternity notes system, held by both the mother and her
midwife, linked to an electronic Maternity Practice Management System.

Taken together, the  system includes the following key components
Patient care:

1 A shared set of clinical notes agreed by provider and recipient of
care

1 A paper and electronic  -based reco rd of care throughout the course
of a significant and specific period of primary health

Care services and organisation:

1 A streamlined system for claims payment

1 A quality assurance mechanism for review of practice
Care system:

1 A database for individual, pr  actice and professional -level outcomes
monitoring.

15.2 CASE DESCRIPTION

15.2.1 Overview

The New Zealand College of Midwives (NZCOM) established the Midwifery

and Maternity Provider Organisation ( MMPO)
case loading with an efficient practi ce management system. To achieve

this, a set of midwifery notes were married with an electronic Maternity

Practice Management System (MPMS), which support adherence to section

88 and NZCOM quality frameworks. These notes create three information

capabiliti es: (1) clinical records and care plan for the midwife and woman in

care; (2) payment claims management; and (3) midwifery outcomes data

used for annual standards review at an individual midwife level, and

professional practice at an aggregate level.
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The s ystem is surprisingly simple. A bound set of paper -based notes, with
perforated pages, are held by the expectant or new mother, covering the

course of the pregnancy, labour and birth. Pages are in triplicate and

removed at particular points through the car e:

1  One copy is held by the midwife or doctor

1 A second copy is forwarded to MMPO for entry of specific indicators
into the database. These are then used for claiming and
incorporation into the midwivesd annual standa
midwife retains this for ten years.

T The third copy remains in the book of notes as
record, providing a history of the details of
experiences for the woman and her lead maternity carer to reflect
on.

The notes are based on an accumulation of evidence around best practice

in maternity care, and provide both signposts and records of the care of
each woman using the notes.

At the time of interview, approximately 700 midwives were using the notes
and MPMS, covering approximately 20,000 of the 57,000 birt hs that take
place in New Zealand annually.

Each set of notes costs a midwife $10, which covers the administrative

costs of claims review and payments, and standards review documentation.

Some midwives can enter the claims data directly into the database, but
retain a set of paper notes to share with the woman.

Midwives have ownership of  their own data, and no other person can look
at their standards review report without their permission.

Each set of notes comes with three identifiers: the notes book numb er
(which records a single pregnancy); the womanotés NH
name and date of birth

MPMS software was developed by Solutions Plus Ltd, an Auckland -based
company specialising in obstetrics and gynaecology. Prior work in system
development with o ther companies was unsuccessful before linking with the
current vendor. The maternity notes are now well - established, but the data
entry system for the MPMS is being constantly refined and improved.

15.2.2 Clinical records and care plan

The first information ca  pability is a set of clinical records that are held by
midwife and the woman in her care, and where key clinical data is also

stored separately on the MMPO database. With notes held jointly by woman

and midwife, a shared understanding of the pregnancy and birth process is
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