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• Health in New Zealand 

• Who is Healthcare NZ? 

• Te Whiringa Ora – the model 

• Results of the Evaluation (the ups) 

• Success Factors 

• What happened next (the downs) 

• Lessons to Share 
 

Agenda 
 

Moderador
Notas de la presentación
Today I am going to describe to you my experience in implementing a new evidence based Integrated Care service model and the ups and downs of this journey, I will briefly cover a bit about health in NZ, & the company I work for.Then the service model Te Whiringa Ora, the results of the evaluation, and what we believe the success factors were….And then what  happened next…..finishing with some lessons and my suggestions to you
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• Population = 4.78 million  
• Maori are our indigenous people = 15.6% of the New 

Zealand population 
 

 
 
 
• Cardiovascular disease mortality rate> 2x higher in 

Maori than Non-Maori 
• Cancer mortality 1.5x higher in Maori than non-Maori 
 

New Zealand 

Life expectancy at birth (2013) 

Maori  Male Non-Maori 
male 

Maori Female Non-Maori 
female 

73.0 yr 80.3 yr 77.1 yr 83.9yr 

Moderador
Notas de la presentación
New Zealand has a population of almost 4.8 million. Maori are the indigenous people of NZ, and like many indigenous groups, they make up a larger proportion of the lower socio-economic  population and their health status is worse than non-Maori.As you can see their life expectancy is 7 years less than European, which is better than it was a decade ago, but still not acceptable, And not surprsingly mortality rates for chronic conditions are worse than non-Maori.
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Eastern Bay of Plenty 

• Declining population 
• 48% Maori 
• 50% low socio-economic 
• 26% of Maori are 

unemployed 

Moderador
Notas de la presentación
The model of care I am going to describe to you today, is based in the Eastern Bay of Plenty, in the North Island of New Zealand.This is an area where almost 50% of the population are Maori, compared to 16% average throughout NZ. It is more rural, and therefore has a declining population. 50% of the population are considered low-socioeconomic, and 26% of Maori are unemployed.All are contributors to poor health status in this area.
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Who is Healthcare NZ? 
 
 
• Largest Home Based and Disability provider in NZ – 

covers whole of NZ 
 

• Specialises in providing home and community-based 
health, rehabilitation and disability support services 

 

• 7,000 people support 18,000 clients  

 

• All services delivered in the home 

 
 

Moderador
Notas de la presentación
Very briefly, the organisation I work for, Healthcare of NZ is a privately owned company, the largest provider of home based and disability services in NZ.  We provide services throughout NZ to those with disabilities, injury and age-related conditions  to enable people to stay independent in their own homes. We have over 7000 staff supporting over 18,000 clients and this continues to grow.
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Te Whiringa Ora –Background 
      (TWO) 
 

• Was a response to the Minister of Health’s request for 
new models of care to address health inequalities 

• Te Whiringa Ora (Maori word) means to weave a web of 
care around the client (TWO) 

• Was in Partnership with the local Primary Health 
Organisation (PHO) 

 
 

Moderador
Notas de la presentación
In 2009, the then Health Minister requested proposals for new models of care that would address inequalities. Te Whiringa Ora was one of only 9 selected throughout NZ.Te Whiringa Ora is a Maori name, and means to weave a web of care around a person.This model was implemented in partnership with the local Primary Health Organisation, and funding was provided through this organisation.
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Our Drivers 
 

Make better use of existing resources (provider 
ecosystem) 
 
Greater use of supervised but unregulated staff (non-
clinical) 
 
Greater use of patients own personal resources 
► The concept of 5000 hours  
► Improve clients self-management and self-efficacy 

 

Moderador
Notas de la presentación
In designing this new model of care, our drivers were..To make better use of existing resources ie the providers within the local communityTo make better use of the unregulated, or non-clinically qualified staff . This enabled us to grow the workforce within the health system, knowing health professionals were a limited resourceAnd to make use of the greatest resource – the patients themselves. The idea was to make better us of the ‘5000 hours’. This concept is based on the fact there are over 5000 waking hours in a  year, yet even patients with a chronic illness might spend only a few hours a year with a health professional, leaving 5000 hours where they are making decisions about their own  health and wellbeing.Therefore we wanted to influence and improve a clients self management and self-efficacy – their belief  in their own ability to complete tasks and reach goals.
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Objectives 

