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1. EXECUTIVE SUMMARY

Intfroduction

Whakakotahiis one of the Health Quality & Safety Commission’s (the Commission’s) key
initiatives in its Primary Care programme. The initiative aims to increase quality
improvement capability in primary care.

Whakakotahi has three key aims:

1. Increase engagement between the Commission and the primary care sector.

2. Increase quality improvement capability of those involved.

3. Contribute towards improved processes leading to improved health outcomes,
by focussing on the principles of equity, consumer engagement and integration
of services.

Whakakotahi has now come to a close in its current phase, with the third and final
Tranche of project teams completing the programme in March 2020. Over the next year,
the Commission is looking to reflect on the key learnings from Whakakotahi to inform
future directions for the next iteration of the programme, whatever form that may take.

This report presents a summary of the learnings from Whakakotahi, drawing on previous
reports and including feedback from all three Tranches. This report is infended to provide
insights, considerations and summaries of the Whakakotahi programme to support the
ongoing work of the Commission in primary care.

Evaluation approach

A formative evaluation of Whakakotahi was conducted. At this final stage, the
evaluation aims to provide summative feedback on the programme.

The evaluation is designed to provide feedback on five key areas:

1. Contribution to effective and increased engagement of the primary care sector.

2. Contribution to effective working partnerships between the primary care
participants and the Commission.

3. Increased quality improvement capability among Whakakotahi participants.

4. Improvements in health outcomes and potential contribution to longer term
outcomes of equity, integration and consumer engagement in participating
settings

5. Understanding Whakakotahi through the Commission’s evaluation framework.

It is important to note that previous reports have focused solely on the first three areas,
with some limited insights into the fourth area. This report aims to contribute to
understanding what we can about all five key areas.

A mixed methods approach has been used and draws from quantitative (survey) and
qualitative (interview) data collected by both the Commission and Synergia.
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Engagement and partnership in primary care

Whakakotahi has enabled the Commission to build strong relationships with many
organisations in primary care across New Zealand. In the context of this report, the term
‘primary care’ is used as an inclusive phrase that consists of general practice, pharmacy,
non-government organisations and any other community organisations working with
patients to improve their health and wellbeing. These relationships are robust and built
on solid foundations through the level of support and effort the Commission invests into
participating project teams. Many of these relationships are sustained after Whakakotahi
has finished, with the Commission’s quality improvement advisor as a point of contact,
which has enabled mutually beneficial sharing of learnings and insights.

The addifion of partner organisations such as Te Tihi o Ruahine Whanau Ora Alliance (Te
Tihi) and PHARMAC in later phases of Whakakotahi have enabled the Commission o
expand the reach of Whakakotahi and engage with a broader range of primary care
organisations. The partnership with Te Tihi supported the Commission fo engage with
Maori and Pacific primary care organisations in a more meaningful, respectful and
culturally safe way, as well as supporting these organisations to share their own
knowledge and kaupapa back with the Commission.

The partnership with PHARMAC fast-tracked the Commission’s engagement with
pharmacies and pharmacy-collaboratives with the addition of the medicine access
equity focus. This was important and conftributed to increased integration between
pharmacy, general practice and non-government organisations in franche 3.

Key benefits for the Commission:

e Understanding primary care at the community level.

e Raising the profile of the Commission in the primary care sector.

e Building sustainable relationships with primary care providers and primary care
sector organisations.

e Building partnerships with Maori provider Te Tihi and another Crown agency,
PHARMAC

Quality improvement capability through Whakakotahi

There is clear evidence for improved quality improvement capability in Whakakotahi
participants, with feam members actively nofing increases in their knowledge and
awareness of quality improvement tools, processes and methodologies.

There has been limited identified spread of these capabilities beyond the teams and
organisations directly involved in Whakakotahi and their networks, though wider
engagement info the primary care sector may support a slow burning change in
increasing capabilities.

There is also some indication that aspects of the quality improvement learnings are
sustained post-Whakakotahi, however this is not confirmed to be systematic across all
those involved in the programme. There is space for the Commission to explore how best
to support sustained learnings and use of the quality improvement methodologies in
primary care and a scalable approach for doing so.
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Health outcomes, consumer engagement and integration

There is limited clinical data to accurately ascertain the impact of Whakakotahi on
health outcomes, however anecdotally project teams perceive their projects to have
had positive impacts for patients involved. Quality improvement data was used to track
health outcomes throughout Whakakotahi, and this demonstrated some slight
improvements for patients across the varying project areas.

Whakakotahi resulted in some positive examples of consumer engagement in primary
care — a space where consumer engagement has not traditionally been done
systematically. Some teams have built great, solid relationships with consumers through
their projects and the focused decision to engage with consumers, though these
examples within Whakakotahi are in the minority.

There was also a lack of understanding among the primary care teams as to what is
meant by consumer engagement and co-design within the Whakakotahi context. The
programme infended to encourage experience-based co-design, with direct consumer
involvement in all aspects of the project.

Whakakotahi may not have made the contribution fo consumer engagement that was
originally anticipated; however, this experience has garnered some considerable
learnings for the Commission in terms of the challenges and context of this space within
primary care. There may be further work for the Commission to explore co-design and
consumer engagement in primary care in the future.

Whakakotahi has made some contribution towards improving integration in primary
care, however this is also not systematic across all project teams involved. The added
partnership with PHARMAC went some way to support and encourage horizontal
integration between general practice and pharmacy.

Contribution of Whakakotahi to equity

Whakakotahi has increased its focus and emphasis on equity over the years. In its first
year, Whakakotahi was critiqued for ifs inflexibility on the quality improvement science
and Western models it employed. The Commission took this critique on board and
adapted the model to allow for more flexibility in the process and also sought to engage
Maori expertise and cultural advice and support through Te Tihi. In later years, the more
flexible and agile approaches to quality improvement interpretation and application
have been commended by all project teams, notably those who come from Mdori
health providers.

The later collaboration and partnership with PHARMAC supported an additional focus on
medicine access equity, an area that aims fo ensure access fo medicines are equitable,
with a particular focus on Maori.

It is acknowledged that Whakakotahi is part of a broader system and will never be able
fo have a significant impact alone on health equity — it requires a systemic approach
across the sector to achieve equity and equitable outcomes and a need to work at
both a systems and programme level. Whakakotahi as a programme learnt and
responded to criticism and worked hard to improve its understanding and contribution to
equity over the course of this first phase. It has also supported the Commission to
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highlight areas of inequity within primary care and provide a guide for how to better
support primary care in the sector’s goal to achieve equity.

Strategic contribution of Whakakotahi

The Commission is also interested in understanding the strategic fit of Whakakotahi. There
are several ways in which this programme aligns with the Commission’s strategic
priorifies, but also lines up with the strategic goals of the wider health sector as well.

Whakakotahi contributes to the Commission’s strategic priorities through:

creating collaborative partnerships between the Commission and primary care,
particularly providers serving priority population groups

creating opportunities for interagency collaboration with other national
agencies

providing training and education in quality improvement fools and methods
supporting sector-led quality improvement initiatives chosen by the project
teams

developing a base of primary care improvement science knowledge (both
within primary care and the Commission).

Key considerations

In the future, the Commission will explore what the next iteration of Whakakotahi may
look like. The evaluation of Whakakotahi has identified the following key considerations
to support this thinking:

Capability development: Primary care needs to be supported with the
management of quality improvement data.

Support with co-design: If patient co-design is an ongoing goal of Whakakotahi,
there needs to be more support and/or emphasis placed on this aspect of the
programme.

Interagency and community parinership and collaboration: Confinue to
collaborate with other national and community organisations to share insights
and learn from one another. A cohesive response to building quality
improvement capability, improving health outcomes and achieving equity is
required to successfully sustain desired outcomes.

Further enhancing the focus on equity: Continue to support the integration of te
ao Maori and quality improvement approaches to ensure relevance and value
for Maori providers. Focusing on a few topic areas with identified health
inequities for example gout, asthma or diabetes may increase the impact on
equity.

Scale: The current model of support needs to be adapted to work at scale. There
is value in exploring the potential for collaboration with quality improvement
advisors at district health boards (DHBs) and primary health organisations (PHOs)
to extend the reach of Whakakotahi.

Sustainability of capability development: Strategies to sustain and spread the
quality improvement capability developed in project tfeam members would add
further value.
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e Sustainability of the quality improvement ideas: Focusing on a few areas may
enhance the sustainability of the quality improvement ideas, as a few core ideas
would be easier to share and support regionally and nationally.

e Building an evidence base: To substantiate stakeholders’ views and experiences
of Whakakotahi, it would be useful to draw on system level data. Focusing on
some core topic areas would enhance the feasibility of outcome data collection
for the programme.

A number of these considerations highlight the value of focusing on a few core areas,
while this makes sense for the reasons outlined above, it is important that these topics
are co-defined with the sector fo ensure that Whakakotahi remains relevant to local
providers and the needs of the populations they serve.

Whakakotahi has evolved since its inifial inception and progressed towards a well-
defined, robust quality improvement programme for primary care. It is largely achieving
its intfended outcomes, and there have been some great learnings from this exploratory
programme. The Commission should be proud of the work that has gone into developing
this programme and be excited for where these learnings could tfake them.
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2. INTRODUCTION

The Commission is responsible for monitoring and improving the quality and safety of
health and disability services in New Zealand and promoting a culture of continuous
quality improvement across the whole sector. Prior to Whakakotahi, the Commission led
a range of programmes supporting the development of quality improvement capability
within the health sector and many of these gains were made within secondary care. At
this time, the Commission did not have a high profile in primary care and wanted to
learn where it was best placed to add value to the primary care sector quality
improvement culture.

The Commission’s 2015/16 Statement of Performance Expectations demonstrated their
intentions to increase their focus on primary care, aged residential care and disability
services. A primary care work programme was soon initiated and the Primary Care
Expert Advisory Group (PCEAG) was established in 2016. The PCEAG provided advice to
the Commission which informed the establishment and design of Whakakotahi — the
primary care quality improvement challenge.

In early 2017, Synergia submitted a successful proposal in response to a request for
proposal process to the Commission to conduct a formative and summative evaluation
of Whakakotahi. The Commission identified the need for an evaluation to provide
formative feedback to inform the development of Whakakotahi and understand
whether the programme was meeting its objectives.

