Whanau Ora
“The Road le

Taumarunui Community Kokiri Trust
Holistic Services at the Flax Roots
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Presentation Notes
Whanau Ora an integrated model of care – achieving collective impact
How did we do this?
Why did we do this?
Who was involved?
What are the outcomes?


Whanau Ora Services

Primary Health

The Family Clinic (Tmn)

Maatua, Pepi Tamariki
Mama & Pepi
Tamariki Ora
Family Start
Budgeting
Smoking Cessation
Health Promotion
Health & Disability Service Coordination
Strengthening Families
Tamariki Akoranga ECE
Mental Health & Addictions
Child & Adolescent, Adult
AoD
Aged Residential & Respite Care
Te Arahina o Arihia Lifestyle Home

Te Kuiti Family Health Centre

Taumarunui Medical Centre

Oranga Ki Tua
Mobile Disease State Management
Whanau Ora
Budgeting
Smoking Cessation
Koroua & Kuia Support
Strengthening Families Facilitation Agency
Health & Disability Service Coordination
Ministry of Justice
Safety Programmes & Supervised contact
Education
Raising NCEA achievement
Tertiary- Trade Training
Community Probations
The lighthouse programme
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How we did this?  Quite frankly – 25 years of working at the coal face with whanau.
 This slide shows our services and integration & collaboration. 
To do this we transformed our organisation; The Service delivery, Our human resource, IT systems, Patient Management Systems, client management systems

We integrated our SERVICES which are Primary Health Care, Secondary Health, Health promotion, Education, Social Services, Justice, Mental Health & addictions, Aged and residential care. Our human resource capacity/ kaimahi – Clinicians, Educators, Social Workers, Healthcare & Community Support workers to deliver Whanau Ora Services to meet the needs of all people but importantly our most vulnerable whanau in rural communities such as ours.  

Ticking boxes working in silos is no longer acceptable and key to the integration was that health promotion and education has been integrated across all service sectors.

The trust is in its fourth year of transformation……
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Why did we do this? Whanau empowerment.
Meeting the complex health & social needs of the communities we service.
Prior to 2013 in Taumarunui this was the practice.
Here is an example of a hapu mama with toddler who presents at the GP clinic for a toddler check up & maternity care – a concern is raised and a notification is made to Child youth & family services .  Because of this notification referrals went everywhere. Family Start services a homebased programme for children and families aged 0-5/ A smoking Cessation provider to help mum & whanau quit smoking/ Tamariki Ora – a wellchild provider and Mama & pepi for prenatal-postnatal and maternity support // Mum is now under investigation for neglect with Child, Youth & Family Services for neglect and This mum, has to tell her story at least 5 times, in reality it is more than 10 cars up the drive or assessments, for care planning, for homevisits, for health checks, Social worker visits (now I say five because that is on the assumption that she is seeing the same worker from these services.  Lets do an exercise – in reality:  so we have these 4 services. Can I get 5 people to stand up.  These represent these current services 6. Police are also involved for Family violence, 7. Work & Income are involved for benefit support, 8. Budget Adviser as mum has exceeded the maximum of grants available – 9. SWIS for Jimmy who is 6, 10. Jimmy’s school 11. Ministry of Justice is involved for Safety services programmes, 12. Community Probation is involved – mum is on Community Detention for driving offences and previous breaches. 13. Midwife -  Quite crowded in that picture now – telling your story at least 13 times and that’s again, only if staff are not away or don’t change. IS this whanau empowerment – absolutely not – mum is not going to continue this – she either disengages from each service/or keeps the service happy as long as she keeps them or CYF happy enough to stop investigating.  This is an example of whanau disempowerment.  Mum disengages.


>
=
(&)
(qo]
o
qe]
O
]
-
2D
O

A.

Straightforward
needs but may
need help to
coordinate
services


Presenter
Presentation Notes
The reality is that to engage with whanau we need to take into account both their capabilities & strengths and the complexity of need


