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Challenges and opportunities
The Strategy reflects a range of challenges and opportunities that are relevant to New Zealand’s health system. Some of these are outlined in I. Future Direction on pages 5–7.

1.	Are there any additional or different challenges or opportunities that should be part of the background for the Strategy?
	Disaggregation of statistics and the implications of this in a strategy document
One particular challenge within the health care sector that is noted in the draft strategy but could have more emphasis is the need to better understand the diversity and complexity of our ethnic communities. For example, the ‘Asian’ and ‘MELAA’ categories cover a very large number of ethnic groups, and include people who come from both migrant and refugee backgrounds, as well as communities with differing lengths of residence in New Zealand. Ethnic groups under these wider ethnic classifications all have different health needs and outcomes which are not always understood by those working in the health sector. The most obvious example is that the health needs and outcomes of former refugee communities are different to those of migrant backgrounds. 

Similarly, health related data on broad classifications of ethnic groups are not always reflective of all ethnicities that fall under the broader ethnic classifications. For example, some information about type 2 diabetes lists being ‘Asian’ as a high risk factor for diabetes. However, it is actually only some Asian ethnicities (particularly South Asian) where this applies. It is important that this challenge is adequately emphasised and acknowledged in the background of the strategy so that it does not lead to health professionals providing inaccurate advice and services to the wider community.



The future we want
The statement on page 8 of I. Future Direction seeks to capture the future we want for our health system:
So that all New Zealanders live well, stay well, get well, we will be people-powered, providing services closer to home, designed for value and high performance, and working as one team in a smart system.

2.	Does the statement capture what you want from New Zealand’s health system? What would you change or suggest instead?
	The Office of Ethnic Communities (OEC) supports the statement outlining the future direction for our health system. OEC is particularly pleased to note that the word ‘all’ in the statement was chosen to reflect the important need for this strategy to reduce disparities in health outcomes, and make sure the health system is fair and responsive to the needs of all people including New Zealand’s growing and diverse ethnic communities.




A set of eight principles is proposed to guide the New Zealand health system. These principles are listed on page 9 of I. Future Direction and page 31 of II. Roadmap of Actions.

3	Do you think that these are the right principles for the New Zealand health system? Will these be helpful to guide us to implement the Strategy?
	OEC agrees that the 8 guiding principles of the strategy are useful and will assist with the implementation of the strategy. OEC is particularly pleased to note that the guiding principles include the need to maintain “timely and equitable access for all New Zealanders to a comprehensive range of health and disability services, regardless of ability to pay”. 
This is really important from an ethnic communities perspective because some ethnic communities may not be able to adequately access the health care services that they are entitled to. This can be due to factors such as language skills and the need for language support. As you will know, OEC administers Language Line, a telephone interpreting service in 44 languages, of which the Ministry of Health and various health care agencies including some DHBs are subscribed to. Telephone interpreting is one of a range of options available to support people to access information and services from government agencies and providers.
The availability of Language Line is vital to maintaining equitable access to health care services for individuals with language difficulties. The principles noted in the strategy are an indication that the provision of Language Line and other interpreting services in the health care sector should continue to be supported as a means of ensuring equitable access to health care services for ethnic communities. 


Five strategic themes
The Strategy proposes five strategic themes to focus action – people-powered, closer to home, value and high performance, one team and smart system (I. Future Direction, from page 10).

4	Do these five themes provide the right focus for action? Do the sections ‘What great might look like in 10 years’ provide enough clarity and stretch to guide us?
	The five strategic themes mentioned in the draft strategy are useful and provide the right focus for action. The theme that particularly stands out the most for OEC is the one that focuses on ‘people-powered’ and ‘value and high performance’. These two strategic themes and the 10 year expected outcomes for each of these themes are promising and have the potential to ensure that ethnic communities have equitable access to health care services and that the available services are based on the needs of ethnic communities. 



Roadmap of Actions
II. Roadmap of Actions has 20 areas for action over the next five years.

5	Are these the most important action areas to guide change in each strategic theme? Are there other actions that would be better at helping us reach our desired future?
	Action point 1 discusses the steps that the Ministry of Health (MoH) will take to inform and involve people through information dissemination. This is a good action plan but it does not detail or specifically state the steps MoH will take to ensure that such information can be accessed by ethnic communities with language difficulties. One way of going about this issue is to translate key and important documents in various languages so that the information is accessible for almost everyone. OEC can provide information/data on the growing language needs of ethnic communities and can connect MoH with the Department of Internal Affairs on accessing translating services. 

All other action points in the draft strategy have the potential to assist MoH in fulfilling the health needs of ethnic communities and in meeting the desired future outcomes. 



Turning strategy into action
6	What sort of approaches do you think will best support the ongoing development of the Roadmap of Actions? Do you have ideas for tracking and reporting of progress?
	One way of monitoring and reporting progress is by providing updates to other agencies on relevant areas of interest from the strategy. For example, any updates on progress relating to issues of ethnic and cultural diversity and inclusion would be useful in government agencies, including OEC, understanding the progress and impacts the strategy has had on the provision of health services for ethnic communities.



Any other matters
7	Are there any other comments you want to make as part of your submission?
	OEC stresses the importance of accurately disaggregating health related statistics and the implications of this in the wellbeing of populations of ethnic backgrounds.
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Dear New Zealand Health Strategy Team,

Re:  New Zealand Health Strategy Update Consultation

Thank you for providing Council of Medical Colleges the opportunity to input into the Draft New Zealand Health Strategy. 
The Council of Medical Colleges in New Zealand (CMC) is the collective voice for the Medical Colleges in New Zealand and through its members it provides a well-trained and safe medical workforce serving the best interests of the New Zealand community. CMC brings together 14 member Medical Colleges who provide support to over 7000 specialist medical practitioners working in a range of 35 specialties in the New Zealand health system. 

The Medical Colleges’ role is also to advocate for appropriate quality health services in New Zealand. 
1. Basis of this submission 
This submission collates the perspectives of some of the Member Colleges of CMC, some of which will also be making their own submissions. 
CMC is pleased that we were given the opportunity to send representatives to the initial forums and have early input into the draft strategy.
In developing this submission CMC also has taken note of the recommendations of: 
· Funding review established to provide recommendations on how health funding settings can best support Government policy and ensure a sustainable health sector, and the
· Capability and capacity review established to provide recommendations to ensure that the updated New Zealand Health Strategy will be well supported
· The Independent Review of New Zealand's Electronic Health Record Strategy, the independent report requested by Minister of Health on the benefits of a single electronic health record[footnoteRef:1] in New Zealand. [1: Creating a ‘single’ electronic health record that physically consolidates health information in one place will improve decision support and care coordination especially for complex patients with multiple long-term conditions.
] 

2. Concern about the scope of the Capability and Capacity review
In terms of the Capability and Capacity review it is noted that the information for the report was gained though focused, qualitative and a targeted interview inquiry with “key personnel in the health and disability system”. However it is noted with concern that no representatives of the Medical Colleges or CMC were among the 100 people and organisations interviewed, even though the Medical Specialist Colleges are the main trainers of medical specialists and an integral part of the sector. 
3. The Draft Strategy 
The Future Direction document which outlines a new high-level direction for New Zealand’s health and disability system over the next 10 years. The document  lays out some challenges and opportunities. Many of which echo recent work by CMC (see appendix 1). 

3.1 The Vision 
The vision of the direction document is laudable, all would generally agree that New Zealanders want a future is one where: 
“all New Zealanders live well, stay well, get well, we will be people-powered, providing services closer to home, designed for value and high performance, and working as one team in a smart system.”

The strategy does use the word “all” but as the New Zealand College of Public Health medicine (NZCPHM) has noted the government’s disability strategy has been separated from the health strategy and while the strategy talks about the “health and disability sector” it barely mentioned people with disabilities or impairments and they will be supported.

The NZCPHM also noted that “all” was chosen to reflect the important need to reduce disparities in health outcomes and make sure the health system is fair and responsive to the needs of all people – young and old, from all ethnic groups and wherever they live but it is not clear in the Road map how this will be done. 

3.2 General comments on the strategy 
It is accepted that some broad, agreed principles are needed for the sector; to motivate people, enable priorities to be set and to test future possible work against. The words may be different but this vision is not new to those working in the sector. Neither is the desire to align behaviours across the sector to enable the strategy vision to be implemented. 

Few would argue with the strategic themes and the aim of the strategy but to achieve the outcomes detailed in the Road Map within 5 years and within current budget, is probably setting the strategy up to fail.

That said the CMC membership is only too aware that in the future the sector will have to work differently to meet changing health needs and the Colleges have already acknowledged that resource stewardship[footnoteRef:2] is needed across the sector. [2:   Council of Medical Colleges, Briefing to the Incoming Minister , October 2014] 


3.3 The five strategic themes
As noted in the Funding Review paper, for “closer to home services” to be a reality, there needs to be considerable change to the incentives for the DHBs so that they move “investment “into primary and community care. 

This may have consequent action on the ability of the DHBs to continue to train the range of specialists required by the sector and thus exacerbate the current concerns about lack of doctors being trained in vulnerable and critical specialties and the disparities in the ability to deliver of care across the country due to geographic mal distribution of doctors in some specialties. While some Colleges are trying to address this issue it will take time to turn the system around.

CMC did attempt to give strategies to address some of these matters in its papers; Fit for Purpose: CMC Position paper on medical generalist/specialist roles and postgraduate training in New Zealand (2013)  and Medical generalist/specialist roles and postgraduate training for New Zealand: Does New Zealand need more generalists? (2013).

3.4 Gaps in the Strategy
The draft Strategy does not place enough emphasis upon initiatives to reduce tobacco consumption and address the harmful use of alcohol. Recent data demonstrates that 16% of all adults engage in hazardous drinking and 38% of young Maori women smoke tobacco[footnoteRef:3].  Smoking tobacco and excessive alcohol consumption have the potential to adversely impact on population health outcomes, in particular upon children’s health. [3:  Ministry of Health,  Health and Independence Report 2015] 


The NZCPHM notes a significant example of this, is the lack of mention of the current government goal of Smokefree Aotearoa by 2025[footnoteRef:4]. Although it is declining, tobacco smoking is the number one preventable risk factor for health loss in New Zealand[footnoteRef:5] and is also a major contributor to health inequalities.  [4:  See http://smokefree.org.nz/smokefree-2025  ]  [5:  Ministry of Health. Health Loss in New Zealand: A report from the New Zealand Burden of Diseases, Injuries and Risk Factors Study, 2006–2016. Wellington: Ministry of Health, 2013. Available at https://www.health.govt.nz/system/files/documents/publications/health-loss-in-new-zealand-final-v2.pdf  ] 


Also the Roadmap does not include any plans on how to achieve the smokefree goal (e.g. higher tobacco taxes, restricting outlets, intensifying mass media campaigns etc.). Early in the Strategy document the need for a behaviour shift at system level ‘from treatment to prevention’ is identified, but this is not adequately followed through into the Roadmap. 

The Roadmap refers to “implement a package of initiatives to prevent and manage obesity”. The NZCPHM suggests that the Childhood Obesity Plan[footnoteRef:6] be specifically stated if this is what is being implied.  [6:  See http://www.health.govt.nz/our-work/diseases-and-conditions/obesity/childhood-obesity-plan  ] 


As noted above CMC and Members strongly urge the Ministry to include a far greater emphasis on aspects of health equity in the final version of the Strategy
4. Comment on the five identified strategic themes  

4.1 People powered
The words “people centred” resonates better within the sector than “people powered”. Some health consumers will welcome the opportunity to directly “engage with the system” but for others, before this can be a reality; extra resources will need to be allocated to health literacy. Research indicates that poor health literacy is linked to poor health status and may also be a strong contributor to health inequalities. Public health information is needed to motivate people to make positive life style choices.

Another component on this theme highlighted by the National Committee of the Australian and New Zealand College of Anaesthetists (ANZCA), is about clinicians and patients having conversations to facilitate wise decision making about the most appropriate care for the individual, including questioning whether or not various tests, treatments and procedures are necessary. This is a key aspect of the “Choosing Wisely” campaign that has gained support internationally, and that the medical profession in New Zealand is beginning to consider as set out in 4.5. 

As the Funding Review paper notes “consumers can encourage providers to be more consumer-centric, but this requires consumers to be well informed and have some choices”. 

It also requires them to be healthy enough to be able consider their options. 

The authors of the papers frequently assume a homogenous population and do not seem to recognise not everyone will want to deal with matters electronically. Further, a significant group of the population do not have online access such as the elderly, or those where English is not their first language, or those with limited income. Evidence suggests that people with serious mental illness have difficulty comprehending health-care advice. These are the groups that need health care the most.  

The Road Map is not explicit in how this strategy will be achieved apart from increasing “self management and digital technologies and promoting people led design”.

4.2 Closer to home
The Colleges accept that better integrated and more accessible services are needed and that all clinicians in the sector “should work at the top of their scope”. 

That said the current government strategy which is to enable more providers to deliver care (such as increased access to prescribing[footnoteRef:7], and more groups to be involved being involved in the delivery of care as set out in the Pharmacy Action plan[footnoteRef:8]), makes it more difficult to integrate services.  [7:  As set out in the proposed reorganisation of therapeutics products regulation ]  [8:  Where the Pharmacy Action Plan notes that “The pharmacy sector, in collaboration with other members of the health team and social-sector partners, will deliver a broad range of high-quality, accessible and cost-effective health-care services”.] 

 

Without effective information systems, (so each provider in the sector is aware of how the consumer is being treated/medicines prescribed by others), such as an electronic medical record, it is difficult to see how a wider range of providers can deliver safer more effective care. 

CMC supports a strong community based primary healthcare system but notes that continuous and comprehensive care is best provided by a collaborating multidisciplinary team of health professionals with oversight, delegation and leadership by the patient’s usual health provider (who is normally a GP[footnoteRef:9]).  [9:  Response to the Health Strategy from the Royal New Zealand College of General Practitioners.] 


As the Royal New Zealand College of General Practitioners (RNZCGP) notes in their response to the New Zealand Health Strategy “role expansion should only occur when a practitioner is practicing within a community team”.

Also as CMC noted in its response to the Pharmacy Action Plan “if pharmaceutical services are to expand, it is essential that research is undertaken to evaluate pharmacist-provided public and personal health services to ensure the outcome is beneficial and there are no unintended consequences caused by the proposed changes”. This evaluation will require research, time and funding to do effectively. 

Further, as noted in the reports commissioner by the Director General of Health, as part of this work, the number of DHBs increases sector fragmentation and this means there is a barrier to the promotion of best practice.  While it may be “politically” difficult to promote a change to the number of DHBs it does not seem possible to continue to provide safe, high-quality services cost effectively with 20 DHBs and the consequent duplication of services. As the Treasury report to the Minister notes “It does make sense from a patient safety and quality perspective and a financial one – to concentrate those services in fewer, larger Hospitals[footnoteRef:10]”  [10:  The Treasury, Briefings to Incoming Ministers Information November 2014 Updated May 2015 and August 2015

] 


4.3 Value on performance
The papers note that “strong performance measures can drive systems” but as has been noted several times by the Colleges, measures such as the current heath targets, cause shifts in resources from other necessary care. The current targets drive DHBs management to focus on delivering on the health targets and thus cause “unintended consequences in terms of the trade-offs that managers and clinicians need to make to achieve them”10.

The approach to move to more transparent performance outcome measures, while welcome, will need wide consultation with clinicians and (health providers and consumers) and careful implementation.  


4.4 One team
Like the other themes in the strategy, this is a worthwhile aim but the delivery of this is much more complex than the paper or the Road Map indicates and it involves more than having strong sector leadership. 

The sector would welcome a Ministry that is clearer on its role in the sector i.e. that it becomes a “competent sector leader”. 

In terms of medical leadership, it is noted that the Royal Australasian College of Medical Administrators already have good training packages for medical leaders which they do promote to SMOs. 

4.5 Smart system
As noted above accurate reliable data at the point of care which is able to be shared across all care providers is essential – but New Zealand is many years away from achieving such a system.