Focus on clients with complex and chronic conditions and 
high users of hospital services (top 5% of all hospital 
admissions) 

Wrap a web of care around client and their family 

Utilise the existing ecosystem – GP still ‘Medical Home’ 

Help clients navigate health and social systems 

Reduce hospital admissions and burden of demand 

AIM IS TO IMPROVE  CLIENT’S SELF MANAGEMENT   
 

Moderador
Notas de la presentación
The objectives of the service were to Focus on clients with chronic conditions who were often high users of hospital servicesTo provide case management and coordination and assist them to make use of the various services available to them – wrap a web of care around themTo help them navigate their way through the health and social systemsAll of this in order to reduce hospital admissions and Emergency Department attendanceAnd the overall AIM – to achieve this through improving a clients Self Management
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How it works 
 

• Case managers (registered nurses) work with  the client and 
family to complete an assessment (Flinders) 

• Patient-driven care plan ensures co-ordinated access to 
services “what matters to you” 

• One-on-one support (with family), education and guidance 
provided by specially trained health coach/navigator 

• Takes a holistic view and focuses on client’s entire wellbeing 

• Non-dependency model - support period  of 3-6 months  

• Telehealth  technology allows remote monitoring of client’s 
wellbeing, and reinforces self-management 

 

Moderador
Notas de la presentación
So – how does this service really work.Firstly while building a relationship, the case manager who is a registered nurse would work with the client and family to complete an assessment – we used the Flinders Assessment , which is a set of tools which measure the ability of client’s with long-term health conditions to self manage their condition. A patient driven care plan would be developed keeping in mind the mantra  “what matters to you” rather than ‘what is the matter with you’ and therefore  the patient driven goals took priority.  The plan coordinated actions and access to services over a support period of 3-6 months.The second part of the team, the Health coach or navigator would provide ongoing support, coaching them towards taking more responsibility to reach their goals.In some cases we used telemonitors for short periods. Though designed for remote monitoring, we found they reinforced self-management by giving clients reassurance that they did understand their own signs and symptoms as they deteriorated and need to take action, or that certain interventions were having a positive affect on their condition.All of these interactions took place in the home.
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Moderador
Notas de la presentación
A diagrammatic representation looks like this.It shows referrals can come from the GP, Emergency Department, hospital wards or other local community providers.Once they have been assessed, and patient goals are set there is a period of case management. We designed a web-based shared care patient record that could be viewed by family and all providers involved in a clients care.Once the clients self-management improved and goals were met, they were discharged back to their lead provider, normally their GP.



11 

Moderador
Notas de la presentación
Our model corresponds nicely with the Kings Fund model of integrated care – which we modified slightly to describe the important components of our model.Importantly You need an activated & engaged clientYou have to have staff who coach and support, but don’t do for the client or create dependency . Its important to point out, that not all health professionals suit this modelThe most important component in the middle is the shared decision making – another area the Kings Fund have written  extensively aboutAll of these together will lead to optimal outcomes, in particular Triple  Aim Outcomes. If you meet these outcomes, it will continue to reinforce the activated patient
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Examples of Goals 

TO BE ABLE TO RIDE MY BICYCLE  AGAIN 
 
1. To increase physical activity. 

► Referral to physiotherapist for assessment and advice re; suitable exercise 
programme 

► Implement activity programme with assistance from support work 

► Referral to respiratory educator for development of COPD management plan 

2. To improve management of activities of daily living 

► Gained home help from HCNZ through Veterans Affairs. 