Whanau Ora Models of Care
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In 2012 Taumarunui Community Kokiri Trust  adopted the Whanau Ora model of care which is an Internal pathway – that starts with whanau at the centre – one single point of entry where a key/ lead navigator  (a clinician/a social worker/a support worker - is assigned to undertake a comprehensive needs assessment that identifies not only the priority need but captures  who makes up the whanau living in the household, are all the children immunised and is this current and up to date, have before school checks been completed, is mum breastfeeding, is the home smokefree/are the vehicles smokefree, so comprehensive health questions are asked including mental health and addictions Does mum have a lead maternity carer, adequate housing i.e. heating in Taumarunui we go into the minuses so insulation and heating is critical – is it safe and hazard free to meet the needs of her growing whanau – is the house rented – homeownership is an opportunity so we are also talking aspiration – this is whanau empowerment, - we delve further -  family violence and abuse – are there any physical abuse or family violence issues? is she/child a victim of family violence, can the whanau pay their bills and manage, are their education needs or employment options, parenting, relationships and cultural connectedness and engagement. This is makes up our whanau ora assessment and is completed with whanau at home, aunties or at our services. We then move into planning which is a multi disciplinary session that incorporates all those services identified and if we take our hapu mum as an example that would be to bring all the services and who whanau identify to the table to develop a plan with goals and timeframes that is reviewed quarterly.  The whanau doesn’t’ need to go to every single door for these services we bring them to the table to develop one plan so that everyone walks away from that table with “one plan – which is a Whanau Ora plan.  This is whanau empowerment this is integrated service delivery. In a whanau centric wrap around model of care “Whanau Ora.
Internal pathway – navigator , pathway process, real time, progress shifts through stages, outcomes aspirational
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Here are our some of  partners that sit at our Multi-disciplinary tables to meet the needs of our whanau.


One plan pathway
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The One plan pathway is an example of another integrated pathway that crosses sectors. This was a local solution  developed in collaboration with CYFS, MOJ, MSD, MOH, MOE


Social ;
services §

All Taumarunui
healthcare services

including:
Pharmacy GP/practice Oral health

nurses
= Taumarunui Public
Whanau Ora Community  District health
Kokiri Trust nursing nursing
Taumarunui Mental Plunket

Hospital health

Ear nurses
~ Maternal  Allied health
b health St Johns

Multidisciplinary teams
MDT referral

Every door is
Key services identified

the rlght door . Right person

Right place
Right time

Approved by Taumarunui Governance Group - TM10/13

healthy bodies ¢ healthy minds ¢ healthy spirits ¢ healthy families * healthy communities
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Delivery of rural health services in Taumarunui is challenging – never more so than 3 years ago when community services, agencies were brought into workshops to improve rural health services in Taumarunui.  The prevailing issue at that time was the recruitment of GP’s – care let along whanau ora was not on the table – “Whanau Ora at the time was not on the table in terms of a model of care.  Determination and 25 years of working with our whanau in rural communities and our own organisational transformation provided the evidence to support a fully integrated health care model for Taumarunui that has extended beyond health care providers and is lead by this Kaupapa Maori NGO.  Again Whanau are at the centre for empowerment, whanau can access all services through a one point single entry for integrated pathways and care planning for individual/Family/Whanau engagement and in that way for our whanau we deliver services that provide the Right person, at the right place at the right time i.e Whanau Ora.  This health care model is overseen by the partner governance group and service delivery continues to transform through partner workforce development to ensure integrated service delivery that extends beyond health.

Who would have thought 25 years ago that a Maori NGO would lead primary health in a rural community



Our GP Whanau 2016

Total reqgistered population — 6851
Deprivation 4 & 5 = 5585/82%

Maori 67% 1 62
Pakeha 44% 386
818

Pacific Island 3%

2
3

Other 3% 4 1789
5 3796

Male

Female
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Through our databases we are able to have detailed demographics this slide represents our 3 GP clinics, however if we were to look at only two of these clinics one in Taumarunui and one in Te Kuiti the enrolled population Maori would continue to be the main ethnicity but the percentage would rise significantly to almost 90%d


Our GP Whanau -2016

Total reqgistered population — 6851
Deprivation 4 & 5 = 5585/82%

Asthma 872 13%
Cardiovascular 985 14%
COPD 117 1.7%

Diabetes 322 4.7%
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With an aging population and high deprivation along with that comes an increased rate of chronic health conditions.
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A health profile  along with the issues that face Taumarunui like many rural communities in New Zealand
Issues  such as

Health inequalities
Geographically isolation
Limited resource
Service gaps
Engagement with primary care
Deprivation
Health literacy
Preventable hospital presentations
Preventable hospital transfers
Lack of integration and collaboration
Lack of understanding of health and support services

demands a health care model that meets the needs of the Taumarunui Community





Results Performance Accountability
Whanau Engagement
July 2013 - 2016 (Real time)

o0 2422 Whanau Ora Assessments

o 2535 Individuals within those whanau
o 2869 Whanau plans developed

o0 1041 Goals completed
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Goals Completed