In terms of better clinical decision making, CMC is involved in the international programme called Choosing Wisely. This programme has been implemented in several countries overseas and aims to start discussions (in New Zealand) with clinicians and the public to avoid wasteful or unnecessary medical tests, treatments and procedures.  CMC aims to have a New Zealand approach, so that in partnership with consumers and other health care providers, discussion can take place on how clinicians can have a “conversation” with patients that not only results in better treatment options but also an improvement in quality of care for the patient. 
5. The Road Map 
Roadmap of Actions (companion document) identifies 20 work areas for the next five years to put the Strategy in place.

5.1 General points 
The key issue is how the reorientation of the sector is to be achieved in the time set by the Road Map document within current budget 

Many of the action points in the Road Map rely on access to better IT systems. Even with the best will in the world  and with greater centralisation though direction from the Ministry / Minster , a large improvement in sector IT and a fully implemented EMR does not seem to be achievable within the five year timeframe.

The Capacity and Capability report almost ignored medical workforce issues. Nor did it address any ways to identify and address the criticality or vulnerability of some speciality groups or the need for concrete strategies to address geographic variations in the access to care due to mal distribution of the medical and other workforces. 

5.2 Action 3
The need to get the best outcomes and to maximise value for people the sector cannot ignore the impact of long term conditions and end of life care. For the latter, the Royal Australasian College of Surgeons (RACS) has highlighted the need to have a community and medical discussion with respect to the provision of care of patients near the end of life[footnoteRef:11].  [11:  CMC- Medical Workforce in 2015, April 2015 ] 


The New Zealand National Committee of ANZCA have also noted that end of life care is an important part of health and well-being across the life course, which is missing from the strategy and recommends that end of life care should be included as a key component of the health strategy. This applies particularly to the right of terminally ill patients to dignity and comfort at the end of life, and access to expert palliative care. There is a great deal of public interest in end of life care issues currently, as demonstrated by the petition to Parliament for the Health Select Committee to investigate public attitudes towards medically assisted dying. ANZCA’s professional document PS38 Statement Relating to the Relief of Pain and Suffering and End of Life Decisions outlines ANZCA’s position on end of life care, and is available here: 
http://www.anzca.edu.au/resources/professional-documents

Moreover, the sector in looking to a better future cannot ignore the public expectations of health care and current levels of unmet need. The Royal New Zealand College of General Practitioners (RNZCGP) notes that the need for primary health care is similar to that documented in 2012/13. Unmet need for primary health care is more common among Māori and Pacific adults and children, and in those living in the most deprived socio economic areas[footnoteRef:12]. [12:   CMC- Medical Workforce in 2015, April 2015] 


5.3 Action 5
 This action notes that for long term health conditions the DHBs need to concentrate on prevention which is positive. However, as CMC has noted in its paper on the Medical Workforce in 2025, in the immediate future and until public health strategies pay off, the sector still needs to address increased care for the aging population and the current burden of chronic disease. The latter is not distributed evenly across New Zealand and has different impacts on different ethnic groups. As the Atlas of Variation developed by HQSC shows there is evidence demonstrating a strong correlation between deprivation scores and health outcomes[footnoteRef:13]. [13:  Atlas of Healthcare Variation (last updated 1 April 2015)  Available at: http://www.hqsc.govt.nz/our-programmes/health-quality-evaluation/projects/atlas-of-healthcare-variation/ ] 

The Royal Australasian College of Physicians (RACP) has noted that the rising prevalence of chronic illness and preventable communicable diseases resulting in ongoing disability and ill-health will continue to put pressure on demand for healthcare. Furthermore, these diseases are often borne disproportionately by individuals living in areas of social and economic deprivation[footnoteRef:14]  [14:   CMC- Medical Workforce in 2015, April 2015 ] 

The Royal Australian and New Zealand College of Psychiatrists also notes that the prevalence of mental disorders are common within the New Zealand population and furthermore 37% of those diagnosed with a mental disorder also presented with other mental and physical co-morbidities[footnoteRef:15].  [15:  Ministry of Health,   Te Rau Hinegaro: The New Zealand Mental Health Survey, 2006.] 

Mental health is inextricably linked to long-term physical conditions e.g. patients who experience a cardiovascular incident may also develop depression and people who have mental illness may develop metabolic disease due to anti-psychotic medication[footnoteRef:16].  The Strategy does not acknowledge the interplay between mental health and chronic physical conditions and how these complex issues will be addressed in future service models. [16:  The Royal Australian and New Zealand College of Psychiatrists,  Keeping body and mind together, 2015] 


5.4 Action 6
CMC welcomes cross- sectoral approaches and as the Royal Australian and New Zealand College of Psychiatrists has noted increased recognition that both physical and mental health requires cross-sector responses that involve the expertise of, and input from, a range of government departments and key stakeholders. 
                
5.5 Action 11
The investment approach is still untested even overseas. It is noted that Treasury have advised that “Lower expenditure does not provide a similarly reliable proxy for improved outcomes in the health system. Upfront spending on prevention, primary care and the management of chronic conditions may not be cost saving in the long run. This is because preventing fatal diseases leads to downstream costs as people live longer and develop other conditions, so the costly last year of life is simply postponed. Such spending may nevertheless be worthwhile and cost effective in terms of the health and quality of life”[footnoteRef:17]. [17:  The Treasury, Briefings to Incoming Ministers Information November 2014 Updated May 2015 and August 2015] 


5.6 Action 15
CMC is supportive of having an integrated health advisory structure reporting to the Director General of Health; however it notes that bodies such as the NHC are currently able to provide independent and contestable advice. In addition, the NHC recent methodology of focusing their research on models of care is now tested, and is transparent and evidence based. Notwithstanding, members have noted that the NHC methodology in the past has meant that the results are often slow in getting finalised. But starting again to develop a new structure to advise the Director General on future investment and disinvestment may not be efficient, and diffusing NHC expertise across the Ministry may not result in better outcomes.
Thank you for the opportunity to be able to respond to this paper. 
Yours sincerely, 
[redacted]

Chair of the Council of Medical Colleges


APPENDIX 1

Relevant CMC resources:

 In recent years CMC has held information forums and developed statements on 
· Position on Advanced Nursing Scopes and Physician Assistant Developments (2013)
· Fit for Purpose: CMC Position paper on medical generalist/specialist roles and postgraduate training in New Zealand (2013) 
·  Medical generalist/specialist roles and postgraduate training for New Zealand: Does New Zealand need more generalists? (2013)

CMC has noted in its response to the incoming Minister of Health: 
The health workforce strategy and organisation needs urgent attention in order to be more coherent and efficient and so that training of specialists links to models of care that deliver the treatment and services patients need. 

It is vital to ensure that funding is available for the NZ health sector to train a medical workforce that is fit-for-purpose and has the capacity to deliver relevant, quality health services for the complex needs of a diverse population. Emphasis must remain on quality improvement and patient safety in the way that training and delivery of specialist care is organised.

CMC also supports a Government coordinated approach to address the following:
• Alcohol misuse: Alcohol use continues to be an important risk factor in the burden of disease and health loss in New Zealand. As well as the well documented costs to society (including crime and drink-driving) there is strong evidence linking the misuse of alcohol to injury, deaths and health issues including chronic diseases.

• Obesity: The current and future preventable illnesses caused by New Zealanders’ high rate of obesity - particularly among children – are insupportable.
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Challenges and opportunities
The Strategy reflects a range of challenges and opportunities that are relevant to New Zealand’s health system. Some of these are outlined in I. Future Direction on pages 5–7.

1.	Are there any additional or different challenges or opportunities that should be part of the background for the Strategy?
	1) Add the challenge of real and meaningful actioning of Te Tiriti in the Health system.

Currently the different relationships and mechanisms in place to action Te Tiriti in the NZ health system are variable in their effectiveness. 

As tangata whenua we acknowledge the whole Tiriti document and emphasise the First Tiriti in te reo Maori – preamble and all articles. 

However we are aware that the Crown does not at this time acknowledge or entertain conversation and exchange on the basis of the full TOW instead has substituted the Principles of the Treaty. As such we will base this submission on the full Tiriti but converse with the MOH using the principles of Te Tiriti. 


2) Demonstrate your acknowledgement of Te Tiriti from start to finish within document. 

This requires that every section and strategy of the document is explicit in providing the tangata whenua viewpoints and themes. This includes specific tangata whenua actions and strong alignment with He Korowai Oranga. 

3) Refer to Mäori as tangata whenua within the document. 

We are ethnically Mäori and from our world view we are tangata whenua. This recognises our unique position as the indigenous people of Aotearoa New Zealand and the partner to Te Tiriti.

This document should not replace He Korowai oranga but should aim to improve the conditions within the NZ health Sector so that He Korowai Oranga can be implemented effectively.



The future we want
The statement on page 8 of I. Future Direction seeks to capture the future we want for our health system:
So that all New Zealanders live well, stay well, get well, we will be people-powered, providing services closer to home, designed for value and high performance, and working as one team in a smart system.

2.	Does the statement capture what you want from New Zealand’s health system? What would you change or suggest instead?
	Te Tiriti as found document of Aotearoa is missing

The whole person is missing from this direction 

The whanau is missing from the direction and from the whole document

Life Course approach is needed so that all of the attention is not on older people with little flow of resources to young people and prevention.




A set of eight principles is proposed to guide the New Zealand health system. These principles are listed on page 9 of I. Future Direction and page 31 of II. Roadmap of Actions.

3	Do you think that these are the right principles for the New Zealand health system? Will these be helpful to guide us to implement the Strategy?
	On reading the updated version of the strategy, we notice that the Tiriti principle has dropped from first to nearly last in the list of principles. This strongly signals a reduced priority that the Ministry of Health has for Te Tiriti and its special relationship with tangata whenua. 

In order to provide a more balanced document with adequate priority and meaningful engagement with Te Tiriti and tangata whenua we recommend:

1) Return the principle for Te Tiriti to its position as the first principle of the Strategy as it was in its predecessor. 

2) Change the wording of the principle referring to Te Tiriti to:

Acknowledge and action the special relationship between tangata whenua and the Crown under the Treaty of Waitangi




Five strategic themes
The Strategy proposes five strategic themes to focus action – people-powered, closer to home, value and high performance, one team and smart system (I. Future Direction, from page 10).

4	Do these five themes provide the right focus for action? Do the sections ‘What great might look like in 10 years’ provide enough clarity and stretch to guide us?
	
1) Add one more Strategic theme called Actioning Te Tiriti in the New Zealand Health Sector. 


Roadmap of Actions
II. Roadmap of Actions has 20 areas for action over the next five years.

5	Are these the most important action areas to guide change in each strategic theme? Are there other actions that would be better at helping us reach our desired future?
	Currently Tangata whenua are largely not included in this roadmap. To make the point again - his action plan should not replace He Korowai oranga but should provide the necessary conditions and developments so that He Korowai Oranga can be implemented in the New Zealand Health Sector. 

1) Select 5 – 10 vital actions that will make the biggest difference to bringing to life te tiriti in the health sector and make a difference to tangata whenua wellness. 

Suggestions to be included as actions

· An honest evaluation is required to ascertain how well Te Tiriti is being acknowledged and actioned in the New Zealand Health sector. Partnership, Participation and Protection of tangata whenua health in many areas is being eroded and diminishing. Just look at this strategy and ask yourself if this document is a true reflection of the intention of Te Tiriti o Waitangi? There are many threads to this work and much of it is sitting ready to be brought together in a single picture. Other areas may need some work.  

· Develop an investment Plan for tangata whenua health

· Create a regular monitoring report to measure and disseminate information on progress on actioning Te Tiriti in the New Zealand Health system utilising RBA and infographics that are meaningful to the sector and to tangata whenua . 



Turning strategy into action
6	What sort of approaches do you think will best support the ongoing development of the Roadmap of Actions? Do you have ideas for tracking and reporting of progress?
	See section above to create a TOW in action report and add case studies and vignettes about the reality for tangata whenua. Not only the feel good stories as the reality is many tangata whenua have negative experience and outcomes. Show true leadership by being willing to learn from reality. 



Any other matters
7	Are there any other comments you want to make as part of your submission?
	We cannot see ourselves in this document – save for the disparity statements which talk about Maori inequalities. Consider Sharing our innovations and evidence of Maori health gains. 
 
There is no proactive response to improving Maori health. Draw upon and recognise traditional Maori wisdom and frameworks as valued as part of the body of knowledge of wellness in Aotearoa NZ. 
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Giving children the best health care possible
Submission on the Update of the New Zealand Health Strategy



Submission on the Update of the New Zealand Health Strategy Health care for children is not just an investment in their wellbeing.  
It is a sound investment in the future of our nation.

The Children’s Commissioner has a legislative mandate to advocate for children. All children have the right to the best health care possible. This submission endorses the direction of the proposed New Zealand Health Strategy, and provides advice on how it can be made more concrete and how a more child-centred focus can be applied to improve health outcomes for all.
Summary
I endorse the general direction of the draft Health strategy. I am particularly pleased to see the emphasis on children and families in Action Area 6, on improving equity of outcomes, the investment approach, improved collaboration between primary and secondary care, and Health taking its role in supporting other Ministries to achieve their goals. I am pleased to see support for, or plans to grow, existing programmes and approaches, e.g. clinical networks, Well Child/ Tamariki Ora, Patient Portals and the integrated maternity record. 
This submission suggests ways to strengthen the principles, in particular to improve outcomes for children. I suggest ways the Ministry of Health can support other Ministries to achieve their goals and patient groups that could be prioritised for investment. 
I would particularly like to see more work done on Action 16a, developing a system-wide leadership and talent management programme, drawing on the experience of the United Kingdom’s National Health Service Leadership Academy and Harvard School of Public Health. I believe this will be a critical investment, without which most initiatives will fail to achieve their potential. 
Best health care possible for all children – A good start to life
The New Zealand Health Strategy goal – that all New Zealanders live well, stay well, get well –depends on a good start in life. A healthy start can be supported through pre-natal education and care, safe births, parenting skills, good nutrition and early child health and disability support. 
Investing in children’s health has benefits later in life and supports the preventative health care approach evident in this strategy. It is also important that children are prioritised as they do not make their own lifestyle decisions and are vulnerable to the situation into which they are born. A focus on children living in deprived areas and those with disabilities will contribute to more equitable outcomes.
Investing in children produces greater return on investment through positive long-term outcomes[footnoteRef:18]. An investment approach focused on children and their carers will have substantial gains for the health system, children and society. [18:  www.occ.org.nz/assets/Publications/Choose-Kids-Why-investing-in-children-benefits-all-New-Zealanders-OCC-2.pdf] 