3. To improve emotional wellbeing and reduce anxiety 

4. To complete a will 

 

Moderador
Notas de la presentación
Notice the primary goal hereThe traditional health goals sit underneath
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Examples of Goals 
 

TO TRAVEL TO AUSTRALIA TO VISIT FAMILY 
 
1. To improve knowledge of chronic conditions 

► Referral to respiratory educator for assessment and advice 

► Provide written information about stroke, high blood pressure, 

2. To have review of medications to avoid medication interaction, and have better 
understanding 

3. To be assessed by podiatrist. 

 

Moderador
Notas de la presentación
A second example



14 

 
Results of the Evaluation 
 

• Service was implemented Feb 2011 

• Analysed the first 250 clients with one year pre- and 

one year post- data 

• Half were Maori, over half were women 

• Age range 26-98 (average age 69) 

• Average Length of Stay of 5 months 
 

Moderador
Notas de la presentación
The service started early 2011.In 2013, we took the first 250 clients who went through the programme, and evaluated a range of outcomes including  their utilisation of hospital services for the year before they entered the service, and the year after.Half this group were MaoriAverage age of 69Average LOS of 5 months in the service
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Triple Aim 
 

Approach to optimising the health system that pursues 3 
dimensions:  

 
 Improving the patient experience of care (including 

quality and satisfaction)  

 Improving the health of populations  

 Reducing the per capita cost of health care  
 

Moderador
Notas de la presentación
We used the Tripe Aim framework to measure and consider the outcomes.
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Improving the Patient Experience 
 
 

“They’ve brought me back to where I didn’t think I’d ever get back to again” 

 - Male client, NZ European 

Client interviews suggested that Te Whiringa Ora: 
 
• Is appropriate for Māori, non Māori and those 

disengaged in health services 

• Is responsive to clients needs and readiness to engage 

• Has a holistic approach and looks at broader needs  
 

Moderador
Notas de la presentación
The first dimension is around the patient sexperience Client interviews suggested Te Whiringa Ora Was appropriate for Maori, non-Maori and those that were disengaged with health servicesIt was responsive to a clients needs and readiness to engage And had a holistic approach – looked at what in a persons life needed addressing to then enable them to manage their health
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Stakeholder Feedback 

“They cut our workload in half and freed us up to do clinical work.” 

Moderador
Notas de la presentación
General practice teams were also complimentary, stating the Te Whiringa Ora team would chase and follow up with those that didn’t attend appointments, and took some of the load of the General Practice team sorting through some of the clients issues
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Improving the health of 
populations 
 
 Key findings:  

10% reduction in bed days for clients  
47% increase in bed days for the control group 
COPD clients: 22% increase in admission free days  
Diabetes clients: 89% increase in admission free days 
ED presentations: 88% increase in days between events 
(COPD clients) 
All clients experienced a clinically significant increase in their SF-
12 scores (quality of life assessment tool) 

 Overall, clients spent more time at home  
and less time using in-patient services 

Moderador
Notas de la presentación
The second dimension of Triple Aim focuses on improving population health outcomes. The evaluation  compared changes in utilisation, pre and post entry to TWO, for the enrolled group  and a comparison group (people not enrolled in TWO who received usual care). It assumes the members of the enrolled group would have followed the same disease progression and changes in hospital service utilisation as the comparison group, in the absence of the TWO service.Above is a subset of the resultsOverall the analysis identifies the reduction in bed days for TWO clients when compared to their historical trend. This is an important finding given the degenerative conditions they have. It also demonstrated the important role TWO had in reducing preventable hospital admissions and thus avoiding any length of stay.Emergency Department presentations were occurring less frequently for most, also suggesting clients were experiencing better management of their conditions.Using the SF12 tool, we wee able to measure Quality of Life before and after. This showed that both physical and mental health scores showed a statistically significant improvement  for the TWO clients . Once again an Important  and unexpected finding given clients had multiple long-term conditions. 
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Hospital Visits 

Moderador
Notas de la presentación
This shows in a diagramatic way the utilisation of hospital services reduced for the enrolled group (in blue) as they entered TWO.  For the comparison group (in red) , utilisation of hospital services increased, suggesting their conditions deteriorated over time.You will notice the split out of COPD patients – this is because they were the first group of clients we enrolled in the service.
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Reducing the per capita cost of  
health care 
 

