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Ehara taku toa i te toa takitahi. Engari, he toa takitini.

My success is not that of an individual. Instead it is the work of the many.



Our Extended Care
Team

. An interprofessional team working as an
extension of general practice in the community

. Collaboration provides intensified care to
support them to achieve their health and
wellbeing aspirations

. Referrals from general practice, social service
providers, or self-referral

. Genesis of this extension approach came from
our 2006 workforce survey
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A multi-disciplinary
approach

e  Social Workers

*  Clinical Pharmacists

* Dietitians

*  Exercise Consultants

*  Comprehensive Nursing team
including CNS & NP’s

e Kaiawhina & Health Coaches




Comprehensive
Primary Care

e Health Improvement Practitioners,
Health Coaches

* Full team working towards using same
rating and outcomes measures

* Nursing team oversight for Kaiawhina/
non-regulated workforce

* Nurse Practitioner

* Interdisciplinary meetings and packages
of care

e Te Whariki Aroha collaborative




Initiatives

e Collaborative pathways

* Combined groups — moving past pain,
pre-diabetes education and support

* Combined clinics — Child Health, Pop.
Health and screening support

* Tane Takitu Ake ki Taupo tane hauora
programme, RESET

* Planned care - Fit for Surgery and
Spirometry

* |wi-led marae clinics




Developing an
outcomes framework
for this service

. Aim to bring together the patient, whanau and
stakeholder voice alongside clinical outcomes

. Increase our focus on measuring service
impacts and outcomes

. Insight into access and equity to inform service
development

. Insights that highlight the contribution to
population health

. Provide a more holistic reporting




Outcomes framework — the jigsaw

Patient and Service
Demographics

Are we targeting {
the population who \ v,
have the most need?

Y

\
———

Whanau Voice

The experiences of whanau,
will be the key driver of l‘
service improvement S

Clinical Indicators
Cancer Prevention /Screening
» Patients quitting smoking
after 15'ECT contact
* Patients overdue cervical
screening at 1%t contact, still
overdue (at 3, 6, 12 months)

Stakeholder Voice

How do stakeholders view the
service?
What value do they see? i
What improvements
they identify?

Patient’s Voice
“How helpful was this session
foryou”?
“How confident are you
progressing with your plan”?
“Are whanau/others involved
in your care’” s

Clinical Indicators
Diabetes

+ N of patients with diabete!
coded before first contact

* HbAlccontrol in the

12 months after first

contact

Health Care Utilisation

Average v before
& after ECT contact

inpatient, outpatient
& ASH visits

Clinician’s Voice

Case studies and vingettes
to illustrate change from
the clinical viewpoint

Clinical Indicators
Equity
Do we have equity in
access, impact and
outcomes for diabetes,
CVD, cancer prevention
and screening?

\
1
1
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Health Care Utilisation

_\ Decreased secondary care use

before and after
CT contact

ED visits, inpatient, outpatient

& ASH visits

Health Care Utilisation

Patients with decreased
primary care use after
ECT contact

All GP visits, after-hours,
face to face, virtual visits

Clinical Indicators
CcvD

* Number of patients CVD
coded

* CVD-coded pts on triple
therapy before and after
ECT contact
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Demographics - Deprivation
See the Demographics - Ethnicity page for information on alignment with Te Pae Tata.

Deprivation Quintiles

Deprivation refers to the NZ Index of Deprivation 2018 (NZDEP2018). This index measures the level of
socioeconomic deprivation for each neighbourhood using a combination of 9 Census variables. After
aggregation, quintile 1 (Q1) represents the 20% of small areas with the lowest levels of deprivation (the
least deprived) and QS5 represents the 20% of small areas with the highest level of deprivation. The
index measures relative socioeconomic deprivation for geographic areas not individual people.

Why are we using this information?

It is important that as a region we understand the deprivation that is experienced to:
» Determine action areas and targets,
+ To aid understanding of communities that have a unique mix of deprivation drivers.
« as one input into service planning that can help address inequalities.

Our ECT monitoring information

These are not patient impacts or outcomes, as are our ather measures. However, monitoring the
deprivation quintile of those being supported by the ECT service provides the team with an important
piece of information for service planning and improvement. The aim being to contribute as fully as
possible to Te Pae Tata priorities and goals, knowing that extended general practice makes a
considerable contribution.

How do | read these graphs?

All three measures show the proportion of people in the enrolled population in each quintile compared
with those who have been part of the ECT service. The category "0" means that the enrolled persons
geographical address was not able to be geocoded. Each graph shows the information in a slightly
different way. Hover over the bars to show the detail in the pop up box.