Make the principles more concrete
The principles broadly cover all the areas that a well-designed strategy would need to include. However, the strategy would benefit from a greater recognition of the centrality of children. We recommend principles 1 or 2 should explicitly include a child-centred principle. For example Principle 1 could read, “The best health and wellbeing for all New Zealanders from before conception, through childhood to old age.”
I also recommend that principle 4 should have a clearer focus on the unique relationship between tangata whenua and the Crown under the Treaty of Waitangi. I suggest the focus of principle 4 should be greater than simply “acknowledging” this relationship, and focus on how it will demonstrate commitment to the Treaty. 
Māori children (as well as Pacific children) are less likely to access health care early, and tend to have worse outcomes across all measures. The strategy could give effect to the Treaty by explicitly targeting more equitable health outcomes for Māori. This could be a specific Action, or a theme across all Actions, with a specific Maori and Pacific section for each, that would aim to address inequities shared by these groups. For example Action 3 could include greater cultural capability across service providers, or practical supports that help people make it to appointments. There needs to be a greater focus on making the health system more accessible to disadvantaged families. 
Action 8 should specifically require services to dis-aggregate data by ethnicity and report on differences. We recommend their performance reporting should include their plans to reduce inequitable outcomes. Such actions would implement Principle 4 more tangibly.
Having a shared definition of ‘at-risk children’
The strategy aims to improve the health and social outcomes for all children, particularly those ‘at risk’. However there does not appear to be a definition of ‘at risk’ and this is an area that requires a shared understanding. 
I suggest the Ministry of Health uses the Children’s Action Plan definition of vulnerable children; “Vulnerable children are children who are at significant risk of harm to their wellbeing now and into the future, as a consequence of the environment in which they are being raised, and in some cases, due to their own complex needs. Environmental factors that influence child vulnerability include not having their basic emotional, physical, social, developmental and/or cultural needs met at home or in their wider community”. (White Paper for Vulnerable Children, Vol 1, p6.) 
For example, I recommend that children in care of the State be included in those ‘at risk’. Many of these children have severe behavioural and learning difficulties, with conduct disorder, depression, post-traumatic stress disorder, alcohol and drug addiction and other mental illnesses. They also suffer poor dental health and other illnesses with a social gradient. Having children in ‘care’ of the State means the government is responsible for those children’s health and education outcomes, as if it were a parent. Currently, children in care of the State do not get access to services they need because even if their carers recognise that they need help, they often miss out on therapeutic treatments, or remain on waiting lists without targeted or preferential treatment. However, parents of other children can choose providers, and get treatment through stronger advocacy or paying. Mental health services for children in State care, in particular, should be a priority of the Government.
Note this definition also requires the Ministry of Health to prioritise parents and caregivers of children, where their illness or disability impacts on children, for example children of parents with mental illness and addictions (COMPIA). 
The work currently underway across government, including the Ministry of Social Development, to identify the numbers of children suffering material deprivation may also usefully contribute to the definitions of children ‘at-risk’.
A more joined-up, prioritised set of actions
A great start for children, families and whānau (Action 6)
The initiatives listed in Action 6, while all valid and important areas of preventative health-care, seem somewhat dis-jointed. I recommend that this set of initiatives be prefaced with outcome statements about ‘what a great start looks like‘, to help identify the most important initiatives more strategically. In Annex 1 I have suggested an ‘example’ list of such outcome statements that would support Action 6. 
[bookmark: _Ref436062875]Parents need greater support to bring up healthy children
A key gap in the Well Child/ Tamariki Ora (WCTO) supports for new born babies and their parents is parenting education and behavioural supports. Currently, the role of health in parent support is largely limited to WCTO visits and the B4School health and development check.
WCTO services need to be expanded to include universal parenting and behavioural education and supports, and they need to be delivered in culturally relevant ways to reach all babies and toddlers. All parents benefit from education on parenting skills, while more focused intervention is needed for those at greater risk. The Triple P Programme is an example. 
Preventative health-care should begin at least from birth. Breast-fed babies have more resilient immune systems and metabolisms, supporting healthier bodies during childhood. However, there is no mention of breastfeeding in the strategy. 
People with adequate understanding of childhood development and, critically, tools for managing child behaviour, are less likely to be controlling, abusive or neglectful. They are more likely to provide opportunities for children to learn about safety, to participate in sport, to control their eating, and to learn positive self-esteem and about healthy relationships. 
Broaden the focus from children of offenders to those of all vulnerable families 
There is a focus on connecting to health care services the ‘children and families of offenders’ [Action 6 (f)]. While this is certainly a key population group, it seems odd to prioritise this group over other vulnerable children or to not link it to the Government’s other work on vulnerable children, e.g., children of parents with mental illness, addictions, family violence, low IQ, teen parents, those with low incomes, welfare dependency and poor family supports. 
If the vision were to ‘connect vulnerable families to health services’, then one initiative to start on could be the children and families of offenders. It may be an existing initiative that is ideal for implementation in the first five years of the strategy, simply because it is currently being progressed. 
The Ministry may wish to consult with the Ministry of Social Development on how it could add value to the Children’s Action Plan, which is not yet referenced in the Update of the New Zealand Health Strategy. 
Support for the Ministry of Education’s strategy for at-risk 15-24 year-olds (Action 6 e ii)
Now is a good time to prioritise access to health and social services for at-risk young people, improve the quality and accessibility of care to these young people and integration of mental, sexual and general health services, education and social services for this group. The literature suggests that integrated Youth One Stop Shops are a powerful way to achieve these goals. 
There is an urgent need to fill the gap between all learning disabilities and mental health care. The action relating to a better response to children and families living with foetal alcohol spectrum disorders (FASD) is very important and overdue. We recommend that the work on FASD proceed urgently with adequate supports. 
Issues faced by FASD children also affect children with other spectrum disorders, such as Learning Disability, Autism Spectrum Disorder and Attachment Disorders, which carry higher risks of mental illness and lifelong disability. Investing in early diagnosis and post-diagnosis support can reduce the risk of poor educational outcomes, mental illness, welfare dependency and crime in these children. Currently access to diagnosis and post-diagnosis support for children with these conditions is highly variable. 
‘People-power’ does not work for children without adequate parental support
I agree that the system should understand people’s needs, help them in making healthy choices, and involve them in designing health services that meet their needs. Patient-centred booking of appointments and Patient Portals are good examples.
However these initiatives are rarely relevant to children. Children do not understand their own needs, or make their own health choices, and are often side-lined in consultations on service design. Children rarely have the capacity to take power over their access to the healthcare they need, and younger children are unlikely to participate directly in the proposed technological access to health  records (e.g. through mobile devices). 
A way to empower children through the health system would be to actively seek their views on how they want to receive services, how they would like to navigate the system and make complaints, or what they need for their advocacy. We have developed advice on how to consult with children on our website: Listening2Kids[footnoteRef:19]. This can support Action 2 – Promoting people-led service design. [19:  www.occ.org.nz/listening2kids] 

I recommend a specific action in Action 2 to require DHBs to consult with children in the design and evaluation of health services. Improvements that work for children (such as use of plain English) will make the system more accessible to children, young people and for other disadvantaged people too.
A people-focused system will be beneficial for New Zealanders but there are trade-offs
The strategy discusses the need to apply an investment approach and help people to make their own healthy decisions. A preventative health care approach is seen as the only affordable way to a healthier future. 
This may be true, but the public needs to adjust to this strategic shift. How will the Ministry of Health manage the public conversation on the trade-offs? 
Funding, treatments, therapies and medicines are currently applied to those who are most ill, even if patients are less likely to respond well due to advanced illness. Such prioritisation is inconsistent with an investment approach. In contrast, investing earlier in the life of a problem may enable patients to respond more fully to treatment, become well and productive again.
Investment to enable a better start in life – through a greater focus on early childhood – can be afforded more easily when investment is directed where it can have the most impact. This will require a conversation about what constitutes appropriate and timely health care and how those investment decisions are determined. 
build leadership, talent and workforce (Action 16)There is a significant social gradient to most health outcomes. 
Investment in children can mitigate the effects of poverty and result in a healthier, more productive population over time

Quality of care, patient outcomes and success in implementing new initiatives are strongly correlated with the depth of leadership and management ability within health services. I believe the success of the Strategy will largely depend on the effectiveness of implementing this Action, in particular 16a, developing a system-wide leadership and talent management programme. 
The international experience is that leadership development in Health requires specific training in health service leadership and management. Health leadership and management training is delivered in different ways internationally, e.g., the NHS Leadership Academy and Harvard School of Public Health. Both are partnerships between health services, academics in health, leadership and management and private enterprise. 
I recommend Ministry staff be sent to review these programmes and report back.
will the Strategy be enough to deliver better health outcomes for all?
The Ministry’s role in addressing the determinants of health is largely unaddressed in the draft Strategy. The Ministry has a fundamental role to engage with other Ministries and Ministers to explain the impact of determinants of health and social outcomes such as income inequality and poverty, crowding and low-quality housing, family violence, easy access to very low-priced alcohol, sugary soft drinks and poor urban planning. There is a significant social gradient to most health outcomes for children (see the Child Poverty Monitor Technical Report, www.nzchildren.co.nz). These issues will persist in the health sector unless child poverty is also addressed. 
Similarly, the initiatives in the Obesity Plan are likely to have limited impact until consumption of calorie-dense, low nutritional value food and drinks is significantly reduced by addressing access, pricing and direct marketing of these products to children.
Investment in children can mitigate the effects of poverty and result in a healthier, more productive population over time. Preventative health – particularly lifestyle and dietary health messages – have their greatest impact on receptive children who are most at-risk of poor health outcomes. This includes those with disabilities, and those in low income families, poor housing, and deprived areas. 
In conjunction with parenting supports, improving vulnerable children’s health and cognitive development will also improve the return on investment in education. Better education outcomes lead to higher incomes – an important route to raising families out of poverty and improving health in the next generation. 
Children deserve health and wellbeing in their own right, not just because they are potentially productive ‘adults-in-waiting.’ 
New Zealand is a signatory to the United Nations Convention on the Rights of the Child, which states that all children have the right to the best health care possible (Article 24) and may not be discriminated against (Article 2). The Government therefore has a global responsibility to fulfil its promise on page 38 of the Update of the New Zealand Health Strategy: “to improve and make more equitable the health and social outcomes for all children, families and whānau, particularly those at risk.” 
I appreciate the opportunity to make this submission to promote the best health care possible for all the children of New Zealand.

[image: Russell signature]
Dr Russell Wills
Children’s Commissioner


Annex 1 example outcome statements for action 6 
	[bookmark: _Ref436140707]Action 6 A great start for children, families and whānau

	What ‘a great start’ looks like
	Initial initiatives in roadmap

	Seamless and collaborative Government policy results in more equitable health and social outcomes of all people.
	The Ministry of Health will continue to collaborate across government agencies, using social investment and life-course approaches, to improve and make more equitable the health and social outcomes for all children, families and whānau, particularly those at risk. 

	All women have healthy pregnancies and good postnatal health, including support for mental health issues.
	a.  Increase support to pregnant and postnatal women experiencing mental health and alcohol and other drug conditions. 

	All women have healthy pregnancies and good postnatal health including support to make healthy choices. 
	b.  Promote healthy nutrition and activity for pregnant women and children to reduce the prevalence of childhood and adult obesity. 

	All women have healthy pregnancies and good postnatal health, focusing on babies growing up in positive environments. 
	c.  Support families, especially those with new born babies, to have healthy housing (warm, dry and smoke-free) and address crowding issues, to reduce transmission of infectious diseases and family stress. 

	Health and Education collaborate to ensure healthy pre-school development.
	d.  Improve collaboration between early childhood services and health services for pre-schoolers to improve early childhood education attendance and better address unmet health and development needs. 

	Health and Education collaborate to ensure healthy school-age development of children and young people.
	e.  Be a strong participant in the Government’s programme of work to improve social outcomes for children and young people, with initial focus on: 

	
	i.  leading the Government’s programme of work to ensure all children, at the age of six, turn up to school regularly, are ready to learn, are well fed and healthy, and live in a safe and nurturing environment 

	
	ii.  supporting Ministry of Education’s lead on the Government’s strategy for at-risk 15- to 24-year-olds, which includes working towards improved health outcomes for these young people. 

	Vulnerable families access health services in a timely manner.
	f.  Connect children and families of offenders to health services. 

	Family and sexual violence is avoided through positive programmes across society and support for young people to have healthy relationships.
	g.  Work with the Accident Compensation Corporation and other partners to build on a range of programmes that support young people to make healthy relationship choices with the aim of reducing the incidence of sexual and family violence in the future. 

	All children with learning disabilities and behavioural problems on a spectrum receive the support needed* 
	h.  Lead the development of a plan to improve the health system’s response to children and families who are living with foetal alcohol spectrum disorders.


* Needed, for example, to i) reduce the risk of mental illness in the children or their families, and ii) enable children to develop to their full potential.
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Challenges and opportunities
The Strategy reflects a range of challenges and opportunities that are relevant to New Zealand’s health system. Some of these are outlined in I. Future Direction on pages 5–7.

1.	Are there any additional or different challenges or opportunities that should be part of the background for the Strategy?
	1) Add the challenge of real and meaningful actioning of Te Tiriti in the Health system.

Currently the different relationships and mechanisms in place to action Te Tiriti in the NZ health system are variable in their effectiveness. 

As tangata whenua we acknowledge the whole Tiriti document and emphasise the First Tiriti in te reo Maori – preamble and all articles. 

However we are aware that the Crown does not at this time acknowledge or entertain conversation and exchange on the basis of the full TOW instead has substituted the Principles of the Treaty. As such we will base this submission on the full Tiriti but converse with the MOH using the principles of Te Tiriti. 


2) Demonstrate your acknowledgement of Te Tiriti from start to finish within document. 

This requires that every section and strategy of the document is explicit in providing the tangata whenua viewpoints and themes. This includes specific tangata whenua actions and strong alignment with He Korowai Oranga. 

3) Refer to Mäori as tangata whenua within the document. 

We are ethnically Mäori and from our world view we are tangata whenua. This recognises our unique position as the indigenous people of Aotearoa New Zealand and the partner to Te Tiriti.

This document should not replace He Korowai oranga but should aim to improve the conditions within the NZ health Sector so that He Korowai Oranga can be implemented effectively.



The future we want
The statement on page 8 of I. Future Direction seeks to capture the future we want for our health system:
So that all New Zealanders live well, stay well, get well, we will be people-powered, providing services closer to home, designed for value and high performance, and working as one team in a smart system.

2.	Does the statement capture what you want from New Zealand’s health system? What would you change or suggest instead?
	Te Tiriti as found document of Aotearoa is missing

The whole person is missing from this direction 

The whanau is missing from the direction and from the whole document

Life Course approach is needed so that all of the attention is not on older people with little flow of resources to young people and prevention.




A set of eight principles is proposed to guide the New Zealand health system. These principles are listed on page 9 of I. Future Direction and page 31 of II. Roadmap of Actions.

3	Do you think that these are the right principles for the New Zealand health system? Will these be helpful to guide us to implement the Strategy?
	On reading the updated version of the strategy, we notice that the Tiriti principle has dropped from first to nearly last in the list of principles. This strongly signals a reduced priority that the Ministry of Health has for Te Tiriti and its special relationship with tangata whenua. 

In order to provide a more balanced document with adequate priority and meaningful engagement with Te Tiriti and tangata whenua we recommend:

3) Return the principle for Te Tiriti to its position as the first principle of the Strategy as it was in its predecessor. 

4) Change the wording of the principle referring to Te Tiriti to:

Acknowledge and action the special relationship between tangata whenua and the Crown under the Treaty of Waitangi




Five strategic themes
The Strategy proposes five strategic themes to focus action – people-powered, closer to home, value and high performance, one team and smart system (I. Future Direction, from page 10).

4	Do these five themes provide the right focus for action? Do the sections ‘What great might look like in 10 years’ provide enough clarity and stretch to guide us?
	2) Add one more Strategic theme called Actioning Te Tiriti in the New Zealand Health Sector. 


Roadmap of Actions
II. Roadmap of Actions has 20 areas for action over the next five years.

5	Are these the most important action areas to guide change in each strategic theme? Are there other actions that would be better at helping us reach our desired future?
	Currently Tangata whenua are largely not included in this roadmap. To make the point again - his action plan should not replace He Korowai oranga but should provide the necessary conditions and developments so that He Korowai Oranga can be implemented in the New Zealand Health Sector. 

2) Select 5 – 10 vital actions that will make the biggest difference to bringing to life te tiriti in the health sector and make a difference to tangata whenua wellness. 

Suggestions to be included as actions

· An honest evaluation is required to ascertain how well Te Tiriti is being acknowledged and actioned in the New Zealand Health sector. Partnership, Participation and Protection of tangata whenua health in many areas is being eroded and diminishing. Just look at this strategy and ask yourself if this document is a true reflection of the intention of Te Tiriti o Waitangi? There are many threads to this work and much of it is sitting ready to be brought together in a single picture. Other areas may need some work.  

· Develop an investment Plan for tangata whenua health

· Create a regular monitoring report to measure and disseminate information on progress on actioning Te Tiriti in the New Zealand Health system utilising RBA and infographics that are meaningful to the sector and to tangata whenua . 



Turning strategy into action
6	What sort of approaches do you think will best support the ongoing development of the Roadmap of Actions? Do you have ideas for tracking and reporting of progress?
	See section above to create a TOW in action report and add case studies and vignettes about the reality for tangata whenua. Not only the feel good stories as the reality is many tangata whenua have negative experience and outcomes. Show true leadership by being willing to learn from reality. 



Any other matters
7	Are there any other comments you want to make as part of your submission?
	We cannot see ourselves in this document – save for the disparity statements which talk about Maori inequalities. Consider Sharing our innovations and evidence of Maori health gains. 
 