2.1 Whakakotahi, the programme

Whakakotahi is te reo for “to be as one”, and this name was developed by the
Commission’s primary care expert advisory group (PCEAG), with strong Mdori input, to
refer fo the Commission’s primary care improvement challenge. The Commission
launched Whakakotahi to the primary care sector with an expression of interest process
in April 2016. Whakakotahi was a three-year, small-scale programme that began in 2017.
It was designed with the advice of the PCEAG made up of primary care sector leaders
and included consumers and those representing a Mdori perspective.

The Commission’s Health Quality Intelligence team had previously engaged in the
primary care space through their work on the Atlas of Healthcare Variation, and the
national primary care patient experience survey; Whakakotahi marked a new space for
the Commission working directly with primary care.

The overarching vision of Whakakotahi has been to increase quality improvement
capability in the primary care sector through the following objectives:

e Create collaborative partnerships between the Commission and primary care,
particularly providers serving priority population groups.

e Provide fraining and education in quality improvement tools and methods.

e Support sector-led quality improvement initiatives chosen by the project feams.

e Develop a base of primary care improvement science knowledge (both within
primary care and the Commission).
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The emphasis for Whakakotahi changed in the final year fo reflect an overarching vision
tfo improve health outcomes with a focus on Mdori health gains, equity and pafient
experience in primary care.

While the vision of the programme changed throughout the three years, the key
principles of equity, infegration and consumer engagement remained.

Each year primary care teams from general practice, pharmacy and Mdori health
providers have submitted expressions of interest (EOIs) for quality improvement projects
that they have prioritised for their population. These EQIs indicate that they were
interested in implementing and partnering with the Commission on specific projects,
while also learning about quality improvement to better serve the needs of their local
populations. Applicants were able to select any topic area that was important and
relevant to them, which saw a broad range of projects entered for consideration.

Whakakotahi has seen a total of 18 teams parficipate since 2017, a summary of project
focus areas is listed in Table 1.

Table 1: Project focus areas

2017 2018 2019
Three projects: Six projects: Nine projects:
e Diabetes e Diabetes (2) e Diabetes (3)
e Gout e Child asthma e Child eczema (2)
e Post-stent follow- e Access to health e Access to rural
up services for Maori medicines
e Skin infections for e Gout
the Tuvaluan e Physical health for
population opioid substitution
e New patient patients
enrolment in a e Use of inhalers for
Very Low-Cost asthmatics in
Access practice prison

Figure 1 on the following page depicts the logic model for Whakakotahi. This was
developed at the very beginning of the programme in 2016. It reflects the early thinking
around Whakakotahi as a programme and its infended outcomes.
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Figure 1: Whakakotahi logic model

Programme goalTo increase quality improvement capability in primary care by more than 20% (as measured by the average score,ah#tbddsland techniques selfsessment)

which will contribute towards the long term aims of improving health outcomes, equity, consumer engagement and integration.

Context and need Resources and activities Outputs Short term outcomes Long term outcomes

It is accepted that e EOI process and selection of local primary ¢  Staff in participating Outcomes for participating projects: e Stronger connections and
successful primary care care initiatives using prioritisation criteria projects have attended e Stronger connections with the engagement between the
is key to the future developed by the PCEAG. Appliczats Whakakotahi QI learning Commission. Commission and the
health of the submit their own initiatives that are sessions. e Stronger relationships and possible primary care sector
population, reducing important to them and their enrolled e Participating practices have  partnerships between primary care e Stronger engagement anc
inequities and populations but must be aligned to one or  jmplemented their own QI and the Commission. connections across
escalating costs. more ofthe priority areas: equity, initiative and tested e Increase in QI expertise and primary care
e Most NZers (95%) are consumer engagement, integration. changes. capability. e Increased primary care
enrolled with a primary e Reimbursement for participating projects o |dentification of any e Improved patient outcomes and sector QI leadership
health provider. of staff time of up to $6000 excluding GST jntiatives with validity and experience related to specific capability and knowledge
e The Commission s plus any travel and accommodation costs.  transferability suitable for improvement initiatives. e Improved quality of
responsible for health o A project manager and quality wider spread. e Initial benefits towards intended QI primary health care
care improvement improvement advisor will work withthe e Primary care QI process goals in the areas of health e Improved health
across the whole sector individual initiative teams to support as cEEE i as outcomes, equity, consumer outcomes, equity,
AT THEMER 0 E e g needed. This will include site visits, regula ¢ communications, tools and  engagement, and integration. consumer engagement
IES O @l DITI0EL meetings, quality improvement advice anc  o5oyrces on how to and integration in primary
g:rr\?i?:sd Zgr: dmunlty . ?::Ielifg):r.nin sessions for particinatin implement Ql initiatives  Outcomes for the Commission: care
residenti,al care and initiative teami for each tran?:he toIo : across the primary care * Collaborative partnerships with * Improved performance
disability services. facilitate quality improvement capability sector. participating primary care teams ggainst key mgtrics
building, sharing of information and * Increased understanding of priman Including contributory and
L . health care sector and QI in this system level measures
learning, and the formation of natural context

networks.
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This report is the final and consolidated report in a series of reports that have detailed
the progress of Whakakotahi across its three years of implementation. It is designed to
summarise key insights through the formative evaluation and provide some insights into
key considerations for the future.

Previous evaluation reports are available on the Commission’s website,! and include:

e Whakakotahi evaluation: Progress report on phase 1 initiatives (November 2017)

¢ Whakakotahi evaluation: Preliminary findings report (October 2018)

e Whakakotahi evaluation: Progress report on Tranche 2 initiatives (December
2018)

¢ Whakakotahi evaluation: Progress report on Tranche 3 initiatives (January 2020).

Report structure

Following this infroduction, this report will describe the evaluation approach. This will
describe how this evaluation was conducted, highlighting the evaluation questions and
the data sources used in this report.

Following this, the report will include a brief summary of the story of Whakakotahi, which
will explore the three years, or franches, of the programme and note any key changes,
improvements and partnerships that formed over the course. From there, this report is
structured according to the key areas of the evaluation. These include engagement with
primary care; outcomes for quality improvement; health outcomes, infegration and
consumer engagement; and equity.

The report will also detail the strategic contribution of Whakakotahi and conclude with
key considerations in planning the Commission’s future direction to support primary care
in New Zealand.

! hitps://www.hgsc.govt.nz/our-programmes/primary-care/publications-and-
resources/publication/3892/
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3. EVALUATION APPROACH

The evaluation of Whakakotahi was a formative evaluation that walked alongside the
Whakakotahi programme when it began in 2017. The formative evaluation was designed
so that early insights and key learnings could be fed back to the Commission to inform
changes and improvements in the programme as it progressed.

This report marks the final stage of the evaluation with a summative lens to reflect on the
learnings and achievements of the Commission’s Whakakotahi programme. Figure 2
displays the full phases of the evaluation with a timeline, indicating the present position
in the darker shades.

Figure 2: Current phase of the evaluation

Jan6 1e/
EVALUATION
PLANNING PHASE  gvaLuATION FRAMEWO
May6 1 7
RAPID FEEDBACK ON
TRANCHE 1 DEVELOPMENT AND
(3 PROJECTS) IMPLEMENTATION
) . PROGRESSREPORT
Jand 1e8 Deco 17
UNDERSTANDING
IMPLEMENTATION,
PROGRESS AND
TRANCHE 2 SPBEAD— PRELIMINARY REPORT
(6 PROJECTS) Septo 1 8
) PROGRESS REPORT
U
Jano 1 9 Decd 1 8
UNDERSTANDING
PARTNERSHIP AND
MEDICINES ACCESS
TRANCHE 3 EQUITY
(9 PROJECTS) e PROGRESSREPORT

Jana 260 Novd 1 9

SUMMATIVE

EVALUATION

FINAL REPORT
Mayd 2 0

An overview of the evaluation including objectives and methods is presented on the
following page in Figure 3.
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Figure 3: Evaluation overview

Evaluation aim:

To conduct a formative and summative, process and outcome evaluation of WhakalRstatary Care Quality Improvement Challenge

Process objectives:

Evaluate the implementation of the Whakakotahi initiative

Evaluate the implementation of participating primary care quality improvement projects

Identify key barriers, enablers and success factors for the implementation of Whakakotahi

Identify key barriers, enablers and success factors for the implementation of participating primary care quality im pprogrosnt
Identify areas for modifications or improvements to Whakakotahi and the implementation of other quality improvement pragramme
Share leamings for doing quality improvement projects in primary care

Outcome objectives:

e Evaluate the effectiveness of Whakakotahi in achieving its intended objectives

Evaluate the effectiveness of the participating primary care quality improvement projects in achieving their intendedobjecti
Identify any unintended outcomes of Whakakotahi

Identify if Whakakotahi is providing value for money

Identify considerations for the sustainability and scalability of Whakakotahi

Outcome criteria:

e Contribution to effective and increased engagement of the primary care sector (acro
the sector and with the Commission)

Increased quality improvement capability among Whakakotahi participants
Increased use and spread of quality improvement methodologies in primary care
Improvements in health outcomes and potential contribution to longer term outcome:
of equity, integration and consumer engagement in participating projects

Process criteria:

e Whakakotahi and participating site context

e Effective collaboration between the primary care sector and the
Commission

e Implementation of Whakakotahi programme and activities .
Shared learnings and resources with the wider primary care sector

Phase Design and context Rapid feedback on development and Understanding implementation, Summative evaluation
Methods Evaluation planning implementation progress and spread Learning session and QI data
workshop Document review Learning session and QI data monitoring Commissiohn
Document review Learning session and QI data monitoring Commissioj Key stakeholder interviews
Evaluation framework monitoring Commissiof Key stakeholder interviews Site visits
Key stakeholder interviews Site visits Online survey
Site visits Online survey Mixed methods data integration
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Evaluation questions

The key evaluation questions were developed in collaboration with the Commission at
the start of the evaluation. The questions are centred around the five key areas. The

table below identifies these questions.

Table 2: Key areas and evaluation questions

Key area Evaluation question

1.

Contribution to
effective and
increased
engagement of the
primary care
sector.

Contribution to
effective
collaboration
between the
primary care
sector and the
Commission.

Increased quality
improvement
capability among
Whakakotahi
participants.

Improvements in
health outcomes
and potential
contribution to
longer term
outcomes of
equity, integration
and consumer
engagement in
participating
practices.