1. Top horizontal bar graph - the proportion of the enrolled population compared to the ECT population
2. Middle vertical bar chart - shows the data in graph 1 side by side for easier comparison.

The urban-rural definition used here is the Patients by Urban-rural 0 =8

Geographic Classification for Health,
which classifies areas from most urban to
most rural as U1, U2, R1, R2, or R3.

Urban-rural @ (Blank) @R1 ®@R2 @R3 @U1 @U2
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Patient voice
Patient overview
Patient feedback
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Stakeholder Voice

Clinician V
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Patient Voice

As noted on the previous page, The ECT use the Feedback-Informed-Treatment (FIT)
approach. This allows clinicians to gather real time input on how the session or consult
is going - from the patient point of view. This approach empowers the patient, increases
the patient voice and helps strengthen a patient centred culture of feedback.

The top row on the right shows the overall average score (out of 10), across all patients
asked, for the questions;

+ "How helpful was this visit for you"? and

« "How confident are you in progressing your plan“?

Also, on the top row the percentage of all patients asked is shown for the question “are
whanau/others involved to support your care"? The percentage responding "yes" are
shown in green. Ideally the ECT would like everyone to respond yes, but a response of
‘no’ can also be used to continue the conversation around how that patient might best
be supported as they move to better manage their own health and wellbeing.

The six bar charts (presenting Maori, Other and Pacific separately) show the distribution
of patient responses for those scores out of 10. While there are many scores of 9 and
10 - which is positive - it also shows there is room for patient's confidence to grow and
for clinicians to work towards making sessions/visit as helpful as possible.

The filters on the right-hand side of this page can be used to toggle between results for
Districts, and the date slider below to identify a specific time period.

Date filter

10/1/2021 8/23/2023

ibe to report
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average helpful rating

How helpful was this
session/visit for you?

50%

50%

0%

50%

0%

8.4

average confidence rating

How confident are you in
progressing your plan?

90%

responses feeling supported

Are whanau/others involved to
support your care?
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Whanau Voice - the key for equity & service improvements

Whanau Voice at the System Level

One of the health system principles in the Pae Ora (Healthy Futures) Act 2022 requires Te Whatu Ora
and Te Aka Whai Ora to involve communities in planning and improvement. They will engage with
consumers, whanau and communities in line with the new Code of Expectations. This code is
underpinned by the health sector and Te Tiriti o Waitangi principles.

Patient and whanau experiences of health services impact equity. Strategies to tackle inequity
informed by consumer experiences can be drawn from existing research across the sector. As the
health sector reforms unfold, all parts of the system will be increasingly supported by a clear set of
expectations and guidelines for how local, regional and national organisations should listen to and
involve consumers and committees. This will allow people to have more say in what services are
available and how those health services are delivered in their community.

Code of Expectations (Te Reo)
Code of Expectations (English)

What Pinnacle will do to elevate the whanau voice
People are at the centre of the ECT service. There are several ways in which the ECT service (and
Pinnacle more widely, in support of other organisation’s) can elevate the whanau voice.

+ As part of the localities approach, provider networks will work to establish and support community-based
providers, to work together in comprehensive primary and community care teams — making more services

available locally.

+ At the service level, the experiences of people and their whanau are the key driver of ECT service

developments. Case reviews (summaries written by clinicians) and patient stories (capturing the patient view)

can be captured and used to identify improvements in all aspects of the service.

+ The conclusions and recommendations that come from past and current research anywhere in New Zealand
can be considered, in the context of the local ECT service being delivered. This would include looking at
identified barriers in other regions such as organisations structures, staff interactions and practical
considerations (including aspects such as modifying referral structures, emotional care and health system
navigation).

+ Avoiding the use of a deficit model as an explanation of health outcomes.

Whanau Voice: People who have experience of the ECT service

We have gathered some patient stories for publication: Whanau voice staries

Jarrod's story: Having people in my corner, it's bloody magic

At 152kg Jarrod was struggling with severe sleep apnoea, diabetes, and was out of work
due to a back and knee injury. Recently returned from Australia, he has no whanau
around.

“I was lonely, | was scared and lost, | didn't know what to do. Then the doctor put me onto the
Pinnacle Lakes extended care team. It was life changing, 100 per cent!"

Initially referred to Katie, the team's dietician, Jarrod quickly connected with nurse practitioner, Sue,
exercise consultant, Wendy, and health coach, Troy. They became his team, the people in his corner
as he navigated a new health journey and celebrated successes, big and small.