Education Nga Manukura

1%
4% Cultural identity :
| 3%
Manaakitanga
5%

Employment
6%

Whanaungatanga

7%

Life & Personal Skills/
8%



Presenter
Presentation Notes
In terms of the scale of economy we are funded for 43% of that work with 57% being the balance of support provided through the whanau ora integrated model of care. The 12% that represents housing reflects more than 200 whanau that live in housing that is unsafe, isn’t weathertight, contributes to poor health – this year contracted by Te Puni Kokiri we were able to remedy the first tranche of housing needs for urgent repairs.  Support that by the provision of an electric stove (in one house you had an elderly couple who weren’t able to cook in their oven so survived on cooking on elements – they were approved by work and income for this purchase but this creates a debt and puts additional pressure on their limited income.  As you can imagine – for this couple whanau ora has been a god send.  This is only one example.
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Te Tai Hauauru is the area that includes are service delivery coverage which centres on the central plateau and southern waikato. The areas we service include, Te Kuiti Otorohanga, Pio Pio, mokau, national park, Ohura, Owhango which are over represented in the Deprivation 8-10 scale.



Foundation Principles

= Whanau Ora

= Every door Is the right door

= Right care, right place, right person, right time
» Reduce inequalities

= Collaboration and integration

= Best use of healthcare workforce

Taumarunui
integrated health
care model

[ I/
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Whanau ora – 
Every door is the right door - Wherever a person or their whanau enter the healthcare system they are supported to access the services they require. 
Right care, right place, right person, right time –receiving the right care in the right way but delivered in a way where there is coordination and  continuity, making it accessible, appropriate, and relevant for individuals and their whanau
Reduce inequalities – To be responsive to the needs that are so clear and to reduce and minimise barriers to access and delivery
Collaboration and integration – Building relationships…understanding what each other does….recognising the strengths and the even greater ones gained from working together in an integrated way so that we can maximise  the positive  impact we have on  the health of the peoples in the Taumarunui community. 
And making the best use of the  available and diverse healthcare workforce 
 


Taumarunui Asthma Pathway for
Children/Tamariki, Youth/Rangatahi
and their Families/Whanau

‘\ Woaikato District Health Board

-
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The statistics that were reflected previously identifying children hospitalisation rates for respiratory problems were double and as a result the integrated health workforce developed an asthma pathway with the intent on obviously reducing presentation rates but more importantly whanau empowerment.

http://www.kokiritrust.org.nz/
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Assessment
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PHN Asthma
Home Visiting
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Multidisciplinary [

| Referral to Taumarunui Community

Kokiri Trust for the following
services

Whanau Ora
Tamariki Ora
Smoking Cessation
Mama and Pepe
Service coordination
Bugeting
Youth advocacy
Family start
Health Promotion
Alcohol and drug services
Chronic Disease Management
Child/Youth Mental Health
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PHN Asthma Home Visiting
Pathway

Asthmal/respiratory assessment
Asthma control checks
Asthma action plans
Medication management
Healthy homes - identifying
triggers
School/Preschool visit/plan

(e\ Waikateo District Health Board


Presenter
Presentation Notes
Our challenges.
Health inequalities
Geographically isolated
Limited resource
Service gaps
Engagement with primary care
Deprivation
Health literacy
Preventable hospital presentations
Preventable hospital transfers
Lack of integration and collaboration
Lack of understanding of health and support services

PRINCIPLES OF ASTHMA MANAGEMENT:  Health literacy;  Identifying and controlling asthma triggers;  Medication management;  Asthma plan – and so much more….

Tukiri’s example - 

http://www.kokiritrust.org.nz/

Pathway Outcomes
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The road we’re on ...

i

akingthe dierece
Growing capability
Realising possibilities

Translation of the model 1 s

Transforming the future W i
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Photo source: http://www.stuff.co.nz/motoring/great-nz-roads/6392236/Top-10-NZ-roads-Number-1
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This is a road we are committed to 
We believe using an integrated approach to care and support where whanau are at the centre does and will make a difference
What can be achieved through using this approach can only be that that is greater as more individuals, whanau, services, and agencies engage and actively participate
Possibilities can be realised…as Mother Teresa once said “You can do what I cannot do. I can do what you cannot do. Together we can do great things”
We believe this model can be translated and applied to communities across New Zealand.  Lighthouse quote
A road…. …where goals are realised one whanau at a time….
A road that is all about transforming the future which is at the heart of whanau ora.
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