How has the primary care sector been engaged in
Whakakotahi?

How effective has this approach been?

How has the engagement approach and activities
supported equitable awareness and engagement
across the primary care sector?

How widely across the primary care sector are
people aware of Whakakotahi?2

How could this approach be improved?

How has the Commission’s ability to work with
primary care improved?

How have the Commission and the primary care
sector worked togethere

Who has been involved from the sector and from
the Commission?

How effective has this collaboration been?

How could this approach be improved?

To what extent has the project supported an
increase in QI capability among participants?
How equitably have the QI capability changes
been distributed across the primary care sector?2
What activities have supported this increase in
capability2

Which of these activities, if any, appear to be the
most successful?

What are the existing barriers to developing Ql
capability?2

What else would support improvements in Ql
capabilitye

How does the Whakakotahi programme align to
and/or complement the Quality Improvement
Facilitator (QIF) course?

What changes in health outcomes, causing
improvement or unintended consequences, have
been supported by Whakakotahi?

How has Whakakotahi supported an improved
tfeam culture, for example, ability to talk about QI
issues?

How have the participating projects spread Ql
capability or QI project benefits outside of the
project team?

What is the practice’s contribution (potential and
actual overtime) to equity, integration and
consumer engagemente
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3.2

5. Understanding e In what ways has Whakakotahi confributed to the

Whakakotahi Commission’s overarching evaluation framework
through the components of value-for-money, benefits realised
Commission’s and the strategic fit for the Commission?
evaluation

framework.

It is important to note that previous evaluation progress reports have primarily been
focused on the first three evaluation areas.

Data sources used in this report

This report pulls together a number of information sources to inform the findings
identified. These include:

e Previous evaluation reports fo the Commission, including three progress reports
and one preliminary findings report.

e Commission collected learning session survey data.

e Project feam survey data.

e Evaluation interviews with past project teams.

e Commission collected consumer engagement data and associated documents.

e Commission collected outcome data from project feams.

e Inferviews with key stakeholders from the Commission, PHARMAC, and other
primary care stakeholders.
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4. THE STORY OF WHAKAKOTAHI

The story of Whakakotahi summarises the journey of the programme across its three
franches. The learnings, changes and key outcomes for each of the three franches are
summarised in this section. Previous progress and summary reports for the evaluation of
Whakakotahi have been drawn upon in this section.

From the outsef, primary care was an area where there had been little exploration and
involvement from the Commission. Primary care is a complex environment and few
relationships had been established in this sector. The Commission went through a
process of engagement and consultation with key sector stakeholders; the goal was to
understand how the Commission could work in primary care in a way that was
meaningful and responsive to the sector. The Commission also had a drive to become
known in this environment, build relationships and establish a credible presence and
reputation within primary care.

0The intent was for a small amount of resource to
sector; but to seed some areas that could become models f or better outcomes
for patients. 6

Commission stakeholder

The Whakakotahi journey has been exploratory, with many learnings and adaptations
made along the way. The timeline on the following page shows the progress in the
Whakakotahi programme over time, including the number of teams, and the
development of key partnerships.
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Figure 4: Timeline of Whakakotahi
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4.2

Tranche 1

The first franche of Whakakotahi attracted 16 applications from primary care teams.
Three of these were selected to parficipate in the programme. The application process
generated some considerable learnings; respondents respected the process and how it
encouraged deeper thinking about their project, and what aspects of quality
improvement methodology would support their success. The process also brought some
challenges, as it required a large time investment to complete to a high standard.

This franche of Whakakotahi generated a number of key insights and learnings for
Whakakotahi:

¢ Refinement of application process and improvement of the experience of
engagement for primary care. This involved improving the EOI template,
providing earlier mentoring and support for teams developing their proposals,
and reviewing the original requirement for PHO involvement.

e Changing engagement methods with teams. Tranche 1 teams identified that
there were many different engagement methods used that resulted in repetition
and sometimes confusion. It was recommended that this be streamlined to allow
for greater flexibility in the processes used fo engage with the Commission.

e Clarity around expectations of involvement. Tranche 1 feams reported that prior
to Whakakotahi they did not understand the level of work and time required to
participate and run a successful quality improvement project. It was
recommended that the Commission clarify expectations and time commitments
required.

e The need to understand the context. Tranche 1 was a great opportunity for
Whakakotahi to learn the importance of understanding the context that the
tfeams were working in, and the need to understand this early in the process.

Overall, it was reported that tranche 1 of Whakakotahi was well implemented in the
early stages and was making good progress against its intended goals. Whakakotahi
was seen as supporting the Commission’s engagement with the primary care sector and
there was evidence of the programme improving quality improvement capability for
those involved.

Tranche 2

The second year of Whakakotahi attracted 22 applications from the primary care sector,
with six feams selected to participate. It was partway through this Tranche that the
Commission engaged Te Tihi as a partner to support cultural engagement with team:s.

Considerations and learnings af this point of Whakakotahi were less related to the
delivery of the programme: the focus was on how the Commission could confinue o
leverage the value of Whakakotahi.

e Improved experience of engagement for teams. The Commission modified the
frequency and methods of reporting for franche 2, which resulted in easier
reporting and communication with the Commission.

e Allowing flexible journeys to success. Recognising and valuing the capabilities of
feams that may have been outside the fraditional notions of quality
improvement methodologies was something that the Commission
acknowledged in franche 2 as key to partnering in primary care.
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4.3

e Leveraging off QI capability already developed through Whakakotahi.
Recommendations were made for the Commission to explore how to support
further growth of capability in primary care; supporting the development of
networks, connections and development of QI skills.

e Greater focus on equity and what role Whakakotahi plays within the system.
There was recognition of the respectful way the Commission engaged with
tfeams in Whakakotahi, and it was identified that the capacity of providers in
high needs areas should be considered and supported to confribute to
addressing equity at a system level.

It was reported that overall, franche 2 of Whakakotahi was well received by the project
teams involved. There was evidence that the learnings from the first year improved
ongoing implementation of the programme. Whakakotahi confinued to achieve against
its infended goals with an increase in the number of teams parficipating.

Tranche 3

Tranche 3 of Whakakotahi involved a new partnership with PHARMAC. This partnership
was established through a series of mutual connections and shared networks. The
previous PHARMAC manager for Access Equity previously held a role af the Commission
and was aware of Whakakotahi when it first began. This is in addifion fo the current
manager for Access Equity having participated in the first franche of Whakakotahi as a
project team member, at the time being employed by a local provider.

This PHARMAC partnership supported three additional projects in the third tfranche of
Whakakotahi, which focused on medicine access equity. The partnership involved a
memorandum of understanding between the two organisations which included a
financial contribution fowards the programme delivery and supported extra PHARMAC
resource to support the application / selection process and provide guidance to the
medicine access equity teams throughout the programme.

This resulted in a tofal of nine feams participating in the final year of Whakakotahi in its
current format. At the time of Tranche 3, Whakakotahi was fairly well established as a
programme and there were few formative changes to make. Key considerations from
Tranche 3 centred around the learnings from inter agency collaboration and
partnership, and the focus on medicine access equity.

¢ Mutual benefit when agencies partner. The partnership was beneficial for both
the Commission and PHARMAC, with increased knowledge and awareness
about what both agencies do. Collaboration of this nature also allowed for
shared resources and support.

e Matured view on equity. In its third year, Whakakotahi had matured the way it
viewed and measured equity and shiffed to actively identifying what
confribution the projects and programme as a whole could make
towards equity.

e Building sustainable capacity for Ql in primary care. A significant reflection on
the third year of Whakakotahi was centred around the sustainability of capacity
and capability that had been created. Consideratfions were put forward about
the role of Whakakotahi and the Commission in facilitating QI networks in primary
care, and how to integrate QI capability building into existing, well-established
priorities for primary care such as Cornerstone (the Royal New Zealand College
of General Practitioners (RCNZGP) accreditation programme).
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A previous evaluation progress report identified that af the close of franche 3,
Whakakotahi continued to work towards the original intended goals while
acknowledging that these goals may have changed and been refined over the years.

. rege | 2



S. CONTRIBUTION TO EFFECTIVE ENGAGEMENT AND
PARTNERSHIPS IN PRIMARY CARE

This section looks at the first two key evaluation areas: contribution to effective and
increased engagement with the primary care sector, and contribution to effective
collaboration between the primary care sector and the Commission.

One of the key aims of Whakakotahi has been to increase the engagement between
the Commission and the primary care sector. Through Whakakotahi, the Commission
attempted to improve its reach, connections, networks and understanding of the
primary care sector; a space it had not previously done much work in. Whakakotahi was
exploratory and attempted to connect the Commission with primary care in a reciprocal
way. The Commission was to support primary care in building capability and capacity for
quality improvement, sharing skills, methods and techniques, while also learning the
challenges, barriers, and context of primary care at the community level.

5.1 Increased engagement with primary care

Throughout the three years of Whakakotahi, it is clear that there has been increased
engagement with primary care. Over the course of the programme, there have been an
increasing number of responses to the EOI process for becoming involved in
Whakakotahi, along with increased intfegration outside of the fraditional general
practice team. This suggests that word of Whakakotahi and the Commission’s interest
and work in primary care more broadly has spread over this fime. Further, each round of
Whakakotahi has increased in the number of primary care teams involved, contributing
to the spread of increased engagement (Figure 5). This indicates an increasing interest in
Whakakotahi as it became more well-known and recognised at the community level.

Figure 5: Number of applications and participating teams

Tranche 1: Tranche 2: Tranche 3:
Three teams were Six teams were Nine teams were
selected out of 16 selected out of 22  selected out of 23

applications applications applications

For the Commission, this has meant engagement in Whakakotahi with a total of 18
primary care teams throughout the three years, building relafionships and neftworks with
18 different primary care groups across the country. Whakakotahi has provided a
platform for the Commission to engage at the community level with primary care and
consumers and has led to some long-lasting relationships. These relationships have
created all-round benefits for teams participating.
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0Getting a foot in the door in primary care in a practical way has been a key
benefit of Whakakotahi for us. It has been a way of engaging the sector  but also
consumers and wider communities. Having a structure there and inviting people

in to participate has  also given them something to do in terms of a project to sink
their teeth into and a framework to work by. 6

Commission stakeholder

Webpage views for the Commission’s primary care programme increased significantly
over the course of Whakakotahi. Prior to the programme beginning, in 2016, webpage
views averaged aft just over 200 views per month, with the average rising more than
threefold to 630 views per month for the first quarter of 2020.