There is no proactive response to improving Maori health. Draw upon and recognise traditional Maori wisdom and frameworks as valued as part of the body of knowledge of wellness in Aotearoa NZ. 
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Challenges and opportunities
The Strategy reflects a range of challenges and opportunities that are relevant to New Zealand’s health system. Some of these are outlined in I. Future Direction on pages 5–7.

1.	Are there any additional or different challenges or opportunities that should be part of the background for the Strategy?
	1) Add the challenge of real and meaningful actioning of Te Tiriti in the Health system.

Currently the different relationships and mechanisms in place to action Te Tiriti in the NZ health system are variable in their effectiveness. 

As tangata whenua we acknowledge the whole Tiriti document and emphasise the First Tiriti in te reo Maori – preamble and all articles. 

However we are aware that the Crown does not at this time acknowledge or entertain conversation and exchange on the basis of the full TOW instead has substituted the Principles of the Treaty. As such we will base this submission on the full Tiriti but converse with the MOH using the principles of Te Tiriti. 


2) Demonstrate your acknowledgement of Te Tiriti from start to finish within document. 

This requires that every section and strategy of the document is explicit in providing the tangata whenua viewpoints and themes. This includes specific tangata whenua actions and strong alignment with He Korowai Oranga. 

3) Refer to Mäori as tangata whenua within the document. 

We are ethnically Mäori and from our world view we are tangata whenua. This recognises our unique position as the indigenous people of Aotearoa New Zealand and the partner to Te Tiriti.

This document should not replace He Korowai oranga but should aim to improve the conditions within the NZ health Sector so that He Korowai Oranga can be implemented effectively.



The future we want
The statement on page 8 of I. Future Direction seeks to capture the future we want for our health system:
So that all New Zealanders live well, stay well, get well, we will be people-powered, providing services closer to home, designed for value and high performance, and working as one team in a smart system.

2.	Does the statement capture what you want from New Zealand’s health system? What would you change or suggest instead?
	Te Tiriti as found document of Aotearoa is missing

The whole person is missing from this direction 

The whanau is missing from the direction and from the whole document

Life Course approach is needed so that all of the attention is not on older people with little flow of resources to young people and prevention.




A set of eight principles is proposed to guide the New Zealand health system. These principles are listed on page 9 of I. Future Direction and page 31 of II. Roadmap of Actions.

3	Do you think that these are the right principles for the New Zealand health system? Will these be helpful to guide us to implement the Strategy?
	On reading the updated version of the strategy, we notice that the Tiriti principle has dropped from first to nearly last in the list of principles. This strongly signals a reduced priority that the Ministry of Health has for Te Tiriti and its special relationship with tangata whenua. 

In order to provide a more balanced document with adequate priority and meaningful engagement with Te Tiriti and tangata whenua we recommend:

5) Return the principle for Te Tiriti to its position as the first principle of the Strategy as it was in its predecessor. 

6) Change the wording of the principle referring to Te Tiriti to:

Acknowledge and action the special relationship between tangata whenua and the Crown under the Treaty of Waitangi




Five strategic themes
The Strategy proposes five strategic themes to focus action – people-powered, closer to home, value and high performance, one team and smart system (I. Future Direction, from page 10).

4	Do these five themes provide the right focus for action? Do the sections ‘What great might look like in 10 years’ provide enough clarity and stretch to guide us?
	3) Add one more Strategic theme called Actioning Te Tiriti in the New Zealand Health Sector. 


Roadmap of Actions
II. Roadmap of Actions has 20 areas for action over the next five years.

5	Are these the most important action areas to guide change in each strategic theme? Are there other actions that would be better at helping us reach our desired future?
	Currently Tangata whenua are largely not included in this roadmap. To make the point again - his action plan should not replace He Korowai oranga but should provide the necessary conditions and developments so that He Korowai Oranga can be implemented in the New Zealand Health Sector. 

3) Select 5 – 10 vital actions that will make the biggest difference to bringing to life te tiriti in the health sector and make a difference to tangata whenua wellness. 

Suggestions to be included as actions

· An honest evaluation is required to ascertain how well Te Tiriti is being acknowledged and actioned in the New Zealand Health sector. Partnership, Participation and Protection of tangata whenua health in many areas is being eroded and diminishing. Just look at this strategy and ask yourself if this document is a true reflection of the intention of Te Tiriti o Waitangi? There are many threads to this work and much of it is sitting ready to be brought together in a single picture. Other areas may need some work.  

· Develop an investment Plan for tangata whenua health

· Create a regular monitoring report to measure and disseminate information on progress on actioning Te Tiriti in the New Zealand Health system utilising RBA and infographics that are meaningful to the sector and to tangata whenua . 



Turning strategy into action
6	What sort of approaches do you think will best support the ongoing development of the Roadmap of Actions? Do you have ideas for tracking and reporting of progress?
	See section above to create a TOW in action report and add case studies and vignettes about the reality for tangata whenua. Not only the feel good stories as the reality is many tangata whenua have negative experience and outcomes. Show true leadership by being willing to learn from reality. 



Any other matters
7	Are there any other comments you want to make as part of your submission?
	We cannot see ourselves in this document – save for the disparity statements which talk about Maori inequalities. Consider Sharing our innovations and evidence of Maori health gains. 
 
There is no proactive response to improving Maori health. Draw upon and recognise traditional Maori wisdom and frameworks as valued as part of the body of knowledge of wellness in Aotearoa NZ. 
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Challenges and opportunities
The Strategy reflects a range of challenges and opportunities that are relevant to New Zealand’s health system. Some of these are outlined in I. Future Direction on pages 5–7.

1.	Are there any additional or different challenges or opportunities that should be part of the background for the Strategy?
	1) Add the challenge of real and meaningful actioning of Te Tiriti in the Health system.

Currently the different relationships and mechanisms in place to action Te Tiriti in the NZ health system are variable in their effectiveness. 

As tangata whenua we acknowledge the whole Tiriti document and emphasise the First Tiriti in te reo Maori – preamble and all articles. 

However we are aware that the Crown does not at this time acknowledge or entertain conversation and exchange on the basis of the full TOW instead has substituted the Principles of the Treaty. As such we will base this submission on the full Tiriti but converse with the MOH using the principles of Te Tiriti. 


2) Demonstrate your acknowledgement of Te Tiriti from start to finish within document. 

This requires that every section and strategy of the document is explicit in providing the tangata whenua viewpoints and themes. This includes specific tangata whenua actions and strong alignment with He Korowai Oranga. 

3) Refer to Mäori as tangata whenua within the document. 

We are ethnically Mäori and from our world view we are tangata whenua. This recognises our unique position as the indigenous people of Aotearoa New Zealand and the partner to Te Tiriti.

This document should not replace He Korowai oranga but should aim to improve the conditions within the NZ health Sector so that He Korowai Oranga can be implemented effectively.



The future we want
The statement on page 8 of I. Future Direction seeks to capture the future we want for our health system:
So that all New Zealanders live well, stay well, get well, we will be people-powered, providing services closer to home, designed for value and high performance, and working as one team in a smart system.

2.	Does the statement capture what you want from New Zealand’s health system? What would you change or suggest instead?
	Te Tiriti as found document of Aotearoa is missing

The whole person is missing from this direction 

The whanau is missing from the direction and from the whole document

Life Course approach is needed so that all of the attention is not on older people with little flow of resources to young people and prevention.




A set of eight principles is proposed to guide the New Zealand health system. These principles are listed on page 9 of I. Future Direction and page 31 of II. Roadmap of Actions.

3	Do you think that these are the right principles for the New Zealand health system? Will these be helpful to guide us to implement the Strategy?
	On reading the updated version of the strategy, we notice that the Tiriti principle has dropped from first to nearly last in the list of principles. This strongly signals a reduced priority that the Ministry of Health has for Te Tiriti and its special relationship with tangata whenua. 

In order to provide a more balanced document with adequate priority and meaningful engagement with Te Tiriti and tangata whenua we recommend:

7) Return the principle for Te Tiriti to its position as the first principle of the Strategy as it was in its predecessor. 

8) Change the wording of the principle referring to Te Tiriti to:

Acknowledge and action the special relationship between tangata whenua and the Crown under the Treaty of Waitangi




Five strategic themes
The Strategy proposes five strategic themes to focus action – people-powered, closer to home, value and high performance, one team and smart system (I. Future Direction, from page 10).

4	Do these five themes provide the right focus for action? Do the sections ‘What great might look like in 10 years’ provide enough clarity and stretch to guide us?
	4) Add one more Strategic theme called Actioning Te Tiriti in the New Zealand Health Sector. 


Roadmap of Actions
II. Roadmap of Actions has 20 areas for action over the next five years.

5	Are these the most important action areas to guide change in each strategic theme? Are there other actions that would be better at helping us reach our desired future?
	Currently Tangata whenua are largely not included in this roadmap. To make the point again - his action plan should not replace He Korowai oranga but should provide the necessary conditions and developments so that He Korowai Oranga can be implemented in the New Zealand Health Sector. 

4) Select 5 – 10 vital actions that will make the biggest difference to bringing to life te tiriti in the health sector and make a difference to tangata whenua wellness. 

Suggestions to be included as actions

· An honest evaluation is required to ascertain how well Te Tiriti is being acknowledged and actioned in the New Zealand Health sector. Partnership, Participation and Protection of tangata whenua health in many areas is being eroded and diminishing. Just look at this strategy and ask yourself if this document is a true reflection of the intention of Te Tiriti o Waitangi? There are many threads to this work and much of it is sitting ready to be brought together in a single picture. Other areas may need some work.  

· Develop an investment Plan for tangata whenua health

· Create a regular monitoring report to measure and disseminate information on progress on actioning Te Tiriti in the New Zealand Health system utilising RBA and infographics that are meaningful to the sector and to tangata whenua . 



Turning strategy into action
6	What sort of approaches do you think will best support the ongoing development of the Roadmap of Actions? Do you have ideas for tracking and reporting of progress?
	See section above to create a TOW in action report and add case studies and vignettes about the reality for tangata whenua. Not only the feel good stories as the reality is many tangata whenua have negative experience and outcomes. Show true leadership by being willing to learn from reality. 



Any other matters
7	Are there any other comments you want to make as part of your submission?
	We cannot see ourselves in this document – save for the disparity statements which talk about Maori inequalities. Consider Sharing our innovations and evidence of Maori health gains. 
 
There is no proactive response to improving Maori health. Draw upon and recognise traditional Maori wisdom and frameworks as valued as part of the body of knowledge of wellness in Aotearoa NZ. 
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Challenges and opportunities
The Strategy reflects a range of challenges and opportunities that are relevant to New Zealand’s health system. Some of these are outlined in I. Future Direction on pages 5–7.

1.	Are there any additional or different challenges or opportunities that should be part of the background for the Strategy?
	1) Add the challenge of real and meaningful actioning of Te Tiriti in the Health system.

Currently the different relationships and mechanisms in place to action Te Tiriti in the NZ health system are variable in their effectiveness. 

As tangata whenua we acknowledge the whole Tiriti document and emphasise the First Tiriti in te reo Maori – preamble and all articles. 

However we are aware that the Crown does not at this time acknowledge or entertain conversation and exchange on the basis of the full TOW instead has substituted the Principles of the Treaty. As such we will base this submission on the full Tiriti but converse with the MOH using the principles of Te Tiriti. 


2) Demonstrate your acknowledgement of Te Tiriti from start to finish within document. 

This requires that every section and strategy of the document is explicit in providing the tangata whenua viewpoints and themes. This includes specific tangata whenua actions and strong alignment with He Korowai Oranga. 

3) Refer to Mäori as tangata whenua within the document. 

We are ethnically Mäori and from our world view we are tangata whenua. This recognises our unique position as the indigenous people of Aotearoa New Zealand and the partner to Te Tiriti.

This document should not replace He Korowai oranga but should aim to improve the conditions within the NZ health Sector so that He Korowai Oranga can be implemented effectively.



The future we want
The statement on page 8 of I. Future Direction seeks to capture the future we want for our health system:
So that all New Zealanders live well, stay well, get well, we will be people-powered, providing services closer to home, designed for value and high performance, and working as one team in a smart system.

2.	Does the statement capture what you want from New Zealand’s health system? What would you change or suggest instead?
	Te Tiriti as found document of Aotearoa is missing

The whole person is missing from this direction 

The whanau is missing from the direction and from the whole document

Life Course approach is needed so that all of the attention is not on older people with little flow of resources to young people and prevention.




A set of eight principles is proposed to guide the New Zealand health system. These principles are listed on page 9 of I. Future Direction and page 31 of II. Roadmap of Actions.

3	Do you think that these are the right principles for the New Zealand health system? Will these be helpful to guide us to implement the Strategy?
	On reading the updated version of the strategy, we notice that the Tiriti principle has dropped from first to nearly last in the list of principles. This strongly signals a reduced priority that the Ministry of Health has for Te Tiriti and its special relationship with tangata whenua. 

In order to provide a more balanced document with adequate priority and meaningful engagement with Te Tiriti and tangata whenua we recommend:

9) Return the principle for Te Tiriti to its position as the first principle of the Strategy as it was in its predecessor. 

10) Change the wording of the principle referring to Te Tiriti to:

Acknowledge and action the special relationship between tangata whenua and the Crown under the Treaty of Waitangi




Five strategic themes
The Strategy proposes five strategic themes to focus action – people-powered, closer to home, value and high performance, one team and smart system (I. Future Direction, from page 10).

4	Do these five themes provide the right focus for action? Do the sections ‘What great might look like in 10 years’ provide enough clarity and stretch to guide us?
	5) Add one more Strategic theme called Actioning Te Tiriti in the New Zealand Health Sector. 


Roadmap of Actions
II. Roadmap of Actions has 20 areas for action over the next five years.

5	Are these the most important action areas to guide change in each strategic theme? Are there other actions that would be better at helping us reach our desired future?
	Currently Tangata whenua are largely not included in this roadmap. To make the point again - his action plan should not replace He Korowai oranga but should provide the necessary conditions and developments so that He Korowai Oranga can be implemented in the New Zealand Health Sector. 

5) Select 5 – 10 vital actions that will make the biggest difference to bringing to life te tiriti in the health sector and make a difference to tangata whenua wellness. 

Suggestions to be included as actions

· An honest evaluation is required to ascertain how well Te Tiriti is being acknowledged and actioned in the New Zealand Health sector. Partnership, Participation and Protection of tangata whenua health in many areas is being eroded and diminishing. Just look at this strategy and ask yourself if this document is a true reflection of the intention of Te Tiriti o Waitangi? There are many threads to this work and much of it is sitting ready to be brought together in a single picture. Other areas may need some work.  

· Develop an investment Plan for tangata whenua health

· Create a regular monitoring report to measure and disseminate information on progress on actioning Te Tiriti in the New Zealand Health system utilising RBA and infographics that are meaningful to the sector and to tangata whenua . 



Turning strategy into action
6	What sort of approaches do you think will best support the ongoing development of the Roadmap of Actions? Do you have ideas for tracking and reporting of progress?
	See section above to create a TOW in action report and add case studies and vignettes about the reality for tangata whenua. Not only the feel good stories as the reality is many tangata whenua have negative experience and outcomes. Show true leadership by being willing to learn from reality. 



Any other matters
7	Are there any other comments you want to make as part of your submission?
	We cannot see ourselves in this document – save for the disparity statements which talk about Maori inequalities. Consider Sharing our innovations and evidence of Maori health gains. 
 
There is no proactive response to improving Maori health. Draw upon and recognise traditional Maori wisdom and frameworks as valued as part of the body of knowledge of wellness in Aotearoa NZ. 
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Challenges and opportunities
The Strategy reflects a range of challenges and opportunities that are relevant to New Zealand’s health system. Some of these are outlined in I. Future Direction on pages 5–7.

1.	Are there any additional or different challenges or opportunities that should be part of the background for the Strategy?
	1) Add the challenge of real and meaningful actioning of Te Tiriti in the Health system.

Currently the different relationships and mechanisms in place to action Te Tiriti in the NZ health system are variable in their effectiveness. 