• Cost-minimisation study 
 

 
 
 

Moderador
Notas de la presentación
The third dimension of Triple Aim is to reduce the cost of health being delivered to these clients.This was a fairly intensive service up-front, and therefore some considered expensive, but would it save money in the long run?�So we commissioned a cost-minimisation study, using the previous data.This graph shows the change in costs for the enrolled and comparison groups. Not surprisingly the most material reduction in hospital costs was related to inpatient services.
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Economic value 

• TWO associated with average annual savings of 
$3,416 per person post enrolment (approx € 2200) 
 

• When extrapolated over 5 year funding horizon, 
projected savings exceed the cost of delivering the 
programme 
 

• At full capacity, breakeven was at 1 year 
 

Moderador
Notas de la presentación
Overall TWO is associated with an average annual savings of €2200 per person post enrolment. If extrapolated over a 5 year funding horizon, with a conservative attrition rate, we could see savings exceeded the delivery costs.At full capacity, breakeven was within one year.
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What enabled the Self Management? 
 

Paradigm shift 
► Patient in the drivers seat – their goals (non-medical)  
► Quick wins to re-engage 
► Self management – non-dependency 

Service model  - level of client engagement 
Holistic view 
Health coach support 
The setting – services delivered in the home 
Telehealth reinforced the lessons 
 

Moderador
Notas de la presentación
So what enabled the improvement in self-management?Paradigm shiftPatient in the drivers seat-Patients goals – non-medical. Quick wins to get patients engaged again, as many had had bad experiences in the health system in the pastSelf management – non-dependency modelService model allowed more time with the patient, in order to increase the level of client engagement – which is a luxury in the health systemHolistic view – focused on barriers that might inhibit a focus on their health. This might mean assisting with getting benefits, or helping get funding to have the house insulatedHealth coach support was crucial. And we found that the non-clinical staff often managed the case coordination better or were more acceptable to the patient than the health professionalThe setting – services delivered in the home – where the patient was more comfortable, and it gave us a greater view in to the issues the patient was facingTelehealth reinforced the lessons
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Lessons To Share 

• Huge investment in developing and debating every 
component of service model  

• It takes time for the team to evolve 
• Good training & leadership for unregulated workforce 

required 
• Uptake to full capacity (referrals) takes time 
• Assessment tool – match to philosophy of service 
• Design evaluation framework  at the beginning 
• Consider what barriers need to be overcome to 

implement a new service 

Moderador
Notas de la presentación
So what did we learn?Huge investment in developing and debating every component of service model ensuring it was aligned with the concept of integrated careIt takes time for the team to evolveGood training, framework & leadership  for unregulated workforce requiredUptake to full capacity (referrals) takes time so you will not be as efficient or cost-effective In the first couple of yearsAssessment tool must match to philosophy of service – got it wrong initiallyDesign evaluation framework  at beginning & do regular  service reviews Consider what barriers need to be overcome eg shifting funding
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• 2013 - proposed service redesign paper was tabled 

• Contract as it was, to be terminated 31 March 2014 

• Extended until 30 June 2014 – model not ready 

• New contract and modified service model  July 2014 

• May 2016 – notification from the funder they would bring 
service ‘In-house’ by end of the year 

• Staff moved to PHO at the end of December 2016 

What happened next? 

Moderador
Notas de la presentación
All looking great , we had things to work on, what could go wrong? Not long after the positive evaluation …..the funder proposed a service redesign They wanted greater control, reduced cost, and greater integration with general practiceContract as it was, was to be terminated 31 March 2014, but this was extended another 3 months as they hadn’t completed the service redesignNew contract and modified service model  began July 2014May 2016 – notification from the funder they would bring service ‘In-house’ by end of the yearStaff moved to PHO at the end of December
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• PHO reduced funding and took over the administration 
and to some extent management 

• Referrals had to come through GP (became gate 
keeper) 

• No capture through ED, hospital ward, community 
providers 

• Barrier of having to pay to see GP 
• Care Plan had to be started by the GP ie GP goals 
• HCNZ lost ability to monitor and collect the results 
• No evaluation – focus on outcomes reduced 

 
 

What Changed in the Model? 