There are considerable peaks and froughs in the webpage views, with peaks coinciding
with annual conferences (RNZCGP) and Whakakotahi updates after each tfranche. There
is a notable drop off in early 2020, which coincides with the COVID-19 pandemic.

Figure 6 below details the views.

This is a successful outcome for the Commission, as more people become interested in
searching for their work in primary care, learning more about it and becoming aware of
what sort of programmes they offer in this space.

Figure 6:Commission Primary care webpage views from 2016 to 2020
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5.2

Broadening engagement with primary care

Through the Commission’s partnerships with both Te Tihi and PHARMAC, their
engagement with different facets of primary care were broadened. The programme
encouraged a diverse range of primary care organisafions to apply, demonstrating ifs
commitment to driving integration across different primary care teams and this was
reflected in increased number of applications received.

The Commission’s partnership with PHARMAC demonstrated that the infroduction and
collaboration with an agency, with a different focus, can encourage and facilitate
engagement from different types of respondents. The partnership with PHARMAC
became solidified in the third year (2019 calendar year) of Whakakotahi, which resulted
in a selection of projects that had a focus on medicine access equity. This additional
focus brought with it a wider range of applicants, with more pharmacies and pharmacy
collaboratives expressing interest in the programme.

0 fie fact that these two agencies partnered meant that the people who then
applied for projects were different to other years, they had a lot more pharmacy
collaborative type applications . 0

PHARMAC stakeholder

It is important to note that prior to this partnership, Whakakotahi was receiving a number
of applications from the pharmacy sector of primary care, and it was noted that the
pharmacy environment is well set up for quality improvement activities. However, the
infroduction of the medicine access equity criteria with PHARMAC supported
Whakakotahi in broadening its reach into primary care more purposefully beyond
general practice.

The partnership with Te Tihi also supported the Commission to broaden its reach and
build relationships with Mdori health provider networks and organisations. Te Tihi
partnered with the Commission in July 2018 and were involved with the third learning
session for the franche 2 feams. Te Tihi were involved to a greater degree with the
application process for the franche 3 teams and support throughout the 2019 calendar
year.

The input of having a Maori provider support the Maori and Pacific applicants was
invaluable for Whakakotahi and supported the Commission to be culturally responsive
and safe while engaging with Maori health providers. This was also reflected by Maori
and Pacific provider participants, who valued the cultural input of Te Tihi on the
Commission team.

oHaving someon e who could understand our methods and act as a support to
help explain our processes and what we needed to change was really helpful,
but the whole team from the Commission were always approachable and let us
|l ead and have ownership. 6

Participant
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5.2.1

5.3

During the early phases of Whakakotahi, it was identified that the engagement
approach may have been posing some barriers to equitable engagement across the
sector. Feedback from teams in tranche 1 of Whakakotahi indicated that a high level of
resource was required fo respond to the Whakakotahi EOI, which may have posed a
challenge for some practices; particularly smaller high needs practices and kaupapa
Maori providers.

The Commission has continued to be responsive to engagement and equity concerns
and implemented wider and more targeted sharing with kaupapa Mdori provider
networks and organisations in the later EOI processes. In addition to this, the Commission
also entered into a partnership with Te Tihi for support and cultural advice.

0Good to support providers to have the confidence

projects and pull through their cultural concepts and belief systems. The

Commission seems to be shifting to really acknowledging the v alue of these. O

Partner

Throughout the Tranches of Whakakotahi there has been commentary around the
equitable reach of the programme. Project feams have questioned the ability of
Whakakotahi as a single programme to have equitable engagement as providers and
organisations working in the areas of New Zealand with the greatest need for quality
improvement may struggle with capacity to engage and participate. While the EOI
process was modified and simplified throughout the duration of Whakakotahi, there are
still notable barriers fo engagement. The writing process of the EOI requires different skill
sefs and considerable time to formulate and develop projects that would be suitable for
quality improvement and participation in Whakakotahi.

0l understand the panel 6s reasoning for selecting

typically attached to those places that have a lack of cap acity. They have the
strength, drive and want, but actually the ability to work at the level

Whakakotahi expects, and work in a high needs clinic with low income, does
stretch resources way too far.o

Participant

It was noted that there was a need for structural, policy and funding changes to support
improved capacity and resource for those with higher needs to be able to engage in
programmes such as Whakakotahi.

Maintaining relationships with primary care

Prior to Whakakotahi, the vast majority of teams were not well connected with the
Commission and had little insight into the work of the Commission, or the breadth of its
primary care programmes. Through Whakakotahi, the nature of the programme and the
one-on-one support provided, some strong personal and organisafional relationships
have been established.

oBefore Whakakotahi we didndt have anything to

didndt really know what they did or what

Project team member
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It was previously reported that the support from the Commission during Whakakotahi was
incredibly valued by participants. Figure 7 below highlights the responses from
Whakakotahi participants across all Tranches and their perceived value of the
Commission’s support during their project at each learning session.

Figure 7: Learning session survey data

Value of the Commission in supporting your practice
through the improvement project
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The responses were considerably positive, throughout all stages of the project. During
evaluation interviews with parficipants, many noted their desire for their relationships with
the Commission fo confinue post Whakakotahi.

OWe have enjoyed having the support of the Commi ss
Whakakotahi, and they have been there to hel p us with things that arend
within the scope |wduldbopethapweagneontinge to have a

relationship with them.Oo

Project team member

Data collection for this report involved revisiting three feams from previous franches (one
from the 2017 tfranche and two from the 2018 tranche) to understand what the sustained
impacts of participating in Whakakotahi have been. Continued relationships with the
Commission were commonly recognised as a positive sustained benefit of participation.
The Commission’s quality improvement advisor has continued to be in regular contact
with some teams and offered support for quality improvement initiatives, as well as
conference presentations and workshops. This has been extremely valued by past
teams, and results in positive reflections of the Whakakotahi experience and relationship
with the Commission.

O[ The Commi ssiond6s quality improvement advisor] h a
us for support and | know that even now, years after being involved with

Whakakot ahi , we can give her a call or emai | for adyv
and so hel pful with the work wedre trying to do. 6

Project team member
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5.4

Benefit for the Commission

The three years of Whakakotahi have yielded considerable learnings and benefits for the
Commission from increasing their engagement with primary care. It has enabled the
Commission fo work in partnership with primary care and support quality improvement
initiatives at a grassroots community level. This has also resulted in the Commission
building some strong relationships with primary care organisations around New Zealand.

Whakakotahi, through this first phase, has been a steep learning curve for the
Commission. There have been many challenges in the delivery of Whakakotahi that
have been refined and improved over the years, resulting in a well-designed programme
to support and engage with primary care in quality improvement at a relatively small
scale.

Key benefits for the Commission include the following:

e Understanding primary care at the community level. Building relationships with
primary care providers and understanding their varied contexts, challenges and
needs has been a highlight for the Commission.

e Raising the profile of the Commission in the primary care sector. The Commission
has been able to increase the knowledge and awareness of their work in primary
care through the project teams who have participated.

e Builing sustainable relationships with primary care providers. The Commission has
maintained connections with some teams past their involvement in
Whakakotahi. This has been mutually beneficial and is a credif to the time spent
investing in getfting to know and understand the local context of different
providers.

e Building collaborative partnerships. Another key benefit to come out of the
engagement with the primary care sector is the partnership the Commission has
built with Te Tihi, PHARMAC and other providers. Another mutually beneficial
relationship, the Commission has learnt from working alongside the Te Tihi
advisors and this supported the cultural safety and responsiveness of
Whakakotahi as a programme.

0They [Te Tihi] really worked alongside u
capability and understanding and helped us to broker relationships with MFor i
and Pacific service providers which has been critical to supporting Whakakotahi
contribute to achieving equity. o

Commission stakeholder
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6. CONTRIBUTION TO QUALITY IMPROVEMENT AND HEALTH
OUTCOMES

This section looks at two of the key evaluation areas: increased quality improvement
capability among Whakakotahi participants and improvements in health outcomes,
integration and consumer engagement in participating teams.

At its core, Whakakotahi has aimed to bring quality improvement capabilities into
primary care. Quality improvement and its associated methodologies have not
traditionally formed a significant part of how primary care operates; the intention behind
Whakakotahi was to build that capability so that those working in primary care can
undertake robust quality improvement initiatives to improve the quality of health services
they deliver and improve the experiences of consumers. It is important to understand the
local context of primary care; primary care providers are time poor and do not often
have resources allocated to quality improvement. Whakakotahi infended to support this
through the provision of on-site coaching, experiential learning, and a scholarship for
one feam member to attend the Ko Awatea QIF course.

There is limited quantitative data to support some of the outcome components of this
evaluation, parficularly around health outcomes, sustainability and scalability and
integration. The evidence is drawn from key stakeholder interviews and past participants
of the programme. It is also acknowledged that many of the frue outcomes of
Whakakotahi are yet to be realised, and it will involve a process for the Commission to
continue to learn and develop from the teams that have participated in the programme
and look to how this is further translated into supporting primary care at the national,
regional and local levels.

ol feel as though t he tnoajboer rbeetheaifsngidggosar e y et
was actually to kind of learn from these projects and lift out the findings that we

could use to influence systems around us to be changing things, and we are yet

to do that. o

Commission stakeholder

6.1 Whakakotahi has increased quality improvement capability

Throughout all three tranches of Whakakotahi, participants have reported an increase in
their level of quality improvement capability. Often participants had not previously been
exposed to quality improvement methodology and the tools associated with if, and so
Whakakotahi provided a unique opportunity to develop these skills in a practical way
carrying out a project that was meaningful to their context and community. It was
commonly acknowledged by participants that quality improvement tools and
methodologies would support better outcomes for their populations, however the
contfext of primary care and in particular, general practice, meant that the fime,
resources, knowledge, and skills fo competently and efficiently utilise quality
improvement methods were lacking. Participating in Whakakotahi provided a controlled
environment and opportunity to build these skills and capabilities.
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Figure 8 displays the self-reported knowledge of quality improvement approaches and
methods for all three franches across their three respective learning sessions. It
demonstrates a considerable increase in perceived knowledge as participants move
through the Whakakotahi programme.