As tangata whenua we acknowledge the whole Tiriti document and emphasise the First Tiriti in te reo Maori – preamble and all articles. 

However we are aware that the Crown does not at this time acknowledge or entertain conversation and exchange on the basis of the full TOW instead has substituted the Principles of the Treaty. As such we will base this submission on the full Tiriti but converse with the MOH using the principles of Te Tiriti. 


2) Demonstrate your acknowledgement of Te Tiriti from start to finish within document. 

This requires that every section and strategy of the document is explicit in providing the tangata whenua viewpoints and themes. This includes specific tangata whenua actions and strong alignment with He Korowai Oranga. 

3) Refer to Mäori as tangata whenua within the document. 

We are ethnically Mäori and from our world view we are tangata whenua. This recognises our unique position as the indigenous people of Aotearoa New Zealand and the partner to Te Tiriti.

This document should not replace He Korowai oranga but should aim to improve the conditions within the NZ health Sector so that He Korowai Oranga can be implemented effectively.



The future we want
The statement on page 8 of I. Future Direction seeks to capture the future we want for our health system:
So that all New Zealanders live well, stay well, get well, we will be people-powered, providing services closer to home, designed for value and high performance, and working as one team in a smart system.

2.	Does the statement capture what you want from New Zealand’s health system? What would you change or suggest instead?
	Te Tiriti as found document of Aotearoa is missing

The whole person is missing from this direction 

The whanau is missing from the direction and from the whole document

Life Course approach is needed so that all of the attention is not on older people with little flow of resources to young people and prevention.




A set of eight principles is proposed to guide the New Zealand health system. These principles are listed on page 9 of I. Future Direction and page 31 of II. Roadmap of Actions.

3	Do you think that these are the right principles for the New Zealand health system? Will these be helpful to guide us to implement the Strategy?
	On reading the updated version of the strategy, we notice that the Tiriti principle has dropped from first to nearly last in the list of principles. This strongly signals a reduced priority that the Ministry of Health has for Te Tiriti and its special relationship with tangata whenua. 

In order to provide a more balanced document with adequate priority and meaningful engagement with Te Tiriti and tangata whenua we recommend:

11) Return the principle for Te Tiriti to its position as the first principle of the Strategy as it was in its predecessor. 

12) Change the wording of the principle referring to Te Tiriti to:

Acknowledge and action the special relationship between tangata whenua and the Crown under the Treaty of Waitangi


Five strategic themes
The Strategy proposes five strategic themes to focus action – people-powered, closer to home, value and high performance, one team and smart system (I. Future Direction, from page 10).

4	Do these five themes provide the right focus for action? Do the sections ‘What great might look like in 10 years’ provide enough clarity and stretch to guide us?
	6) Add one more Strategic theme called Actioning Te Tiriti in the New Zealand Health Sector. 


Roadmap of Actions
II. Roadmap of Actions has 20 areas for action over the next five years.

5	Are these the most important action areas to guide change in each strategic theme? Are there other actions that would be better at helping us reach our desired future?
	Currently Tangata whenua are largely not included in this roadmap. To make the point again - his action plan should not replace He Korowai oranga but should provide the necessary conditions and developments so that He Korowai Oranga can be implemented in the New Zealand Health Sector. 

6) Select 5 – 10 vital actions that will make the biggest difference to bringing to life te tiriti in the health sector and make a difference to tangata whenua wellness. 

Suggestions to be included as actions

· An honest evaluation is required to ascertain how well Te Tiriti is being acknowledged and actioned in the New Zealand Health sector. Partnership, Participation and Protection of tangata whenua health in many areas is being eroded and diminishing. Just look at this strategy and ask yourself if this document is a true reflection of the intention of Te Tiriti o Waitangi? There are many threads to this work and much of it is sitting ready to be brought together in a single picture. Other areas may need some work.  

· Develop an investment Plan for tangata whenua health

· Create a regular monitoring report to measure and disseminate information on progress on actioning Te Tiriti in the New Zealand Health system utilising RBA and infographics that are meaningful to the sector and to tangata whenua . 



Turning strategy into action
6	What sort of approaches do you think will best support the ongoing development of the Roadmap of Actions? Do you have ideas for tracking and reporting of progress?
	See section above to create a TOW in action report and add case studies and vignettes about the reality for tangata whenua. Not only the feel good stories as the reality is many tangata whenua have negative experience and outcomes. Show true leadership by being willing to learn from reality. 



Any other matters
7	Are there any other comments you want to make as part of your submission?
	We cannot see ourselves in this document – save for the disparity statements which talk about Maori inequalities. Consider Sharing our innovations and evidence of Maori health gains. 
 
There is no proactive response to improving Maori health. Draw upon and recognise traditional Maori wisdom and frameworks as valued as part of the body of knowledge of wellness in Aotearoa NZ. 
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Challenges and opportunities
The Strategy reflects a range of challenges and opportunities that are relevant to New Zealand’s health system. Some of these are outlined in I. Future Direction on pages 5–7.

1.	Are there any additional or different challenges or opportunities that should be part of the background for the Strategy?
A good health strategy should be responsive to the needs of the people which it aims to serve. With this in mind, The Cancer Society welcomes the opportunity to provide feedback on the New Zealand Health Strategy and acknowledges the huge degree of effort which has gone into these two documents, ‘Future Direction’, and ‘Roadmap of Actions’. We would like to speak to our submission should the opportunity arise for us to do so.
We have identified the omission of the following issues and matters in this Strategy:
· Equity issues are not sufficiently addressed, including those relating to ethnicity, rurality and lower socio-economic status
· Lack of clarity and of clear strategic objectives and goals
· Social, cultural and economic determinants of health 
· Consideration of current and future workforce needs and their influence upon the ability to achieve health goals
· A plan for sustainable funding of the system
· Working with non-governmental organisations, community organisations, and volunteer groups, who are instrumental in health service delivery
· Cross government policy, for example workplace policies on health
We have concerns about the short consultation timeframes, and the number of key matters omitted (as noted above.). We are of the view that the Strategy needs more work. 
Cancer is the country’s leading cause of death (28.9 percent) and a major cause of hospitalisation[footnoteRef:20]. It is an age-related condition as the majority of people diagnosed with it are over the age of 50[footnoteRef:21].  It is estimated that the total cost of treating cancer in the New Zealand’s public health system has been $880 million in 2015[footnoteRef:22]. Page 16 of the document identifies a rising burden of health conditions, however there is an absence of follow through in addressing this issue. The Cancer Society strongly recommends that cancer be included to the list of challenges on pages 5-7 of the proposed strategy and the Roadmap of Actions address both prevention, early intervention and treatment measures.   [20:  Ministry of Health website. http://www.health.govt.nz/our-work/diseases-and-conditions/cancer-programme ]  [21:  Cancer Society of New Zealand Daffodil Day Media Pack 2015, p4. ]  [22:   Blakely, T., Atkinson, J.inadze, G., Wilson, N., Davies, A., & Clarke, P. (2015). Patterns of Cancer Care Costs in a Country with Detailed Individual Data. Medical Care, 53(4), 302–309. http://doi.org/10] 

The potential to use information technology (IT) in New Zealand’s health care strategy is not made sufficiently explicit in this section. We recognise smart use of IT as both a huge challenge and a possibly great opportunity to strengthen our health system. 
The opportunity to encourage health among youth is not made explicit in this section, and there exists an opportunity to inform particularly Maori and Pasifika youth of the need to maintain health. This also links to recognising the importance of the determinants of health as well as committing to working across sectors to optimise peoples’ health and well-being. 
While there is reference to the differences in life expectancy between Pakeha, Maori and Pasifika populations, an opportunity exists here to utilise the Maori Affairs Select Committee recommendations, which were released in 2010, around smoking cessation in these populations. 
The statistic included in page 2 of this Update, where ’90 percent of New Zealanders report they are in good, very good, or excellent health’, from the New Zealand GSS of 2014, we note did not include the following:
· New Zealanders who are under the age of 15 years
· People living in non-private dwellings such as hotels, motels, boarding houses, hostels and homes for the elderly
· Patients in hospitals, or residents of psychiatric and penal institutions
· New Zealanders who live in remote areas that are costly or difficult to access
Under these selection procedures, the survey results do not represent most of the New Zealanders who affected by cancer. As a result, the statistics from this survey are not appropriate to determine the performance of our health system[footnoteRef:23].  [23:  New Zealand General Social Survey. http://www.stats.govt.nz/browse_for_stats/people_and_communities/Households/nzgss_HOTP2014/Data%20Quality.aspx ] 


We highlight the need to invest more where the need is greatest. This speaks to our desire to promote health equity. Further, there is no definition of equity within this update, and no glossary of terms. In the absence of clear definitions, the different players within the health system will need to rely upon their own interpretations of terms, which could lead to competition and confusion in a system where we need unity, cohesion, and understanding. A glossary of terms would serve to form a basis of understanding from which the various players within the health system can proceed. 
There is a significant opportunity to collaborate and receive input from non-governmental-organisations (NGOs), given their significant contribution to our health system and its services.  We strongly recommend involving NGOs, community organisations, and other such agencies in conversations about health and service delivery and future planning, rather than making assumptions about their role and capacity.
We advocate for the inclusion of improving health literacy for all New Zealanders as both a challenge and an opportunity. This would go a long way in ensuring health consumers feel confident in making decisions about their health and well-being. 
We advocate for a greater focus upon primary care, rather than waiting until a patient’s illness or disease has reached a stage that requires secondary care (e.g. diabetes). 
There is disappointingly little reference to the smoke-free efforts and tobacco control in this document and suggest inclusion of the smoke-free 2025 goal into this ‘challenges and opportunities’ section of the Strategy. 
Page 5 of the update contains a claim that a strength of our health system is that of a ‘strong primary care focus with a widely supported focus on wellness’. Wellness needs to be defined here.

The future we want
The statement on page 8 of I. Future Direction seeks to capture the future we want for our health system:


So that all New Zealanders live well, stay well, get well, we will be people-powered, providing services closer to home, designed for value and high performance, and working as one team in a smart system.

2.	Does the statement capture what you want from New Zealand’s health system? What would you change or suggest instead?
The Cancer Society recognises this statement has been carefully worded and includes many key words one would expect in a statement about health. The opportunity to inform people about their own health, however, is omitted in this statement. 
We recommend a statement which is more people-centred, and speaks of a health system which works for them. We would endorse a mention of flexibility: the New Zealand health system requires flexibility to work with the diverse populations and cultures which have in this country. The health system cannot be a ‘one-size-fits-all’ approach. 
We advocate for more explicit reference to equity, such as mention of a needs-led health system which promotes health equity. We acknowledge there is reference to the determinants of health but suggest reference to key lifestyle factors are interwoven throughout the document.

Further, we suggest consideration of the word ‘lifelong’ into the above statement. This would promote the importance of health being a lifelong endeavour and a commitment from the government to doing what they can to support New Zealanders in this. An example of this would be to consider workplace health policy – if places where citizens work are unhealthy, this will understandably have an impact upon the productivity of workers and so their contribution to our country’s economy. 

A set of eight principles is proposed to guide the New Zealand health system. These principles are listed on page 9 of I. Future Direction and page 31 of II. Roadmap of Actions.


3	Do you think that these are the right principles for the New Zealand health system? Will these be helpful to guide us to implement the Strategy?
We see these principles as reading very much as what may be done to people, rather than what people can do themselves, or to help themselves. 
People possessing their own health knowledge is important, so they can make better decisions regarding their own health choices. While people need space to carry out their own health discussions and decisions, these decisions need to be well-informed. This speaks to our desire to increase and promote health literacy in New Zealand. We advocate for this to be picked up as a principle, an action point, and an essential element of this Strategy.
We suggest greater focus on sustainability, particularly in terms of funding sustainably to achieve and strengthen objectives such as ‘collaborative health promotion and disease and injury prevention by all sectors’.  There have been many experiences of meaningful projects achieving great health gains but not receiving the sustained funding required to build upon these achievements.

Five strategic themes
The Strategy proposes five strategic themes to focus action – people-powered, closer to home, value and high performance, one team and smart system (I. Future Direction, from page 10).

4	Do these five themes provide the right focus for action? Do the sections ‘What great might look like in 10 years’ provide enough clarity and stretch to guide us?
We welcome the inclusion of overall themes from which to springboard action points. Our comments will be divided among the specific themes.

People-powered:
We stress that information needs to be accessible and tailored to people’s level of understanding, of their needs, and their particular cultures. It would be futile to distribute health information when the populations they are going to cannot understand it.  
We note the intention to use ‘technology such as mobile phones and the internet’, as stated on page 11 of the Update, but we highlight that this will not be feasible for those who do not have access to such technology. Lack of access is evident among poorer and more vulnerable populations, and arguably these very populations should be given our most attention. As such, there will need to be other ideas to address those who do not have this access to technology. In the most recent Household Use of Information and Communication Technology Survey, published in 2012, concern over cost has increased and acts as a deterrent to getting internet access[footnoteRef:24]. Unless part of this Strategy is to ensure that all New Zealanders have access to technology, there needs to be other options available to cater to those who face a lack of access to technology. [24:  Household Use of Information and Communication Technology, 2012. http://www.stats.govt.nz/browse_for_stats/industry_sectors/information_technology_and_communications/HouseholdUseofICT_HOTP2012/Commentary.aspx] 

We note the omission of Mason Durie’s Te Whare Tapa Wha, a Maori perspective of health, and advocate for the inclusion of this in the updated Strategy. Given that it has been labelled by the Ministry as ‘our model for understanding Maori health’[footnoteRef:25], it logically follows that it should be included in a New Zealand health strategy. [25:  Ministry of Health website, http://www.health.govt.nz/our-work/populations/maori-health/maori-health-models/maori-health-models-te-whare-tapa-wha] 

With respect to ‘what great might look like in ten years’, we advise ensuring that non-governmental organisations (NGOs) are included as partners in discussions about empowering people about their health and well-being. NGOs, community organisations, and volunteers are often those working on the ground-floor of health service provision. Indeed, the Cancer Society oversees hundreds of volunteers involved in our six divisions nationwide, who provide support in a myriad of ways[footnoteRef:26]. We could not function as we do without their help, and they should be involved in discussions relating to healthcare provision.  [26:  Cancer Society of New Zealand Annual Report 2015, p11. ] 


Closer to home:
Due to the centralisation of cancer treatment facilities, many patients need to undergo treatment away from home, and away from their core support team of friends and family. This is particularly so in the case of patients who live in rural areas. Indeed, when one is undergoing cancer treatment, this is the time when they require the greatest degree of support. Patients are often away for anywhere up to six weeks at a time when receiving treatment. In the past year, Cancer Society of New Zealand Divisions provided 47,000 bed nights across our five accommodation services– which is the equivalent of 125 beds full every day of the year[footnoteRef:27]. We find that our accommodation services in Auckland, Hamilton, Wellington, Christchurch and Dunedin are often used as a necessary home away from home for many people attending treatment in Regional Cancer Treatment centres[footnoteRef:28]. [27:  Cancer Society of New Zealand 2015 Annual Plan, p11. ]  [28:  Ibid.] 

The statement, ‘new skills and technologies are allowing us to shift some services closer to home’[footnoteRef:29] is unlikely to work or apply to cancer treatments, unless there is a plan to expand cancer treatments such as chemotherapy and radiation to more hospitals nationwide.  [29:  Update of the New Zealand Health Strategy, p14 ] 

With respect to ‘telehealth’[footnoteRef:30], we reiterate that this will not be workable for those who face a lack of access to such technology.  [30:  Ibid.] 

We appreciate cancer being mentioned within this section as a long term condition; however the first mention specifically of cancer is not until page 16 of the document. With cancer being the leading cause of death in New Zealand for both males and females, as already stated in this submission, it should be front and centre of any health strategy or plan proposed by this Government. 
Indeed, based on most recent statistics from the Ministry of Health, each year around 21,000 people are diagnosed with cancer, and around 9,000 people die from it. Skin cancer is New Zealand’s most common cancer with a conservatively estimated 67,000 new cases each year. It is not registered on the Cancer Registry by the Ministry of Health, and so is often overlooked[footnoteRef:31]. [31:  Cancer Society of New Zealand Daffodil Day Media Pack, 2015, p 4.] 