Moderador
Notas de la presentación
During that timePHO reduced funding and took over the administration and to some extent managementReferral had to come through GP (became gate keeper)No capture through ED, hospital ward, community providers – missed the ‘disengaged’ who weren’t seeing their GPIn NZ you have to pay to see GP, so this was a barrier for someCare Plan had to be started by the GP ie GP goals not the patients goalsOur company, HCNZ lost ability to collect and monitor the results  No evaluation, and the focus on outcomes was lost
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• Referrals dropped 

• Type of client changed – younger, often already self-
managing 

• Less of the ‘disengaged’ 

• Focus on self-management or just management? 

• Assessment tool changed 

• Less rigor, no evaluation of whether this was the 
population we should be serving or whether the 
outcomes met the Triple Aim 

Outcomes 

Moderador
Notas de la presentación
Service ceased for 3 months which didn’t help the continuity of referrals, or the reputation of the serviceReferrals dropped to a lower level, due to all clients having to be identified referred by the GPType of client changed– they became younger, many wanted a quick fix, many were already ‘self-managing’ quite well but may have had an acute event. More preventative – not necessarily a bad thing. But Less of those that were ‘disengaged’ and ‘not managing’. There were also more declines as often the clients didn’t know they had been referred or given consentFocus of self-management lost slightly – some need more support, others were already managing quite wellLess rigor in the model  due to a drop in nursing hours and management, and loss of oversight of programme - Assessment tool not usedNo monitoring or evaluation
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• Stay true to the philosophy of what you are trying to 
achieve 

• Remember: WHO Global Strategy Goal 1 – Empower & 
Engage people 

• Goal setting provides a sense of achievement, 
empowerment and self-worth (but only if goals of 
importance to patient?) 

• Integrated care puts the patient first – not the organisation, 
not the health professional 

• Use the evidence to develop your model, don’t disregard it 
• Be brave enough to evaluate what you do 
 

My suggestions to you: 
 

Moderador
Notas de la presentación
Stay true to the philosophy of Integrated Care. The WHO Global Strategy  reminds us to empower and engage people. To ensure we are reaching the underserved and maginalised.Its about the patient, not the organisationUse the evidence to develop your model, don’t disregard itThere is still a lot of good going on in this service, due to the staff being the same, but I don’t believe it is as effective as it was.And be brave enough to evaluate what you do, rather be arrogant enough to assume you don’t need to
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“The best I found now is that I 
I’m in control of my life, my 

health and also anything that 
pops up I know exactly where 

to go, what to do.” 

© Healthcare of New Zealand Holdings Limited 2016 

Final words 

Moderador
Notas de la presentación
Because at the end of the day…..this is what should drive usThank you
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Gracias/ Alguna pregunta? 

© Healthcare of New Zealand Holdings Limited 2016 


	The Rise and Fall of Te Whiringa Ora �An Integrated Care model for Long Term Conditions�
	Agenda�
	New Zealand
	Eastern Bay of Plenty
	Who is Healthcare NZ?�
	Te Whiringa Ora –Background�      (TWO)�
	�Our Drivers�
	�Objectives
	How it works�
	�
	Número de diapositiva 11
	Examples of Goals
	Examples of Goals�
	�Results of the Evaluation�
	Triple Aim�
	Improving the Patient Experience��
	Stakeholder Feedback
	Improving the health of populations��
	Hospital Visits
	Reducing the per capita cost of �health care�
	Economic value
	What enabled the Self Management?�
	Lessons To Share
	What happened next?
	What Changed in the Model?
	Outcomes
	My suggestions to you:�
	“The best I found now is that I I’m in control of my life, my health and also anything that pops up I know exactly where to go, what to do.”
	Gracias/ Alguna pregunta?