Figure 8: Learning session survey data

Knowledge of Ql approaches and methods across
learning sessions for each Tranche

100% R —
e E i

60%

40%

20%

0%
Ls1 LS2 LS3 Ls1 LS2 LS3 Ls1 LS2 LS3

Tranche 1 Tranche 2 Tranche 3

W None Little Moderate M High

Across the duration of Whakakotahi, participants increased their experience with
applying quality improvement methods; evaluation site visits over the years supported
the idea that capability was increasing, although acknowledged that there may be
differences in knowledge gained across feam members. It was acknowledged that
team leaders were more likely to significantly improve their capability, with supporting
members typically gaining more experience and confidence in the use of tools rather
than understanding the full quality improvement process. Figure shows learning session
survey results across all three franches and demonstrates that overall, Whakakotahi
supported an improvement in capability building.

Teams from past tfranches of Whakakotahi indicated that the gains in quality
improvement capability do not simply drop off once their Whakakotahi journey comes to
an end. While the intensive focus that comes with managing a quality improvement
project may have subsided, the tools, tferminology and mindset that comes with gaining
confidence and experience in applying quality improvement methodologies continues
fo be evident in their work.
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Figure 9: Learning session survey data
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0Ther e i s bngctdérm galue faom Whakakotahi, the real value is the

attitude changes around quality and quality improvement . |l dve noticed it eve
now, with our COVID -19 response, the phrasing, language and processes that
wedre going through are inherently quality i mprove

this if we hadnot done Whakakotahi . 6

Project team member

One of the key considerations around the model of delivery that Whakakotahi has used
is the sustainability and scalability of outcomes. Based on reports throughout the
duration of Whakakotahi, at different progress points, the approach that the Commission
has taken has worked well in supporting infended outcomes. Consideration should be
given to what happens after the Commission and partnering agencies draw back; there
remains a trickle of activity and sustained changes in processes and learnings, however
there is little evidence to demonstrate that this is as robust or systematic as it was while
they are a part of the programme.

0To be honest, not much [has been sustained from o
There hav e been some great tools, ideas and processes that we have kept in our

minds and | think that is good, but all the intensive data collection, patient

engagement and recruitment stopped. We just coul dn

Project team member

The support from the Commission went away and the dedicated tfime and focus from
the teams faded also, despite the best of infentions. Each of the projects created time
for this to happen for a short period of time, so once the presence and encouragement
from the Commission is no longer there, it is challenging to maintain motivation against
the competing priorities of general practice and primary care.

R rage | 3



6.2

0There was nothing in our work programme
of doing things. So,we wer end6t a bditbechuse tleersthuetures just
arendt there i n pr i fhyoutpke tingeraway from cansultsand i t
you take away their income. 0

Commission stakeholder

The Commission is aware of the challenges in supporting sustained learnings and the
ability of primary care feams to share those learnings beyond their context. Key
stakeholder interviews discussed the next steps for Whakakotahi and an increasing focus
on supporting and building sustainable and scalable processes and outcomes were key
themes noted.

ol f the intention was for these teams to
facilitate that? What sort of levers does the Commission and PHARMAC hold to
supportthatkind of transition?¢d

PHARMAC stakeholder

Considerations for factors that support the sustainability of outcomes include factors
beyond the scope of what Whakakotahi and even the Commission can influence alone.
A change in primary care culture, funding and resource to support quality improvement
infrastructure and activity would systematise the sustainability of programmes such as
this.

It was also noted by a couple of stakeholders that the structure and set-up of pharmacy
may be tailored more towards allowing space and capacity for quality improvement.
There was recognition that the landscape of primary care and pharmacy in particular is
moving fowards a more mulfi-disciplinary model, as pharmacists work more closely with
general practice. Whakakotahi could consider pharmacy as a mechanism or ‘home’ for
quality improvement in primary care, to be filtered info general practice. Future
engagement could fest out these ideas.

Whakakotahi’s contribution to improving health outcomes

Identifying and quantifying the conftribution to health outcomes is a challenging process.
Project teams frack patient outcomes as a part of their quality improvement projects.
Quality improvement data was used to track improvements in health outcomes in this
way, and the data has highlighted that some small changes and improvements have
been made.

Consideration should be taken to note that the duration of the projects and team
participation in Whakakotahi is relatively short. It is known that the time it takes to
accurately capture improvements in health outcomes can sometimes be significant. It is
not necessarily feasible to expect significant changes within the timeframe for these
projects. Some of the earlier projects have identified positive changes, although these
have to be balanced by a lack of being able to sustainably lock in those project gains.

OWe were noticing some great outcomes and
HbA1lc by more than 30, 40%. But then things fizzled out for a period after

Whakakotahi and | would say that some of those figures actually reverted. Which

is not great , but itds what happened. 0

Project team member
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6.2.1

There has been some investigation into seeking feedback from patient participants in
Whakakotahi projects. Consumers largely indicate positive outcomes from engaging in
Whakakotahi projects, and this has resulted often in greater trust, comfort and willingness

to engage with the health professionals involved.

Figure 10: Team-collected consumer feedback
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Another source of data to understand the impact on health outcomes from
Whakakotahi projects comes from the project team survey carried out with all three
tfranches. In the survey, team members were asked about the impact of their
Whakakotahi project across a number of factors. One of these is patient health
outcomes related to the goal of their project. Figure displays the survey results from all
franches combined. Eighteen out of 23 respondents identified that they would consider
their project to be having a positive or very positive impact on patient outcomes related
to their project. This survey was taken fowards the end of each tranche of Whakakotahi
and so gives a good indication of the perceived impact on health outcomes.

Figure 11: Project team survey results from all tranches on their perceived impact of the project

How would you rate the current level of impact that your
Whakakotahi project has made on the following:

Impact on improving equity of health
. b 14
outcomes for your population

Impact on improving patient health outcomes

related to the goal of your project S - Y
Impact on team culture in your organisation I 4 14 4
Impact on consumer engagement in your ” .
organisation
Impact on integration related to your project 17 6
topic
0% 20% 40% 60% 80% 100%
mVery negative  m Negative Noimpact mPositive mVery positive

In order to establish the frue impact on patient health outcomes, more sustained follow
up with project teams would be needed to explore the data frends over fime.
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6.3

6.3.1

Whakakotahi and consumer engagement

One of the core underlying principles for Whakakotahi was supporfing consumer
engagement in primary care. Primary care is not a sector that has fraditionally had a
large degree of consumer engagement; secondary care generally has a more mature
level of awareness and engagement, with wide consumer representation on DHBs and
at the governance level of organisations delivering secondary care.

The Commission, through its Partners in Care team, presenfed on consumer engagement
and co-design to Whakakotahi participants at various learning sessions. This was a large
focus at the start of each tranche, encouraging teams to partner with their consumers
and work together to create better outcomes.

Whakakotahi set out fo encourage consumer engagement within the projects that each
team carried out, through the experienced based co-design methodology. While there
were some great successes and relationships built between consumers and providers,
this has not been systematically achieved throughout Whakakotahi. The concept of
consumer engagement may not have been well understood by the project feams and
was offen interpreted as patient-centred care. The intended goal of Whakakotahi was
fo encourage experience-based co-design, a concept which is faught as part of the
formal fraining supported by the Commission through the Ko Awatea QIF course, and
then further supported and strengthened at the first Whakakotahi learning session for
each franche.

0There are some really strong examples of
Whakakotahiteams, t her eds been gr elatthisshasrp&atendatymet &
been as ingrained or successful as we would have hoped. 0o

Commission stakeholder

There were some concerns raised by teams throughout the duration of Whakakotahi
regarding funding for consumers, which resulted in the Commission funding a consumer
as a fourth aftendee af learning sessions. Despite this, a total of two consumers
aftended, suggesting there are additional challenges to engaging consumers through
this mechanism, in quality improvement projects.

Team members across all franches were asked in the project team surveys to rate the
impact of their project on consumer engagement within their organisations. The
responses across all franches were positive, with 22 out of 23 respondents identifying a
posifive or very positive impact on consumer engagement in their organisation. This data
is presented in Figure on the previous page.
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6.3.2

Despite the range of successes in this aspect of Whakakotahi, the programme and its
experience have resulted in some valuable learnings for the Commission. The
Commission is now aware that, generally, primary care does not have a strong
understanding of experience-based co-design.

Co-design and consumer engagement in the way that Whakakotahi intended may be
perceived by project feams as difficult fo implement and that may be due to mixed
understanding about the concepts themselves. Despite this, there were displays of
excellence from several project teams and for those that did not achieve frue co-design
and consumer engagement, there are several learnings for the Commission.

Key successes include the following:

Increased partnerships within their communities. Past teams spoke of their
increased partnerships within their communities. Through actively recruiting for
their projects, they engaged with patfients or consumers in a way that was
different to business as usual. This has supported the development of
relationships and partnerships with patients.

ol think partnerships with the community
our project we did engage with patients, but not as systematically as we did for
Whakakotahi, and thathasbe en one of the things that

Project team member

Consumer engagement going beyond Whakakotahi. Teams that successfully
partnered and engaged with patients through Whakakotahi have also credited
this process to a strengthened engagement approach with consumers beyond
their participation in Whakakotahi. One team identified that a consumer
brought into their project enjoyed being a part of it and made such a valuable
contribution that they now sit as a consumer representative at the local DHB.

Increased clarity for the Commission for where to next. Through Whakakotahi, it
has been clear that future efforts from the Commission could be aimed at
supporting knowledge and capability building directly related to co-design and
consumer engagement. Whakakotahi was always partly an exploratory
programme for the Commission and it has identified co-design as an area that
the primary care sector may need further support.

Whakakotahi team has won an award for consumer engagement. Victory Square
pharmacy was a participant in Tranche 3 of Whakakotahi and aimed to improve
the physical health of people on opioid substitution therapy. This feam was highly
engaged with a consumer representative and embraced her as an integral part
of the project team. This team recently won the He Tangata/The People — team
working with consumer engagement — award at the 2020 Nelson Marlborough
District Health Board Health Innovation Awards.
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6.4 Integration within Whakakotahi

Integration was infended to be focused on the consumer pathway. There was scope for
integration fo be hierarchical between primary and secondary care, as well as across
the primary care sector, for example between pharmacy and general practice.