The most commonly registered cancer is colorectal cancer, with 3030 diagnosed cases based on most recent figures. The second most common cancer is prostate cancer with 3023 recorded diagnoses. Together, colorectal cancer and prostate cancer account for 28.8% of all diagnosed cancers.
The most recent data shows 2894 breast cancer diagnoses, 2204 melanoma diagnoses, and 2016 lung cancer diagnoses. Lung cancer accounts for 18.9% of all deaths from cancer[footnoteRef:32].  [32:  Ibid.] 


Value and high performance:
We query how the framework depicted in figure 1.8 on page 18 of the Update is to work. It is all well and good to have the right words in a framework, but there needs to be a clear plan for implementation. 
We spot the reference to Pharmac as ‘world-leading’ and would like some clarification of where this statement originates from. 

One team:
We would appreciate clarification around who forms this ‘one team’. We are concerned that this section relating to ‘one team’ reads as rather district health board (DHB)-centric, and want to ensure it is inclusive of the NGO and community sectors. We emphasise that these sectors should be rightly considered as part of the health system of New Zealand and essential for service delivery. Where relevant, reference to multi-agencies should include territorial local authorities as ‘place-makers’ for their communities.
We understand that a team needs to have a captain, and we question who would assume this role. 
Regarding ‘workforce development throughout the system’, we recommend that a commitment is made to investing in workforce data collation and development to better inform workforce planning. In order to deliver services, our system will require evidence-based workforce projects and to examine existing scopes of practice to ensure optimum use of our health workforce. 
Whilst the strategy notes an emphasis on integration, the content does not appear to address this across the different sectors of the health system. We would recommend that integration begins with placing patients and their whanau in the centre of service and workforce planning. 
Page 25 states ‘a one-team approach also encompasses links with scientists and researchers’. We welcome this, but would add that the Ministry should be collaborating with all Health Research funders in New Zealand, not only the Ministry of Business, Innovation and Employment and the Health Research council as stated on page 46.  The Cancer Society is a large funder of cancer research in this country and should be included in discussions. Prior to Cancer Control New Zealand’s disestablishment, a large stocktake of cancer research occurring in New Zealand was planned. This intended to involve all cancer research in New Zealand and work with all funders. CSNZ would like to see the Ministry continue this work to ensure we have a clear picture of all research being undertaken and so resources and research is optimised. Additionally, research should be outcomes-focused and should aim to provide an evidence base from which actions can and should spring from. 
Fragmentation is referred to on page 21, with the statement to ‘reduce the fragmentation of care in our health system’. There are no details provided in the update as to what this ‘fragmentation’ is specifically. 
We note the emphasis on integration and the example of a diabetes pathway, and would suggest a cancer pathway be considered, as it is New Zealand’s biggest killer.


Smart system:
We identify the need for balance between fast, efficient access to medical information which could lead to speedy and accurate medical attention versus the need for people’s privacy to be respected. 
We advocate for an agreed approach between relevant parties concerning this balancing act, and welcome conversation to reach this consensus. 
We recommend the inclusion of other themes, or the incorporation of these themes into the ones already listed:
· The need to invest in our most vulnerable
· A focus on health information being accessible
Cross-Ministry conversations regarding issues related to health, with an example being discussions relating to the impact poor housing has on the development of respiratory illnesses.

Roadmap of Actions
II. Roadmap of Actions has 20 areas for action over the next five years.

5	Are these the most important action areas to guide change in each strategic theme? Are there other actions that would be better at helping us reach our desired future?
We do not get the impression of these action areas forming one coordinated and cohesive strategy. They seem to read as a group of separate actions or examples with nothing to link them all together. 
We would appreciate the inclusion of improving health literacy for all as an action point, as well as the implementation of Health Care Home concepts.  Considering that the Health Care Homes model is being rolled out within one of our main centres, Wellington, it is interesting that this Strategy does not mention it[footnoteRef:33]. We encourage an assurance that the NGO and community sectors will be involved in all discussions as key players in the health system, and advocate for this to be included as an area for action. [33:  Capital and Coast District Health Board website, http://www.ccdhb.org.nz/news/2015/15-09-21.html ] 

Due to the complexity of this document, we question if each theme could benefit from having its own roadmap. We wonder if time was a factor in the formation of this roadmap, as it comes across somewhat rushed. 
We are concerned that mention of the Treaty of Waitangi is low down on the list of guiding principles on page 31, and would advocate for it to be listed as a higher priority.


Turning strategy into action
6	What sort of approaches do you think will best support the ongoing development of the Roadmap of Actions? Do you have ideas for tracking and reporting of progress?
As this roadmap comes across somewhat rushed allowing a proper timeframe for talking with NGOs and the community sectors, as well as for feedback and review, would be appreciated. 
Agreed actions between all relevant players in the health system, as well as regular multi-agency meetings, would help to support the ongoing development of this Roadmap. There is a need for organisations involved in the health system to be accountable to the public, which could be helped by producing regular reports and demonstrating flexibility and adapt when changes in response to such reports are required.  
Under Action 4, we suggest the inclusion of support for transport services. It is our experience that cancer patients often need to travel sometimes great distances to access treatment, which generates an additional cost and consideration to what is already a financially and emotionally difficult time. Cancer Society volunteer drivers made 18,700 trips with patients to their treatment appointments over the past year[footnoteRef:34]. The National Travel Assistance Scheme, run from the Ministry of Health, needs work. Cancer Society of New Zealand staff around the country have identified issues with the scheme, and we look forward to engaging with the Ministry in due course about improving this system.  [34:  Cancer Society of New Zealand Annual Report 2015, p11. ] 

Within Action 14, where it is stated that ‘The Ministry of Health will work with leaders in the system to improve the cohesion of the health system’, there is no detail as to who will be included here. It is essential that NGOs and community organisations are included. 
Under Action 20, specifically paragraph (a), whereby it is proposed that ‘The Ministry of Health will work with the Ministry of Business, Innovation and Employment and the Health Research Council to better align and strengthen the impact of health research for New Zealand’, we bring to attention the fact that the Cancer Society is one of a multitude of NGOs which undertake health research in New Zealand, and as such, these NGOs need to be included.


Any other matters
7	Are there any other comments you want to make as part of your submission?

We welcome the opportunity to raise additional comments regarding this Strategy.
The consultation period for this document, in our view, was insufficient. As a Society, in order for us to be able to adequately consult with our divisions across our federation, we need more time than the six weeks that was given here. As a comparison, in the United Kingdom, a stakeholder consultation period of three months is provided for.  
We refer to the 2000 New Zealand Health Strategy, which although developed, was not thoroughly implemented. Worryingly omitted from the 2015 Update are the list of 13 population health objectives stipulated on page vii of the 2000 Strategy, including the explicit mention within these objectives to ‘reduce the incidence and impact of cancer’[footnoteRef:35]. These health objectives should be included in this Update. [35:  The New Zealand Health Strategy, December 2000, pvii. ] 

Also noticeably omitted from the 2015 Update is the clear mention of the need to reduce health inequalities, and in particular the need to ensure accessible and appropriate services for people from lower socio-economic groups. This was part of the 2000 Strategy and we advocate for its inclusion in this 2015 document. 
The service delivery areas mentioned in the 2000 Strategy should also be included in the 2015 Update, in particular the intention to concentrate on ensuring accessible and appropriate services for people living in rural areas. With the centralisation of cancer treatment to larger centres, cancer patients living in rural areas means they often have to travel significant distances to receive treatment. This can lead to these patients being away from their homes and support structures of friends and family for weeks at a time.
The 2000 Strategy included explanations for making changes, and we recommend the 2015 Update provide a similar rationale for the changes they are intending to make so that other groups are aware of where these changes are coming from. The explicit mention on reducing disparities in health, the emphasis on community and health service users’ involvement at all levels, to improve co-ordination across the health sector and on health issues, and the desire to achieve a non-commercial, collaborative and accountable environment, all of which were part of the 2000 Strategy, are encouraged to be inserted into this 2015 Update[footnoteRef:36].  [36:  Ibid, p3. ] 

We appreciate the clear goals and objectives framework laid out in the 2000 Strategy[footnoteRef:37], and in contrast see the omission of such goals or objectives in the 2015 Update. We advocate for the inclusion of goals and objectives, and a commitment to achieving them to be included in this 2015 Update.  [37:  Ibid, p10.] 

Worryingly, we see an omission of the determinants of health, which were included on page 5 of the 2000 Strategy. We suggest these be inserted into this 2015 document. A NZ Health Strategy which fails to include core aspects and components of the system would not result in a sufficiently complete and comprehensive Strategy fit to serve the New Zealand population. 
In this Update, cancer has not been given the focus it warrants, being New Zealand’s biggest killer. We are disappointed that the first mention of cancer in this Update is not until page 16 of the document, in contrast to the 2000 Strategy, where cancer was included on the very first page of the Executive Summary. 
We emphasise that health literacy needs to be a focus. The harm which can result from tobacco and alcohol consumption should be made more explicit, and the Health Care Home model should be included and interwoven through the roadmap and the strategic themes which guide this roadmap. 
The Smoke-free 2025 goal needs to be mentioned, along with the wider issue of tobacco harm. The New Zealand government have agreed to the Smoke-free 2025 goal, yet there is no mention of it in this Strategy. Reducing tobacco consumption among the New Zealand population should absolutely be part of this Strategy. The vulnerability of children to ill health due to tobacco harm has not been sufficiently addressed. The Smoke-free roadmap should be listed as a key action plan, or an observation should be made that a tobacco control action plan within this Strategy should be a priority. 
Two conflicting statements appear in this 2015 document, which we seek clarification around. Page 39 speaks of ‘purchasing from NGOs and commissioning of services at the local level improve with standardisation of contracts’, which raises a red flag in our views, as it reduces flexibility and reduces local responsibility. Then page 40 states a ‘continuous improvement in a tight-loose-tight way (i.e., setting specific target outcomes, making service delivery options flexible, and being tight on achieving health and equity outcomes) and supporting innovation’. These seem to be two incompatible ideals. 
We identify the ‘battle’ between the need to have a competitive process versus relationship building and people changing every three years and understand the Request for Proposal (RFP) program often leads to a great deal of turnover and change in staff and services within the health system. We would argue for longer contracts, perhaps extending it to a five-year contract, so as to enable more stable relationships to develop, to better serve patients in the system.
We see that obesity is included in the list of long-term conditions, and we would assert that obesity is actually a precursor to a lot of other conditions on this list. We question whether obesity should have its own strategy so that it can receive the focus it requires.
Palliative care was given insufficient attention in this Strategy, and should be granted more focus as a crucial and inescapable aspect of our health-care system. 
All players within the health system should be equally involved in the system, and there should be a move away from the DHB-led approach which seems to always prevail. One example in this very Strategy can be seen in page 43, where it states ‘the Ministry of Health, with input from the system, will establish a simplified and integrated health advisory structure’. We would encourage the NGO and community sector to be seen as equal partners in this. We refer to page 39, where the recent Productivity Commission report is referenced, which states that NGOs are a key part of the health sector. We welcome these comments from the Commission and would appreciate them being reflected in practice.

Recommendations:
· Consideration and inclusion of issues omitted, namely: 
· Equity issues are not sufficiently addressed, including those relating to rurality and lower socio-economic status
· Lack of clarity and of clear strategic objectives and goals
· Inclusion of the social determinants of health and the addressing of them
· Consideration of current and future workforce needs and their influence upon the ability to achieve health goals
· A plan for sustainable funding of the system
· Working with non-governmental organisations, community organisations, and volunteer groups, who are instrumental in health service delivery
· Cross government policy, for example workplace policies on health
· Greater emphasis on early intervention and treatment to improve outcomes and reduce the care burden
· More work to be done on this Strategy to sufficiently address the above

From here, we would appreciate being kept up to date with and included in the next stages of the development of this Strategy.
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Consultation questions
These questions might help you to focus your submission and provide an option to guide your written feedback. They relate to both parts of the Strategy: I. Future Direction and II. Roadmap of Actions.

Challenges and opportunities
The Strategy reflects a range of challenges and opportunities that are relevant to New Zealand’s health system. Some of these are outlined in I. Future Direction on pages 5–7.

1.	Are there any additional or different challenges or opportunities that should be part of the background for the Strategy?
	We feel that a focus on the modern health consumer is missing. There is a broad and growing body of evidence that describes the patient-related factors that influence health outcomes, and we believe these should be understood and addressed as part of health service provision and modelled for their impact on lifetime health costs.

We also feel that the impact of e-Health and Telehealth interventions has been undervalued. These solutions improve access to patients and reduce costs considerably for the healthcare sector. Furthermore, the content of these interventions is critical, and should address the full biopsychosocial experience of living with disease.

How a patient perceives their illness and its treatment can directly impact their health-related behaviours (such as taking medicine and engaging in appropriate self-management such as attending appointments, eating well and exercising) (1) therefore profiling patients for their individual beliefs and barriers can help to guide appropriate and relevant interventions. Research has demonstrated that tackling a person’s individual beliefs can result in improved clinical benefit and QOL outcomes. For example, people living with COPD are more likely to be adherent with medication and exercise, and have more positive psychological outcomes if they understand the variability of symptoms and have greater perceptions of personal control. These perceptions can be improved by participation in appropriate rehabilitation programmes, and by addressing the patients’ illness perceptions (2). Furthermore, targeting illness perceptions by provision of a psychological intervention improves psychosocial functioning, including return-to-work in patients post-MI (3). Illness perceptions also predict adherence behaviour and physiological outcomes for people living with Type 2 Diabetes, where greater congruence and understanding of consequences of the disease, coupled with higher levels of self-efficacy improve management of HbA1c (4).

Other patient factors are important, and must be considered to ensure successful outcomes, for example patients’ access to technology and indeed their ability to receive interventions in or close to home. Promisingly access to technology and smartphones is equitable across social groups in New Zealand, transcending cultural and socioeconomic barriers (see NZ Census, 2013). Therefore utilisation of technology allows the vast majority of patient groups to access healthcare where they work, live and play.

Research demonstrates that the impact of psychosocial factors on illness and recovery can be significant, so again we propose that factors such as access to social support and psychological comorbidities common in physical health such as depression and anxiety are included in patient profiling, and appropriate support included in the provision of healthcare. 

Finally, those people that provide unpaid care for someone with a long-term disease (often a close family member) must also be acknowledged and supported to ensure the negative impacts of caring (for example for a person with dementia) does not add additional cost and burden to the health system. Caregiver burden, compassion fatigue and burnout are all very real issues that can be alleviated by the provision of appropriate support and skill building. This can be delivered again through eHealth and Telehealth channels, so that no carer is precluded from accessing this level of care.



The future we want
The statement on page 8 of I. Future Direction seeks to capture the future we want for our health system:
So that all New Zealanders live well, stay well, get well, we will be people-powered, providing services closer to home, designed for value and high performance, and working as one team in a smart system.

2.	Does the statement capture what you want from New Zealand’s health system? What would you change or suggest instead?
	Include the word ‘empowered’ or ‘enabled’ or ‘active partners’ in their wellness for example ‘So that all New Zealanders are empowered/enabled to live well, stay well, get well’ which reflects that people should be encouraged to take a more active role in their own healthcare and that their individual needs are met. In this way the system will naturally lean towards a patient-centred model, recognising that service provision should be allocated and delivered in a way that meets an individual’s needs, with a focus on self-management and those individuals who are caring for and responsible for other family members. One smart system should undoubtedly include greater provision of eHealth and Telehealth solutions, as this improves access to and delivery of healthcare across New Zealand, and broadens the offer to address the full biopsychosocial nature of disease.



A set of eight principles is proposed to guide the New Zealand health system. These principles are listed on page 9 of I. Future Direction and page 31 of II. Roadmap of Actions.

3	Do you think that these are the right principles for the New Zealand health system? Will these be helpful to guide us to implement the Strategy?
	Yes, under principle 8, recommend using terminology such as ‘thinking beyond narrow definitions of health and moving to a biopsychosocial model of healthcare and integrating with social and community services…’ 


Five strategic themes
The Strategy proposes five strategic themes to focus action – people-powered, closer to home, value and high performance, one team and smart system (I. Future Direction, from page 10).