"We tried some meds, | started getting active and got my head in the right place, | began to eat
different - all the veggies.” says Jarrod. "I changed my whole lifestyle.”

Over 12 months "Jarrod worked to lose nearly 30kg. His HbA1c levels, which were originally up over
100, reduced to 51. His blood sugars now consistently sit around 7, down from between 12 and 18.

It wasn't easy, it's been bloody hard work, on both sides. | felt accountable to the team, because they
knew what to do and they really cared. | didn't want to let them down,” says Jarrod. "Without them
I'd be close to death about now. It's amazing and | am so grateful.”

Jarrod recently returned to work, and has set goals of getting his HbA1c level to between 40-50, and
losing another 20kg.

"I feel good, | don't struggle to walk around, or run out of breath walking to the mailbox. | wake up
with a smile. Life's good!”

€«
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Clinical Outcomes — cancer care
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Details | Cancer Prevention and Screening

The Cancer Action Plan 2019-2029 provides a pathway to improve cancer outcomes for all New

) Zealanders. The plan has a strong focus on equity of outcomes and contributing to wellness for all;

tienf particularly Maori and Pacific peoples, those who live in rural and highly deprived areas. Equity recognises
different people with different levels of advantage require different approaches and resources to get
Patient feedback equitable health outcomes

The plan highlights that the prevention of cancer could be the biggest contributor to improving overall
cancer outcomes, as well as achieving equity. It is estimated that around 40 percent of health loss from
cancers is potentially preventable. Risk factors that the ECT team can contribute towards include
increasing knowledge (and action) around smoking cessation, taking part in cancer screening services,
healthy eating and physical activity, reducing alcohol consumption and maintaining a healthy weight.

Whanau Voice

Clinician Voice

The percentage of patients quitting smoking shows, for each quarter, the percentage of patients
with recorded smoking diagnoses who had first contact with the ECT in that quarter and then went on
to have a recorded "ex-smoker" or "non-smoker” diagnosis. Note that these figures are likely to vary
over time as patients start smoking again and new diagnoses are recorded,, so these percentages are
likely to be overestimates.

QOutcome:
Care util

Care util

The patients quitting smoking after ECT contact shows, for each quarter, the number of patients
with recorded smoking diagnoses who had first contact with the ECT in that quarter and then went on
to have a recorded "ex-smoker" or "non-smoker” diagnosis. Note that these figures are likely to vary
over time as patients start smoking again and new diagnoses are recorded, so these counts are likely
to be overestimates.

s | Mauiuitanga t
Diabetes | Mauiuitanga t...

| Mauiuitanga taum

The patients with overdue cervical screening at first contact who are still overdue shows, for
each quarter, the percentage of patients who are still overdue for a cervical screening after having
their first contact with the ECT in that quarter. Each colored bar shows the percentage of patients who
are still overdue for a cervical screening 3 months, 6 months, and 12 months after first contact with
the ECT.

CVD | Mauiuitanga taum
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CVD | Mauiuitanga taumaha | People living with chronic health
conditions.

Almaost 1in 3 deaths in Aotearoa are caused by cardiovascular disease. Morbidity (and often
premature and preventable mortality) from CVD continues to be one of the largest burdens of
disease. Early detection of those at high risk of CVD enables better treatment and health outcomes.
Both population-wide and risk-based strategies are needed to further reduce the CVD burden in our
communities and encouraging a healthy lifestyle, including smoking cessation, a healthy diet,
reducing alcohol and regular physical activity are key aspects of risk management.

Members of the ECT, including health coaches, social workers and exercise consultants work with
people referred through their GP or other social service providers, to support behaviour change that
reduces risk, improves health and gives individuals the knowledge and confidence they need to
better self-manage their condition.

Patients who have previously experienced a myocardial infarction or stroke (a CVD event) may be put
on triple therapy. simultaneous prescription of a statin, an antihypertensive medication, and an
antiplatelet or anticoagulant medication.

The % of CVD-coded patients now on triple therapy after first ECT contact, by ethnicity shows
the percentage of patients with prior CVD events who started triple therapy after their first contact
with the ECT, broken down by ethnicity. Each colored bar shows the percentage of patients who are
now on triple therapy after 3 months, after 6 months, and after 12 months, allowing you to track this
change over time.

The % of CVD-coded patients now on triple therapy after first ECT contact shows the same data
as the above graph but aggregated for all ethnicities.

The number of patients with CVD coded shows the volume of patients with a prior CVD event who
had first contact with the ECT over the selected time period, broken down by ethnicity group.
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