It is acknowledged that well-integrated projects are those that have joint leadership and
ownership from the start of the project. The Whakakotahi programme supports building
capability in integratfion through the second learning session to encourage teams to
seek parftners in their community for their improvement work.

There have been some notable successes in integrated projects throughout the duration
of Whakakotahi, with some primary care organisations creating relationships with co-
located pharmacies or general practices for the first fime beyond business as usual
engagement. Other feams have created robust relationships with PHOs and DHBs,
though this was less common. It is again a concept that has been well achieved in
pockets of the programme but is not consistent or systematically successful across all
teams participating.

While the project feam surveys identified that all feams felt that their project had made
a positive impact of some degree on integration related to their project topic,2 some
case examples demonstrated this far more explicitly than others. Figure identifies that,
across all franches, all respondents considered their project to have a positive or very
positive impact on integration.

This was highlighted with the focus on medicine access equity added in the third
franche, which resulted in pharmacy and general practice infegrating and forming
relationships fo a greater degree. This is supported by a general sector shift towards
more multfi-disciplinary feam:s.

OWe discussed integration and itdés barriers and ho
moving forward. We focussed on targeting the medical centre next door as a

PDSA cycle to engage with more participa nts. They [the medical centre] were

receptive to working with us, despite not previously working together and | can

see a good relationship developing that could help improve integration for our

population going forward."

Project team member

While integration can sometimes be challenging, many teams who did struggle to
engage with other organisations to collaborate on their project began to recognise the
importance of integration through this process.

oWe did go over and ephamécylf@o blidc amiedc] ,t hand wedve
never really engaged with twhkémei mlthitsyway bheoef acdé
the same thing [supporting patients], so yes we will try to do more with them in

the future. o

Project team member

2 Whakakotahi preliminary findings report, October 2018.
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OWe operate isni monly ncamml ex system and wedre probal
at recognising that. Many doctors dondt have stron
phar macies beyond the minimum and that candt be su
system for our patients and whFnau.

Project team member

This in itself may be a positive outcome, as that recognition may lead to greater future
aftempts at collaboration and intfegration.
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7. CONTRIBUTION OF WHAKAKOTAHI TO EQUITY

‘Improving health equity’ is one of the Commission’s four strategic priorities. The
Commission defines health equity as ‘avoidable and unfair differences in health
outcomes. Health equity means people receive the care they require — as distinct from
health equality (where everyone receives the same)’ .3

The Commission’s focus on health equity led them to explore whether existing quality
improvement methodologies enable a focus on equity. The feedback that they gained
from key stakeholders suggests that this is possible, but an element of adaptability is
important; treating everybody the same will not improve health equity. Differing the
service relative to need results in unequal delivery, and this is required fo achieve equity.

When reflecting on the contribution of Whakakotahi to equity, it is important to
remember that no one programme or inifiative can achieve health equity on its own. It
can, however, contribute to system change by ensuring that a focus on equity is
embedded as a core component of all its work. This section uses the insights from
people who have taken part in Whakakotahi, people who have supported its
implementation, and stakeholders with strategic oversight of the programme to reflect
on the programme’s confribution to equity.

7.1 Whakakotahi increased its focus on health equity

Since its initial implementation in 2016, Whakakotahi has increased its emphasis on
equity. During the first franche of implementation, feedback on the quality improvement
approach and support from the Commission highlighted the need for greater flexibility.
The quality improvement process was critiqued by Mdori providers for its focus on
Western science, and the wraparound support and processes of engagement from the
Commission were critiqued for their inflexibility.

Feedback on tranche 1 highlighted the need to understand context when working
across the primary care sector, and the importance of being open to two-way learning.
For example, early in the programme, a tranche 1 project team reflected on their
expertise on equity and felt that this was not recognised by the Commission.

The Commission responded to this feedback and, in franche 2 invested more time in
developing relationships and establishing mutual understanding and trust. Greater
flexibility in reporting was also adopted, and tools to capture the project progress and
reporting (through Life Ql) enabled a greater role in facilitating engagement between
the Commission and project teams rather than continuing with the burden of formal
monthly reporting. The Commission sponsors one Life Ql licence for each team, which
they retain indefinitely. This provision of support was valued by the project teams,
including Maori providers. This means of engagement was noted for its role in supporting
partnership, and recognising project team'’s local contexts and needs:

3 Health Equity. https://www.hgsc.govt.nz/our-programmes/other-topics/new-
projects/health-equity/
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7.2

OFabul ous team support and understanding of situat
Project team survey response

OExtremely grateful for the support provided and t
have been key to provide [ MFori health organisatio

in. o6

Project team survey response

The increased focus on health equity also enabled the Commission to be more targeted
in its engagement with Maori providers. This was important for ensuring that Maori
providers were leading solutions and ideas for Mdori patients in their care. A more
flexible approach to engagement from the Commission, and the quality improvement
process also better enabled Maori providers to participate.

After franche 2, the Commission engaged Te Tihi to provide cultural advice and support
for the team. This helped to build the cultural capacity of Whakakotahi, accelerate the
focus on equity, and ultimately improve health equity for Maori. The partnership with Te
Tihi was also noted for its importance in supporting Maori providers. The cultural advice
and expertise at a leadership level within the programme was also important. This
ensured that equity was considered when developing and discussing ideas, enabling the
Commission to consider how best it identified and provided opportunities to support
equity in primary care.

This leadership was reflected in the EOIs for tfranche 3 having a stronger focus on equity,
and more specifically improving health outcomes for Mdori. This franche also included a
focus on equitable access to medicines through the collaboration with PHARMAC.

Collaboration with PHARMAC placed emphasis on

medicines access equity

PHARMAC has set a bold goal to eliminate inequities in access fo medicines by 2025.4
This goal recognises that everyone should have a fair opportunity to access funded
medicine fto attain their full health pofential, and that no one should be disadvantaged
from reaching their potential. Currently, not all New Zealanders are achieving ‘best
health outcomes’ from medicines that we fund. In this context, unequal inputs are
required to attain a fair opportunity fo access funded medicines.

PHARMAC has made equitable use and access to medicines and medical devices a
strategic priority in its next four-year plan 2020-2024 which encompasses the intent of the
bold goal to eliminate inequities in access to medicine by 2025. PHARMAC is initially
focusing its efforts in primary care and welcomed the opportunity to collaborate with the

4 Achieving medicine access equity in Aotearoa New Zealand towards a theory of
change https://www.pharmac.govt.nz/assets/achieving-medicine-access-equity-in-
aotearoa-new-zealand-towards-a-theory-of-change.pdf
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7.3

Commission fo enable primary care fo work fowards medicines access equity through a
number of Whakakotahi projects.

PHARMAC recognises that the causes of health inequities are complex, and solutions do
not lie solely with the funding of medicines, or within the health system. Barriers fo health
equity relate to access barriers, such as costs and fransport, structural barriers, such as
how health care is organised, and the ability of providers fo address a person’s needs. In
recognition of these drivers, PHARMAC has developed a theory of change to achieve
equitable access to medicines. It identifies five primary drivers that facilitate medicines
access:

e Medicine availability

e Medicine accessibility

e Medicine affordability

e Medicine acceptability

e Medicine appropriateness.

The driver diagram underpinning PHARMAC's medicine access equity work is attached
as an appendix to this report.

PHARMAC's collaboration was designed to support projects focused on medicines
access equity. These projects could address specific drivers of inequities, and choose to
focus on a specific medicine, group of medicines, or a disease or condition where
equitable access is a concern. Priority populations for the project were Mdori, Pacific,
socioeconomic deprivation, refugee backgrounds, and geographical areas where
residents face greater inequities than other locations. The three projects focusing on
medicines access equity were:

1. Westbury Pharmacy and Hora Te Pai, who implemented the new BPAC
guidelines for gout within Hora Te Pai health services.

2. The Tongan Health Society focused on developing a Pacific innovative service
to support Pacific patients who are beginning or intensifying their insulin usage
tfo manage diabetes.

3. Te Whanau a Apanui Community Health Centre implemented a project fo
improve timely access to medicines in a rural context.

Further information on these projects and their influence on medicines access equity is
explored below.

Stakeholder’s perspectives on the conftribution to equity

The quality improvement data provides a useful insight intfo the influence of Whakakotahi
on health outcomes. With this level of data, however, it is harder to determine the
influence on health equity. Even with sufficient data, attributing the impact of a specific
programme on health equity can be difficult:

0o0n a system level [impact on equity] is very hard to determine this, it is
incremental and [you] hope that philosophically if you can get models
embedded like this, there wou | d b leeter outcomes for people. 6

Commission stakeholder
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7.3.1

Understanding improvements in health equity is a long-term journey that is best
achieved through a systems approach, and subsequently understood through a systems-
based approach to measurement. While this was beyond the scope of this evaluation,
the project teams were asked to reflect on their contribution to health equity particularly
in Tranche 3, where equity measurement advice was sought from a number of experts in
this field.

Most of the project teams felt that they had positively contributed to health equity
outcomes through their work. One team in Tranche 1, however, highlighted the
challenges of impacting on health equity for patient populations. The project team felt
that they had made no impact on patfient health equity, as they had struggled to
engage a Maori partner. While this was associated with the limited capacity of that
organisation, the project leader felt that cultural advice on where and how to approach
local partners for cultural expertise would have been beneficial.

The increased emphasis on equity in Tranche 3 enabled the Commission to support
projects that had a strong equity focus. During this fime, the Commission also engaged
Te Tihi, enabling cultural expertise to inform decisions being made by the Commission
through the selection process. The collaboration with PHARMAC also gave a specific
focus to equity, and more specifically medicines access equity. An overview of these
projects, and their perceived confribution to health outcomes and equity are
summarised here.

Westbury Pharmacy and Hora Te Pai together have been implementing the new bpacn
guidelines for gout within Hora Te Pai health services. The approach uses a multi-
disciplinary approach with a GP, nurse and community pharmacist working fogether to
support patients.

The project has removed access barriers for patients needing gout medication, with free
scripts and home deliveries as part of the package. Hora Te Pai operates as a Health
Care Home, which supports continuous quality improvement processes. The project
team felt that Whakakotahi enabled them to put a clear structure around their activities
and define them in a way that might not otherwise have happened.