4	Do these five themes provide the right focus for action? Do the sections ‘What great might look like in 10 years’ provide enough clarity and stretch to guide us?
	This section sounds very promising, and one might argue – rather optimistic. It is difficult to see how the vision in each of the sections will be realised. In addition to further clarity on how to achieve success (and how it would be measured) we would like to see more evidence of the barriers or challenges that would prevent us from achieving this future state and approaches for how these would be addressed. Finally some clear conclusions on a staged/prioritised approach – that emphasises focus on the ‘must do’ areas first.

We would like to see a clear roadmap that starts with identifying the predictors of poor health outcomes and then utilises evidence-based and best practice approaches to guide service delivery. In our experience some of the For example developing a framework approach for the target disease areas and quickly and effectively transitioning from a research setting or local pilots to scaling up to real world implementation in the wider health system.

It might be helpful to identify the building blocks that span all themes. For example, a better performing health system requires a sea change in the way providers of healthcare view the needs of patients and their families. Communication with patients also requires rethinking and retraining and involving patients in the redesign of services and solutions is essential to ensure maximal cost-effectiveness of the health system. We believe one part of the solution would be a technology system that can manage the thousands of interactions that would be required to enable efficient service delivery between primary and secondary healthcare (and all other related providers), and with the health consumers themselves.

To achieve ‘closer to home’, digital technology can fill a gap. There is plentiful evidence that eHealth (including text message interventions) and telehealth interventions designed by behaviour-change experts can affect positive behaviour change and achieve health outcomes (see Head et al., 2013). This is an expedient and cost-effective way of achieving good health outcomes across populations, and can be easily delivered to scale in New Zealand.



Roadmap of Actions
II. Roadmap of Actions has 20 areas for action over the next five years.

5	Are these the most important action areas to guide change in each strategic theme? Are there other actions that would be better at helping us reach our desired future?
	We feel that the roadmap of actions should include some sort of priority and chronicity – showing which actions are critical and therefore must be addressed first. 

The roadmap needs more specificity on how the actions will create positive impact to the health system and how the actions will be measured for success. Otherwise it is possible that many and varied changes could be implemented, without a clear understanding of which are responsible for outcomes. These actions need to be tied to the value imperative – with a case for how the cost of the actions relate to the performance and future cost to the system.

Additionally there are some initiatives that will impact on the other strategic themes – particularly the provision of a unified, interconnected technology that can not only house data and trigger clinical activities, but provide for the delivery of individualised patient interventions.



Turning strategy into action
6	What sort of approaches do you think will best support the ongoing development of the Roadmap of Actions? Do you have ideas for tracking and reporting of progress?
	· Create a transparent incentives framework that drives the appropriate behaviours for delivering a cost-effective health system that delivers the optimal patient experience
· Identify key outcome measures (note – the outcomes should be measured, not the activities that help achieve them – e.g heart and diabetes checks do not necessarily reduce cost and improve outcomes) and reward DHBs/PHOs for achievement of these
· These measures should include patient satisfaction
· For example if patient portals have demonstrated benefits to the cost-effectiveness of the system, GP clinics should be incentivised to drive uptake and ongoing engagement with portals
· A consistent framework for understanding the patient journey through the healthcare system – mapped by disease area, and including the following for consideration:
· Patient-related factors as discussed above and interventions to address the negative impact (as discussed above)
· System-related factors and service redesign to address the impact
· Health-economic factors (scenarios where cost is driven up – e.g post-MI cost of second event, preventative measures and impact to other budget areas, e.g medicines utilisation)
· Co-creation approaches with patients to rethink and redesign service provision (including opportunities for eHealth and telehealth as discussed above)
· Pilot-testing digital self-management support programmes and measuring the health-economic impact 
· Consider a ‘test bed’ DHB/PHO where a multi-pronged programme can be implemented, e.g implement multiple key initiatives so that performance overall can be benchmarked against other regions – allows for the synergies of multiple approaches to be measured. We believe that it is important to be able to view the impact of the ‘sum equals more than its parts’ programmes
· Coalitions/collaborations between public and private healthcare sector where mutual benefit is recognised to help drive innovation and accountability for outcomes
· Continuous Online feedback mechanisms for consumers to feed back on their experiences and recommend improvements
· Greater involvement of behaviour-change experts in high level decision-making and evaluating and consulting on service redesign
· Change management programme (starting with policy-makers and senior management and driven through every area of the heath system) to support abandonment of a doctor/hospital-centric system
· Greater ability for Primary care to profile for and address all key determinants of health by signposting patients to appropriate support and service – e.g social workers, psychologists and other allied healthcare providers



Any other matters
7	Are there any other comments you want to make as part of your submission?
	· For the benefit of clarity we would like to see that all actions arising from the health strategy leverage the patient role in the success of effective healthcare provision, and recognise that driving behaviour change is central to driving improvements in the health of our nation. Therefore in order to enact behaviour change we need to understand what underpins health behaviours and how to modify these drivers. This is an underutilised lever for achieving better health outcomes, which if incorporated into service design and delivery can not only impact the effectiveness of the system, but improve patients’ satisfaction of the care they receive.
· For each strategic theme include the critical success factors for each, identifying the risks to effective implementation and achievement of outcomes, for example: the effectiveness of an EHR (e-Health record) and provision of digital health interventions depends on high rates of enrolment and patient engagement. Therefore the system for opting patients in (or ideally employing an opt-out approach) to these services and the relevant privacy provisions should be a critical first step.
· Evaluate effectiveness of nationally-funded services such as the National Telehealth Services and direct further funding to these to ensure the best possible service delivery and ongoing reach and effectiveness
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All District Health Boards Chairs and Chief Executives

Response to Draft Update of the New Zealand Health Strategy
Introduction
This paper is a response from the Chairs and Chief Executives (CEs) of the 20 District Health Boards (DHBs) to the draft Updated NZ Health Strategy. The feedback is based on the questions raised in the Ministry of Health (MoH) consultation submission form.
The National Chairs and CEs believe the updated strategy represents a significant opportunity to provide leadership and direction in health. They are very supportive of some key areas which currently align with the DHBs focus areas including people-centred services, co-design, system thinking and priority areas    of children and whānau, as well as long term conditions.
The strategy could be further strengthened by improving the link between the “Future Direction I” and “Roadmap of Actions II”, and clarifying the actions to meet the vision of equitable population wellness.


Challenges and Opportunities
1. Are there any additional or different challenges or opportunities that should be part of the background for the Strategy?The Chairs and CEs agree there are a number of challenges currently faced by the Health Sector, as well as opportunities to improve the current strong base and philosophy that the New Zealand health sector has developed.
New Zealand’s health system is robust, and the Strategy describes “a strong desire to better integrate health and social services” as a strength.  The Productivity Commission Report outlined opportunities available using a collaborative approach built around DHBs and their alliances.  However the challenge exists of working with other public services to optimise health expenditure - working together on the social determinants of health such as Housing, Education, Employment and other government agencies and sectors.
The opportunity is for MoH to take a leadership role with other Government agencies on health and social service integration and enable the DHBs to deliver to their populations. Health has the largest workforce, already functions in an integrated way, has the best access to data about populations and people, and the most to gain given the known impact of social determinants on health outcomes.
As key partners in the health system, the DHBs are vital to the integration of health and social services for a population. Evidence is strong that local determination of service delivery in a public sector is more effective at reducing inequity.  As DHBs are the only Government agencies accountable for every person from before birth to death, one of their key roles therefore is to support the most vulnerable by leveraging their organisational capability in commissioning (Planning and Funding).
Financial pressures and constraints have shown that the DHBs are capable of delivering significant efficiency gains, in real terms delivering more with the same. Being an integral partner in the health/ social service integration space would also provide the opportunity to better forecast demand and reduce long-term impacts on the system.  However, the Strategy needs to clearly articulate how to resolve the financial tension between doing more cross-sectoral and prevention / early intervention work and still managing to provide consistent quality treatment services (with substantial population growth and continuing to “do more with less”).
The CEs support a whole-system approach to addressing disparities, inequalities and high inequities in outcomes (particularly for Māori and Pasifika). Acknowledged as a challenge in the draft updated Strategy, their importance needs to be more fully reflected in the Roadmap of Actions.  There are significant opportunities in prevention, early intervention, targeted resources and primary care access that can address inequitable outcomes.
While there are challenges in the lack of cultural knowledge in services and the “one-size-fits-all system”, there are also opportunities to use cultural diversity, values and strengths to build effective and sustainable wellbeing outcomes.
There is a requirement to consider the needs of Māori separately from other high needs and vulnerable populations, given the expectations on us as a Treaty of Waitangi partner. Opportunities to improve the health inequities experienced by Māori include increasing the Māori clinical workforce, clinical and whānau health literacy, service redesign and improving cultural competency and responsiveness.
New Zealanders generally have low levels of health literacy, which limits their ability to make informed choices and decisions and better manage their own health.  The opportunity is for the strategy to place more emphasis on self-management and health literacy.  There is further opportunity in supporting people to self-manage their own health with the provision of quality services for health prevention and education, and in empowering and recognising “lay carers” to support people at home.
Developing and publicising innovative health pathways would improve models of care and accessibility for everyone, as would health promotion and messaging that is accessible to all cultures and communities.
“People powered” as a concept risks excluding people who are not in a position to actively participate in their own health care and need the support of the system; the Strategy needs to include both the partnership between the person and the health system, while retaining the quality focus of “person centred” which guides how a system needs to be designed and function.
As noted in the draft Strategy, long-term conditions are a challenge for which the Roadmap needs well defined initiatives or agreed actions. Addressing how to continue to accelerate progress in the key conditions of cardiovascular disease and cancer, as well as “end of life care” and advanced care planning relating to an aging population and long term conditions, needs to be more reflected in the roadmap.
Another challenge is establishing partnerships with patients/whānau/communities to identify services and issues that matter to them and then support joint planning of these. While it can be difficult to measure community engagement, how effectively services are delivered, and ensure that population groups are fairly represented; there could be an opportunity to empower community champions and leaders in health and wellbeing.
Developing inter-sectoral Health and Social Care networks and groups to lead and champion health, social wellbeing and education in communities and localities requires increasing the agility of government and NGOs to collaborate quickly and effectively and to reduce bureaucracy and barriers.

The Future We Want
2. Does the statement capture what you want from New Zealand’s health system? What would you change or suggest instead?

The draft Strategy aims for a “fit for the future” system in which “… all New Zealanders live well, stay well, get well, we will be people-powered, providing services closer to home, designed for value and high performance, and working as one team in a smart system.”
The strategy itself has a “healthcare” focus, i.e., a focus on the healthcare system, when the real capacity for change sits with the determinants of health and wellbeing which are not controlled by the health system. The scope could be broadened to include the wider health and social determinants of health for all, through an enabling system that allows people to develop and strengthen their potential across the whole lifespan.
The focus on system alignment towards a shared vision and outcome of wellness is one shared by DHBs as articulated in the Outcomes Frameworks (DHB Outcomes Framework and Māori Health Outcomes Framework Nga Painga Hauora developed with Sir Mason Durie). The CEs would like to see more clearly identified actions to operationalise this vision through the strategic themes and roadmap.
Continuing the theme of a strong emphasis on equity throughout the strategy, the CEs would also like “equity” to feature more prominently. Therefore reference to “equity” could be included in the statement and/or feature more prominently in the roadmap of actions.
Additionally the responsibility that people have for their own health needs to be clearly stated as does an emphasis on whole of population wellness.
The following revised statement has been suggested:
“New Zealanders share in the responsibility for living well, staying well, getting well, and ending well, with a health sector which is people powered, providing services closer to home, designed for value and high performance and focused on improving health equities”

3. Principles
Do you think that the statements below are the right principles for the New Zealand health system?
Will these principles be helpful to guide us to implement the Strategy?


The original New Zealand Health Strategy 2000 principles remain sound.The CEs support the addition of the principle of providing a broader definition of health and cross•sector working to realise the impacts of the health system on social outcomes, but also the impact of the wider socio-economic determinants on health outcomes (e.g., housing, education, employment, and poverty).
There are already examples of inter-sectoral collaboration in development across the country with excellent progress being made in a number of forums.
Genuine partnership and collaboration takes energy and resource and at times remains elusive despite significant goodwill and passion. The roadmap needs to indicate how this will be resourced and enabled (for all partners) and how this will be measured, evaluated and appropriately strengthened.
Evidence of genuine collaboration at all levels (from the Minister and Ministries down) is required. The ability for other sector partners to understand and articulate (“speak for“) health is an important element of the success of health system interventions with benefits for other sectors (e.g., the Better Public Sector targets), and the impact of other sectors on health outcomes (e.g., housing quality on preventable hospitalisations).
Local ability to influence and facilitate action (and accountability) inthe key areas outlined in the draft Strategy could be enabled in a range of ways including moving some services currently held nationally to a regional/district approach such as disability services, mobility teams, Plunket and  Lead Maternity Carers. DHBs should be held accountable for the delivery and stewardship of the local health system to achieve government policies,under clear and concise Ministry standard setting
,but with considerable freedom to deliver those achievements as appropriate for their populations.
The following are suggested changes to the Principles as documented in the draft Strategy: Principle 2:  “An improvement in health status of those currently disadvantaged”.  Replace “those currently disadvantaged” with “people who experience inequitable outcomes”.
Principle 3: The principle “Collaborative health promotion and disease and injury prevention by all sectors” is to support people to live the best possible lives.  The Chairs and CEs would be seeking a collaborative approach to all parts of health and social services including the care and support of people with ill-health and disabilities including disability due to aging.
Principle 5: Suggest the following inclusion “Timely and equitable access for all New Zealanders to a comprehensive range of health and disability services, regardless of where people live or their ability to pay”.  Access should be according to need and ability to benefit.
Principle 8:   Suggest “Thinking beyond narrow definitions of health and collaborating with others to achieve wellbeing” be changed to “Working across government, with communities, iwi and people themselves to achieve wider gains in health and wellbeing”.

Five strategic themes
4. Do these five themes provide the right focus for action?
Do the sections “What great might look like in 10 years” below provide enough clarity and stretch to guide us?

It would be useful to have an understanding of what “good health” looks like in five to ten years time. This could be achieved by outlining scenarios which could then enable people to have the ability to judge the desired future.

Missing from the themes are good end of life care, a recognition that addressing multi-morbidity requires more than better disease specific care pathways, and the need for a generalist approach to providing care for people living with multiple and often complex problems.
Taking into account the ageing population there is limited focus on the needs of older people and how support might be provided that is holistic and targeted at keeping people as well as possible, in their own homes and communities and out of institutions (including residential aged care and hospitals). This will take a whole of system response and is not disease specific.  Without this focus a significant amount of resource will be expended, resulting in unaffordable healthcare in New Zealand.
The CEs also note that the Triple Aim framework (Population health, Experience of care and Sustainability) which was previously an overarching high level outcome is now relegated to being incorporated in one of five themes (Value and High Performance).
The following comments relate to the themes as currently outlined in the draft updated Health Strategy:

People powered
The term “people powered” addresses co-design, individual responsibility for health and health literacy which are all important elements to consider as well as funding implications. The CEs would like to suggest this theme also reflects the partnership with the person/family/whānau/carer/and health professional.
The CEs recognise that this theme is designed to put the emphasis on people owning and engaging in what is important to them, their needs and goals for their healthcare (along the lines of Advanced Care Planning approach), and ensuring those needs are an integral part of the equation (and not the health professionals determining what the best outcome is). The system needs to revolve around individuals and families with “high quality” of services being defined by the service users. Emphasis should be given to understanding peoples’ needs and how responses to these can be co-ordinated from the perspective of the patient, rather than being a serial collection of individual clinician inputs.
The patient’s journey is now articulated strongly throughout the document.  There is, for example, under the heading “People Power” strong emphasis towards technology and infrastructure.  Leveraging data and population segmentation approaches under Smart System could be linked to People- powered through improved, and consistent offer of services/interventions to the right people to improve access and self-management of their health would also strengthen the section.
The strategy needs to balance itself between IT being made available to support clinical needs versus people still accessing health care in a traditional manner (such as walk-ins or pre-booked appointments) of which there is little or no mention.
The workshop consultation sessions suggested that equity could be considered under the people- powered section. It is not currently and this would strengthen the section. One possible way to do this is to change the theme to “People-powered, Equity focused”.
There is a group of people who will continue to need support to access healthcare at levels which meet their needs. These people miss out if the system does not actively seek to engage and support them. The approach to “Long Term Conditions” needs to be much more “patient driven” than the current emphasis on disease allows.  We need to also ensure that patient empowerment and engagement approaches are taken up not just by those with the most resource as this provides potential to increase  inequalities.
The section on People-powered could also address the workforce e.g., (a) populations and patients and (b) health professionals,providers and aninter-sectoralworkforce.