The team reported some great outcomes and believe their project is recognising and
responding to unmet need in the community, through capturing people who normally
would never have walked through the door. Key successes include bringing whanau
tfogether and supporting education and realisation about the realities of living with gout
and how to manage it, as well as successfully lowering serum urate levels for some
pafients below 0.36mmol/L.
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7.3.2

7.3.3

Turanga Health is an iwi health provider in Gisborne; they participated in Tranche 2 of
Whakakotahi in 2018. The Turanga project involved the development of the Tu Mahi
programme, which is a work wellness programme, which has expanded to follow up
home visits to ensure aft risk clients have access to wraparound services.

Their project offers on the job

health checks, flu vaccinations,

smoking cessation services,

among others, to the area'’s

primary industry workers. The

groups it works with include a

largely Maori workforce, who

are often disconnected from the

health system. The project then

identifies at-risk individuals fo be

followed up with a home visit,

connecting them with primary

care. The feam has reported some great outcomes from their project and going info
whanau homes has allowed them to infroduce ofher initiatives, like lifestyle programmes,
long-term conditions programmes and the Healthy Homes initiatives. There are significant
equity gains being made here, as more comprehensive services are available fo those
who require them. The project team reflect that the knowledge and methods learnt
through Whakakotahi have been crifical to support the expansion and continued
success of the project.

Following the Whakakotahi experience, the project expanded to include home visits, as
well as now being engaged with 17 workplaces. The team has credited Whakakotahi
with supporting the project to get off the ground using robust, sustainable approaches to
unlocking the whanau voice.

The Tongan Health Society focused on developing a Pacific innovative service fo
support Pacific patients who are beginning or infensifying their insulin usage fo manage
diabetes. The team identified social factors were influencing adherence and uptake of
appropriate medication and engaged patients in the project through self-management
education sessions, group sessions and patient champions to share their experiences.

This team felt that the support they received through Whakakotahi, including the QIF
course added a lot of value to the work they were undertaking. The additional support
from PHARMAC was valued, and the feam enjoyed the relationship building that came
from these connections.

For this project, the acceptability of medicines was challenged, as the cultural beliefs
about health care and medicine in this population contrasts with the Western model our
health system was built on. As a result, education and support from health navigators in
the on-site pharmacy proved to be a significant support. Despite this, cost was sfill
identified as the most significant barrier to accessing medicines.
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7.3.4

7.3.5

The Fono

The Fono’s project Happy Skin focused on addressing skin infections in their enrolled
population, with a particular focus on the Tuvaluan community. The clinic worked
extensively with the West Auckland Tuvaluan community fo understand their specific
needs and what would help them to be well and stay well. Skin infections had been on
the rise for this community, despite the overall down-trend in Pacific communities.

They worked to test a series of changes to support the prevention, early idenftification
and freatment of skin infections in the Tuvaluan community. This community has high
rates of skin infections, poverty and overcrowding, and The Fono identified the need to
do things differently to support this group.

Through their existing
relationships, The Fono engaged
in health promotion activities
with the Tuvaluan community,
including attending Sunday
church services to hand out
soap and other collateral to
raise awareness about skin
infections. The project feam
recognised that an equitable
approach to supporting this
community would involve
adapting their current methods
of support.

The Happy Skin project aimed to reduce the rate of skin infections among under-25-year-
olds in West Auckland's Tuvaluan community by 25 percent, but actually achieved a
more than 40 percent reduction. The equity gap also decreased between the Tuvaluan
population and other Pacific groups from 9 per 1,000 patients to 5 per 1,000, and from 16
per 1,000 to 9 per 1,000 for non-Pacific groups.®

The project has gone on to win the Ministry of Health's Equity award at the 2020 New
Zealand Primary Healthcare Awards.

Te Whanau a Apanui/Te Kaha

Te Whanau & Apanui Community Health Centre is a ‘special area doctor’ that operates
without a PHO in a rural settfing and covers a wide geographic area from Hawai fo
Potaka. They are interested in learning how quality improvement practices can be
conducted in low-resourced settings. This is specific to highly rural contexts with limited
access tfo health care and medicine.

Te Whanau & Apanui Community Health Centre implemented a project fo increase
access to timely and accurate medicines. This was in response to having a number of

5 https://www.hgsc.govt.nz/our-programmes/primary-care/news-and-events/news/3955
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patfients who would call the medical centre complaining that they had not received
their medications within an appropriate timeframe. Transport barriers to accessing
medicines and the closest pharmacy being nearly an hour away mean that a number of
medicines are couriered by the pharmacy, which the Health Centre has a partnership.

One of the challenges for their team was the uniqueness of the medicine access equity
topic. This made defining the topic and findings measures they could collect evidence
on difficult for the team. The low level of fechnological infrastructure in their remote and
low resource setting further complicated the process.

They have tested a change in the practice process for scripts fo reduce errors which has
been successful. Visiting locums have also noticed this process improvement and it has
resulted in improved access and accuracy of medicines for patients — no patients have
called to complain about missing or incorrect medicines since the change was
implemented.

7.3.6

When reflecting on the contribution to equity, key stakeholders noted the systemic
causes of health inequity. While the projects had reduced some of the barriers to
medicines access equity, system level barriers such as costs, and how medicines are
funded remained a challenge. The types of medicines and devices that are funded, and
who can access subsidies conftribute to barriers in achieving equity. An example of this
was shared from the Tongan Health Society project team, who spoke about the
availability of funded diabetes meters for patients living with diabetes. These devices are
only funded for patients who meet certain criteria, however, if all patients were able to
test their levels it may support them to self-manage more effectively.

ol f all my patients had a meter, they would be abl
how they are doing. It is a beneficial thing for all diabetes patients to be able to

measure and moni t or i butittistonlysavailablg fér patients who meet

the criteria.o

Project team member

Cost-related barriers remain the most significant inhibitor of accessing medicines. Cost
barriers are both direct and indirect, and often simply paying for a primary care
consultation prevents access fo medicines and primary care. Some projects had
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decided to make the cost of prescriptions free, and this was highlighted as a key driver
for supporfing patient engagement in the project.

0 Ma k i n ge difree nfedication, free scripts & has meant that people have
been picking up their medicineé Theydre [patients]
up two weeks before saying 6oh my insulin is near/|

Project team member

Stakeholders from the Commission and PHARMAC suggested that these challenges
provided important insights to inform system level change. The opportunity fo learn from
the sector was also highlighted as one of the key drivers for PHARMAC's engagement in
Whakakotahi.

OPHARMAC wanted the benefit of insights from grass
make a difference for medicine access equity. They know that by gaining

understanding at the grassroots, they can influence system level changes. So

they were quite k een to kind of say, see what the projects were coming up with.

And if there were any leavers that PHARMAC could actually influence or change

around i mproving medicine access equity.o

PHARMAC stakeholder

Stakeholders from the Commission also saw this as an opportunity fo learn from the
primary care sector. Whakakotahi presented an opportunity to establish collaborative
relationships with primary care with a view to promoting health equity, and quality
improvement practice.

In terms of changes in the primary care system, the projects also identified some
important facilitators of success. When improving medicines access, for example, the
projects highlighted the value of supporting connections between pharmacy and
primary care. In particular, the value of supporting pharmacists and enabling them to
support patients as navigators and clinical advocators was recognised. For example, the
projects highlighted the value of pharmacists helping patients to understand and
translate clinical conversations around medicine. The formative evaluation phases also
highlighted the value of incorporating quality improvement methods info pharmacy
sector organisations.

7.3.7
When reflecting on the contribution to equity, some of the project teams felt that the
systems and processes for engagement made it harder, for those with higher needs, to
take part.

One project feam highlighted that providers and organisations working in the areas with
the greatest need for quality improvement may struggle with capacity fo engage with
the Commission and parficipate in Whakakotahi. Barriers to engagement were noted in
the EOI writing process, which requires different skills and considerable time to formulate
and develop projects according to the criteria of the application. They perceived that
structural and policy change was required to support improved capacity and resource
for those with higher needs to be able to engage with programmes such as
Whakakotahi.
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7.4

This feedback highlights the value of working differently with the primary care sector to
facilitate change in those areas of greatest need. This type of feedback is not unique fo
Whakakotahi, and reflects ideas relating to system change or transformation, in terms of
how services are procured, projects implemented and the ways in which government
agencies work with primary care and community providers.

Contributing to equity through quality improvement

The Western science lens of quality improvement and its associated processes did not
always flex and adapt to reflect a Maori worldview, or the different contexts and needs
of the Whakakotahi projects. While this posed challenges during Tranche 1, the
feedback from the project teams also presented an opportunity to bring together te ao
Maori with quality improvement approaches. This work was noted as one of the
successes of Whakakotahi, and was supported by the project teams, the Commission, Te
Tihi and PHARMAC. The results of this work were noted as something that could be used
to inform quality improvement in New Zealand by stakeholders:

ol't revealed an opportunity t MFbeoolsdnd nki ng
quality improvement. What does that mean? what does that look like, so

challenge some of that thinking. And | think that's hugely valuable, and I think

whatever happens with Whakakotahi, | think there's legs for that regardless.

Yeah, howdoyoudoqu al ity i mprovement with a kaupapa

PHARMAC stakeholder

The results of this work warrant further development and exploration with other Maori
providers. This could be supported through other work programmes with the Commission
and/or PHARMAC.

The formative evaluation phases also highlighted the contribution of Whakakotahi to the
capability and leadership development for the Mdori workforce. The capability building
was valued for its potential contribution to developing the Maori workforce, and over
fime, leadership. For example, a few project feams used the learning and development
opportunities through Whakakotahi to intentionally build the capability of the Mdori staff
in their teams. It was suggested that this way of working has the potential fo provide a
platform from which these staff can step info leadership positions. This could provide
more capacity for decisions to be made by Mdaori for Maori.

Overall, it is acknowledged that Whakakotahi can only have a limited impact on
broader system equity. There are other factors, such as the social determinants of health,
that impact on equity beyond the influence and scope of Whakakotahi. It will take
change, commitment and collaboration from multiple organisations across the system to
support health equity, and equity more broadly.
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8. STRATEGIC CONTRIBUTION OF WHAKAKOTAHI

The Commission is also interested in understanding the strategic fit of Whakakotahi. There
are several ways in which this programme aligns with the Commission’s strategic
priorities, but also aligns with the strategic goals of the wider health sector.

Whakakotahi contributes to the Commission’s strategic priorities through:

e Creafing collaborative partnerships between the Commission and primary care,
particularly providers serving priority population groups.

e Creating an environment for interagency collaboration to occur between
national agencies.

e Providing training and education in quality improvement methods, through the
use of resources and fools.

e Supporting sector-led quality improvement initiatives chosen by the project
feams.

e Developing a base of primary care improvement science knowledge (both
across primary care and the Commission).

The strategic contribution of the programme was also enabled through its focus on
equity, integration, and consumer engagement (co-design). The insights from the
evaluation highlight the contribution of Whakakotahi to building leadership, developing
the sector’s capability for improvement, and contributing to improving equity, and
reducing unwarranted variation in care.

8.1 Collaboration and partnerships were key strategic

conftributions of Whakakotahi

The collaboration and partnerships that Whakakotahi facilitated were the most
frequently noted strategic contribution of the programme. Stakeholders noted the value
of the connections and collaboration with primary care, and the insight that this gave in
terms of how best to support quality improvement capability and implementation. The
equity knowledge and expertise of the project feams was also important. Mdori
providers, and their feedback on the initial implementation of Whakakotahi helped
shape and inform its future direction. This was crucial to better enabling Mdori providers
to engage in the programme, and more importantly for the equity projects to be led by
Maori.

The leadership and expertise of Te Tihi was crucial for providing cultural support for the
programme and facilitating strategic engagement with Mdori providers and advisory
groups. This relationship was valued for guiding the work programme and enabling
Whakakotahi to place increased emphasis on equity.

The collaboration with PHARMAC provides another opportunity to enhance the focus on
equity, and medicines access equity more specifically. Stakeholders from both
organisations noted the value of the collaboration. For PHARMAC, Whakakotahi
provided an opportunity fo understand more about the drivers of medicines access
equity in primary care, and the role that they could have in enabling change. The fact
that Whakakotahi was well-established was also appealing, as this made it easier for
PHARMAC to become involved. Quality improvement is also a new area for PHARMAC,
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so Whakakotahi was seen as an ideal opportunity fo embrace a new way of working for
PHARMAC and show the benefits and value of this collaborative approach.

For the Commission, PHARMAC contributed additional expertise in terms of medicines
access equity and there was a strong alignment across the strategic priorities of both
organisations. The shared commitment to equity was a key enabler for this collaboration.
It was anticipated that both organisations would find value in seeking out other ways of
working together to support health equity. The interagency collaboration was also
important for moving out of silos, and ultimately better understanding and supporting
integrated care for consumers. Stakeholders also suggested that the collaboration
provided better value for the project teams, and complementary use of resources and
shared learning across the two organisations.

When reflecting on the strategic contribution of Whakakotahi, the collaboration and
partnerships were most frequently noted. The value of the connections and
collaboration with primary care were highly valued by the Commission and contributed
to the government's strategic priority of inferagency partnerships.
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9. OVERVIEW AND KEY CONSIDERATIONS

Overall, the evaluation has highlighted the achievements of Whakakotahi in relation to
its infended aims:

e Building collaborative partnerships between the Commission and primary care.

e Supporting sector-led improvement projects to build and spread improvement
science expertise and skills in the primary care sector.

e |dentifying improvement projects/initiatives that are suitable for implementing at
a local level, with potential for regional and national implementation in the
future.

e Raising improvement science capability in the primary care setting, although
predominantly focussed on the project teams or organisations involved in the
programme.

e Improving one or more health outcomes with stakeholders highlighting
associated improvements in equity and integration, and consumer co-design for
a few projects.

When reflecting on the programme’s contribution to health outcomes and equity, it is
important to note that this evidence in largely based on quality improve ment data and
the perceptions of project tfeams. While the focus on understanding how to measure
changes in equity improved over the course of Whakakotahi, attributing changes in
health equity to a single project is challenging. The insights from the interviews, however,
highlight the value of the work. The success of initiatives such as Whakakotahi would be
further enhanced by system changes, such as changes in the cost or structural barriers to
accessing medicine and primary care.

Whakakotahi also achieved the following positive uninfended consequences:

e Collaboration and partnership with Mdori providers that shaped subsequent
phases of the programme with a view to increasing the emphasis on equity.

e Building the internal knowledge and understanding of the Commission’s
programme feam through their engagement with Maori providers, primary care
more broadly, and the cultural expertise and leadership from Te Tihi.

e Collaboration and partnership with PHARMAC, which built off their commitment
to improving equity through primary care. The collaboration of the Commission
and PHARMAC working tfogether with the sector enabled a focus on medicines
access equity, further enhancing the focus on equity through the programme.

e Quality improvement capability spreading beyond the Whakakotahi projects, as
some project teams used their new skills and expertise to support other quality
improvement projects.

While not an outcome, the evaluation tfeam would like to recognise the Commission’s
Whakakotahi feam and their commitment to continual learning and improvement. The
evaluation was embedded from the outset as a key part of the programme
implementation, enabling regular feedback. This has enabled the programme to
contfinually learn and adapt with a view to better supporting its intended objectives.
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Key considerations

The reflections from stakeholders and the evaluation have highlighted the following key
considerations.

e Capability development

o Primary care needs to be supported with the management of quality
improvement data. There are some challenges in the way primary care
has been set up that make the management and use of quality data
difficult. Existing data systems to support the use of data in this way could
be beneficial to employ in primary care.

o Strategies need to be developed to support the sustainability of the
quality improvement capability that project teams develop through
Whakakotahi.

o There was a sense that primary care was getting to grips with the quality
improvement approach, and some gave less aftention fo co-design with
pafients. If patient co-design is an ongoing goal of Whakakotahi, there
needs to be more support and/or emphasis placed on this aspect of the
programme. This approach would also align to the programme’s focus
on equity.

e Further enhancing the focus on equity

o Consider other ways to engage Maori providers in Whakakotahi, as EOIs
and Response to Funding Tenders can exclude those with the greatest
need from taking part.

o Contfinue to integrate te ao Mdori and quality improvement approaches
to ensure relevance and value for Maori providers. The insights from this
aspect of the programme should also be shared with other work
programmes at the Commission.

o Equity would be further enhanced by focusing on a few topic areas that
would have a greater impact on health equity. This could include
specific health topics, such as diabetes or gout, as well as aspects
relating fo clinical practice, such as prescriber behaviour.

e Scale and sustainability

o The current model of support needs to be adapted to work at scale.
There may be value in collaborating with quality improvement advisors
at DHBs and PHOs to extend the reach of Whakakotahi.

o Focusing Whakakotahi on a few core areas would support the
development of implementation ideas that could be shared at regional
and national level. For example, a suite of quality improvement ideas
relating fo gout may identify local and system level changes that are
needed to achieve equity. These insights could be used to facilitate
change at a system level.

e Collaboration and partnerships
o There is significant value in partnering with other national agencies fo
collaborate to achieve shared goals. The partnership between the
Commission and PHARMAC suggests that these relationships are mutually
beneficial and create value for the programme and stakeholders.
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o These relationships have the potential to be truly operational and
partnering at that working level supports shared buy-in, positive working
environments and a collaborative approach to success.

o Shared visions, strategies and goals for outcomes are critical to sustain
effective partnerships at a national level.

o Partnerships at the primary care level also bring benefits, such as the

partnership with Te Tihi. These relationships could continue to be
capitalised on, as they bring immense value for both partners.

e Building an evidence base

o

To substantiate stakeholders’ views and experiences of Whakakotahi, it
would be useful to draw on system level data that is accessible to be
used to drive equity informed improvement initiatives. This could include
the Commission’s Atflas data or data relating to PHARMAC's medicines
access equity outcomes framework.

Focusing on core topic areas would create opportunities to aggregate

outcome data across projects. This would provide a more extensive
evidence base to demonstrate improvements in equity and health

outcomes.

A number of these considerations highlight the value of focusing on a few core areas,
while this makes sense for the reasons outlined above, it is important that these topics
are co-defined with the sector fo ensure that Whakakotahi remains relevant to local

providers and the needs of the populatfions they serve.

Whakakotahi has evolved since ifs initial inception and progressed towards a well-
defined, robust quality improvement programme for primary care. It is largely achieving
its intended outcomes, and there have been some great learnings from this exploratory
programme. The Commission should be proud of the work that has gone info developing

this programme and be excited for where these learnings could fake them.

In the future, a balanced approach should be taken; one that continues to support
primary care at the grassroots community level fo ensure individual gains in quality
improvement capability confinue to be made, but also a broader systems approach to

support the sustained, scalable outputs of programmes like Whakakotahi.
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APPENDIX 1: PHARMAC DRIVER DIAGRAM

AlM PRIMARY DRIVERS SECONDARY DRIVERS

MEDICINE
AVAILABILITY

PHARMAC's decision-making processes for investment in medicines

A colour key is used

REEEE: Funding restrictions and schedule rules in the driver diagram
. to indicate the level
. Prescriber awareness and system impact of funded medicine(s) available of PHARMAC's impact.

. PHARMAC HAS CONTROL
means that it has direct levers
Physical & timely access to a prescriber/pr ription related to that driver.

MEDICINE
ACCESSIBILITY

Physical & timely access to a community pharmacy . PHARMAC HAS A ROLE

means that PHARMAC has existing
programmes, advisory committees
and networks related to the driver.

Physical & timely access to diagnostic and monitoring services e.g. labs, scans

. PHARMAC HAS INFLUENCE
means that PHARMAC does not have
MED'C'NE Lesse _ . o ) a direct role or lever but as a Crown
Prescriber costs e.g. consult, repeat prescription and medicine administration fees entity can influence policy and

AFFORDAB' LITY practice in other parts of the health

and wider system.

TO ELIMINATE
INEQUITIES

e Prescription costs e.g. co-payment, blister pack costs, prescription subsidy card

IN ACCESS TO
MEDICINES BY
2025

Indirect costs e.g. transport, time off work, childcare

M ED|C|NE Leres Patient/whanau experiences bias from the health system
ACCEPTAB' LITY ' Beliefs and perceptions of treatment prescribed not adequately explored/sought
ey Medicine suitability not adequately considered

Patient/whanau is not empowered with knowledge about the medicine(s)

MEDICINE > -
APPROPR'ATEN ESS o . Medicine therapy prescribed is inadequate

Unwarranted variation in prescribing
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