10-year vision
This focuses entirely on individual level care, misses community-based aspects of health promotion, illness prevention and patient empowerment.  The view is largely casting people as passive rather than active partners in decision-making. This also links to a preventative model.
Health literacy is missing from the 10 year vision and technology is only one way to empower people. We need a broader multi-channelled approach that starts before school and which empowers people to understand (in whatever ways work for them) what will keep them well and how they can access the support they need.
The core advantage that health has is the population approach which enables the delivery of services in a way that is aligned with the specific needs of the population and the resources of the community.
Additionally there needs to be a greater emphasis on the older population to align with demographic trends.
The greatest long-term benefits will be achieved through co-ordinated and flexible early intervention, from the total health of pregnant women through to children until the age of five.

Closer to Home
Overall the CEs are strongly supportive of a greater focus on primary and community services. However funding re-orientation needs to follow system change. There is universal support for the need to focus on children and whānau and long term conditions.  However prevention, early intervention and broader government policy drivers (noting the inclusion of the recently released obesity strategy) were not addressed in this section or in the Roadmap.

The concept of care closer to home is not always seen as the most efficient or effective and this strategy needs to be forward thinking in its projections. The section does not reference improved efficiencies that can be gained from regionalisation or centralisation of some high cost or specialised services.
There is likely to be a trade-off between providing more services locally and making other investments such as prevention, improving equity or providing access to drugs and interventions that prolong life such as advanced  pharmaceutical therapies  (e.g., for Hepatitis C and melanoma).
Convenient and timely access could conceptualise the range of best access points across population groups and services.
What this section should also explore is whether the existing community models of care are the right types of services to be offered in a changing world and where population behaviours are different.
It is good to see there is a focus on Māori and Pacific models and approaches. However, ownership of improved health outcomes for these communities must be seen as the responsibility of all health services, and Māori/Pacific NGOs should be key contributors towards population and service performance.
“Closer to Home” should also mean focusing on building primary and community capacity, capability and resilience to support people to stay in their own home even when unwell so we can reduce the demand on the most expensive part of the health system. Managed correctly, a strategy of people only being in hospital when they need hospital level care will ensure that we make best use of scarce workforce resources and avoid large future capital expenditure.
Political and population commitment to people, whānau and communities is needed in order to take responsibility for their own health and that of whānau and community.  Wellbeing comes from resilient communities who have the economic, social and cultural capital to support their own wellbeing.

10 year vision.
The outcomes focus of this theme is in alignment with the direction of DHBs.
A Systems approach is needed for the delivery of change towards services and investment at points or settings with the most influence, e.g. warm, dry homes help prevent rheumatic fever, and early intervention and education in school clinics support behaviour change.
Palliative care needs to be included as does integrated care for multi-morbidity (not single disease approaches) and specific actions to address the early onset and advancement of long term chronic conditions for Māori and Pacific people.
Value and High Performance
The fundamental key driver to “Value and High Performance” will depend on the types of models that are in play across the sector and the measurement of their performance. While there are national health targets, a clear focus on measurable outcomes and a service improvement culture is needed, rather than a win/lose punitive target driven culture.
Although Triple Aim gives a basis for moving this forward, there needs to be a determined focus on right sizing existing services gradually to show better performance over time. That may mean disinvestment and reinvestment in activities that show benefit realisation over time. While many things look good on paper, there needs to be an assurance that changes have been of great benefit for our community/people.
There is a need to lift health outcomes for people who are disadvantaged, and increase health outcome equity on a base measure of all health outcomes being substantially improved. Achieving equity and supporting vulnerable people needs clearer direction, with associated actions being included in the Roadmap.  This appears to be a missed opportunity to ensure that equity of outcome is consistently applied as part of the value/investment/performance equation (as DHBs are legislatively mandated to address health inequality). There is opportunity here to include equity as a key health and wider system performance measure and to refocus funding to achieve this.
“Funding approaches consider multiple ‘bottom lines” as part of a commitment to a social investment approach”  - the Chairs and CEs favour a holistic approach to funding and are concerned that having “multiple bottom lines” could be complex, encourage further fragmentation and consequently be less effective.

One Team
The concept of “one team” and the collaborative and supportive ethos that is implicit within it is supported by the Chairs and CEs. The one team concept needs to be more person-centred and less organisation centric in its articulation. Action needs to be brought to the base levels of the team within the family/whānau that is supported to achieve hauora, and then the team within community health providers - these are the teams to emphasise the most.  To be “One Team” needs also to look at cross- sector engagement and partnership with community.  Although Whānau Ora, Integrated Family Care and other ideas have come forward, organisations are still tending to operate within silos.
There is a need to include a focus on generalist approaches to meet needs of future multi-morbidity. It is becoming clearer that a disease focus is not the solution to the challenges faced by the health system as the real challenges are with the combination of complex medical and social issues that prevent people from living well. This provides even more support for an integrated approach that is tailored to meet the needs of the person in the context of their whānau and their community.
Leadership is critical in the various sectors and all leaders need to be supportive of each other and see wellbeing as a priority and act on it.  He Korowai Oranga covers this well, acknowledging the need to remove barriers to health and other sectors working together.
Greater collaboration between primary and secondary care is required and also within public and private settings.
The health system is more than the sum of the parts; people interacting with it are the glue, but are often not recognised in this way.
Breaking down professional boundaries, extending scope of practice and new models of care that enable all members of the workforce  (including the emerging area of care navigation) to work at the top of their scope is needed.
It is noted that health navigators (a workforce that is not-well-defined) are becoming the answer in many parts of the system.   How we train, resource and utilise this new workforce, who are working with some of the most vulnerable and complex patients, still needs much more consideration.  The Ministry could provide the leadership in the Roadmap on appropriate training pathways, skillset development and cultural competencee if navigators are to become core to the One Team approach.

10 year vision
The following addition is suggested:  “We invest in the capability and capacity of our workforce, including those in the NGO and volunteer sector, and make sure that it fosters leadership, a generalist approach, flexibility and sustainability”.

Smart System
Technological solutions are an important element of focus;  however Smart Systems should also be linked to multidisciplinary team approaches and to integrated care.“Smart System” as a theme is greater than IT.  For example the “Kaiser Permanente Triangle” is a smart system.  Another example of a system based approach to health and wellbeing is “Health Together Victoria”.
Technology also needs to be seen as more than enabling patients to make their own appointments and review tests online (although this is important); the potential of technology application to drive more efficient, faster, safer and more accurate care is a broader conceptualisation.
The Chairs and CEs would like to see more aspiration with regard to IT to ensure inter-sectoral collaboration, where systems operate and communicate with one another and can allow for more coordinated multidisciplinary care.
Integration can be enhanced by sharing data within the local ecosystem. National systems can act as backbone but local integration of data and observation is required to create the insight that enables innovation.  There is a lack of recognition in the document of using information to plan and design services and to underpin a culture of continuous service improvement.
A key issue is the penetration of technology in the community and broadening the range of people who can (afford to) access it. While we can never take away quality interaction on a human to human level, we also need wider sector action to enable technology in all homes in New Zealand

10 year vision
The Chairs and CEs agree with electronic health pathways however, overcoming distance with technology so same quality of care, regardless of location, is missing from the strategy.

Part II - Roadmap of Actions
Are these the most important action areas to guide change in each strategic theme? Are there other actions that would be better at helping us reach our desired future?

Note we have not included in this section any actions based on the changes already suggested earlier in this feedback document.
There seems to be a lack of connection between the generally agreed principles and themes and the Roadmap. Part I of the strategy offered potential new ways of working together and suggested a new “health investment” funding approach while much of Part II, the Road-ma p and actions, appears to represent a continuation of current approaches. For example the Roadmap does not contain large scale or new actions to match the approaches signalled in the Strategy itself, such as in the areas of prevention, technology and people-centred care which are key principles of the document (e.g., a National Bowel Screening Programme).
Many of the actions did not have enough detail to determine the potential to contribute to population wellness (the aim and vision of the Strategy), most notably in areas where the Ministry has already undertaken considerable wo rk and where key initiatives could be articulated (e.g., cancer control,cardiovascular disease, mental health, disability, Māori Health). Enablers and measurement of cross-sectoral working are not well described.
Although population based strategies are mentioned there is no activity indicated at this level.
Our population is one of the most obese in the world and we have very high rates of alcohol• related harm and domestic violence and well documented issues with inadequate housing and continued and significant burden of ill health from smoking. These are key areas that impact on health and the social sector and where there is opportunity for high level policies, population health interventions
and inter-agency collaboration.
Partnership is mentioned but meaningful partnership with Māori (to achieve equitable health outcomes, one of the retained core principles of the 2000 Strategy), appears to be missing from the Roadmap.
Significant collaboration has also occurred with Alliances and PHOs and reference to these alliances is similarly missing from the Roadmap.
People Power
Action 1: Inform and involve people
In the area of self-management education, where technology is very important, there is opportunity to focus on reorienting the system to support self-management skills and person-to-person approaches enabled by technology rather than focus exclusively on technology. What actions will promote health literacy?
Action 2: Know and design
We support this activity, and indeed patient experience is valued highly in terms of DHB focus. However the action proposes three projects rather than a comprehensive approach or system reorientation which is where the opportunity is.

Closer to Home
Shift services - Action 3:
There is a need to engage with health alliances and regional structures, and not just with DHBs. There is also a need to promote career choices that are generalist in nature, e.g., GPs, rural hospital medicine doctors, generalist and community based nurses, general allied health roles.
Additionally, this theme should also recognise that allowing people to die in the place of their choice improves the quality of their terminal phase of life, the experience for their loved ones, and can reduce costs.
Given that this has been an emphasis of the Ministry and DHBs for a number of years this section appears to lack definition and concrete activity.  To shift appropriate services and improve access successfully, General Practice and Primary Care also need to change or be redesigned to ensure that care is proactive rather than reactive, targeted to at-risk populations; they need to utilise locality- based networks of General Practices that work effectively with existing multi-disciplinary community teams (including District Nursing, Māori Providers, Pharmacists and Allied  Health providers).   The Healthcare Home is one example of this type of Primary Care Model of Care Change or Redesign.
Shift services - Action 4:  This action could do more to promote/enable service integration
Tackle long-term conditions and obesity - Action 5:

Action 5b: is disease silo based.  This needs to embed a generalist based multi-morbidity approach, rather than disease specific approaches in order to cope with the health needs of the future (approaches such as self-management support, life coaching and navigation). Advance Care Plans also need to be widely in place within five years for end of life care.
Action 5d:  An important risk was noted under Action 5(d) in requiring partnering with only strong/best performing partners.  Working with high performing organisations and providers and sharing the learnings across the system is proposed here; however there is a risk in requiring partnerships with those best performing/most equitable providers. Some providers have high performance because they deliver services to well-resourced populations. There are significant learnings to be had from providers and organisations working in areas of deprivation or high need and still managing to achieve reasonable performance or more importantly to maintain or improve their performance.  There is concern that requiring partnership only with top performers would risk support for smaller or poorer performing providers in key localities or populations of interest to the DHBs.  Losing DHB focus or support could mean that some (e.g., Māori or Pacific) providers’ services are unsustainable and this would risk our ability to improve equity, choice and patient experience.

Action 5e: With regard to population segments, greater effort must be directed to Māori and Pacific population groups in targeted prevention, promotion and early interventions for diabetes and cardiovascular disease.  Targeting interventions to some high risk Asian sub-populations (e.g., Chinese and South Asian) will become increasing important in Auckland (and other areas).
Great start for children, families and whānau – Action 6:
This action needs to include tobacco (the health target of reducing smoking at two weeks post partum would support this addition).

Value and High Performance
“…providers use a health investment approach” – FUNDERS also need to have a health investment approach.

Improved Performance and Outcomes - Action 8:
Develop and implement a health outcomes framework.
There are DHB outcomes frameworks and a Māori Health Outcomes framework Nga Painga Hauora among other service level outcomes frameworks developed or in progress.   There is awareness of the importance of measuring outcomes to determine whether the need is being met. However determining/attributing contribution of an intervention or programme to that outcome remains challenging.  It is important to continue to report intermediate outcomes/outputs that are linked (by evidence) to outcomes while continuing to work with the Ministry on reducing the administrative burden of current performance reporting and reconsider selected outcomes and programme outputs in terms of ongoing monitoring.

Align funding - Action 10:
Equity model - funding model issues.
There is so much more that can be offered in the community that is “free” when you access the hospital system, and this therefore reinforces the care away from home (as opposed to closer to home).  Under the ACC funding model, people can access physiotherapists (and many others) directly for early intervention and prevention strategies. Others wanting access for early non-accident education/advice/rehabilitation are required to pay as these are not subsidised.
Cost is a barrier to preventative healthcare for many from an equity point of view.  An exception to this would be Pharmacists whereby people can walk in off the street and seek advice as a first step for straight forward ailments etc.  The pharmacist ensures that pathway to a GP or other health professional is clear to the person should something change or not improve.

Target investments - Action 11:
This action appears to suggest that investment approaches are not currently undertaken by DHBs. However the information provided in this action is not clear about what the proposed health investment approach would entail.  There is a need to look wider than health benefit from health interventions, and support new investment to explore and robustly evaluate this approach.   This approach, however, does not appear to be an appropriate  basis for all wider health funding
Action 11 b:
This action should be approached with caution.  It risks competition that destabilises core services, and potentially allows cherry picking and fragmentation of service provision.  Experiences in UK would suggest caution.

Improve quality and safety - Action 12a:
This action refers to rest homes and should be residential care. Quality in residential care is an important area but the Roadmap action does not have enough clarity on this point.

One Team
Clarify roles, responsibilities and accountabilities - Action 14b:
This casts the DHBs in the passive role. Wording should reflect active involvement of DHBs in development of changes.

Build system leadership, talent and workforce - Action 16:
Workforce development needs to include a focus on empowering providers of care and the population (as noted above) and to enable inclusive approaches to addressing inequalities (including the range of disabilities).  Health literacy, in its broadest sense (organisational literacy and patient literacy) is a useful mechanism to facilitate this development and the DHBs have health literacy approaches in progress to begin this work.

Actions 16e and 16f:
These two points are the main “workforce” parts of the actions. Given the issues facing the health workforce, both regulated and unregulated, this seems insubstantial. This action could also include promoting the focus on generalism.

Smart System
Strengthen national Analytical capability - Action 18:
People are increasingly able to interact with the health system online -this requires online functionalities  to provide information to users in their preferred language with funding earmarked for ongoing support.
English should not be the only language option available to individuals who wish to access information about the health system online.
The system should not become so focused on digital solutions that alternatives aren’t available, as this risks designing in inequities.
There are three aspects to health information:
· Health information that the patient holds
· Health information that the health professional holds
· Health information across agencies / government.
Smart technology will likely be an important enabler going forward for consumers and there is also a need to keep sight of equity issues with costs in terms of any IT devices (phones / apps etc).
Use of electronic records and patient portals - Action 19a:
Does this mean create the ability for existing systems to talk to each other, rather than developing a whole new national system?
Action 19c: Primary Care providers need to be included in this action as well.

Strengthen the impact of health research and technology - Action 20:
It is important to acknowledge that a lot of useful health services analysis, research and evaluation is conducted in DHBs and within providers. This can be usefully strengthened, rather than the singular focus on the Health Research Council suggested in this action.
Turning Strategy into Action

What sort of approaches do you think will best support the ongoing development of the Roadmap of Actions?
The Chairs and CEs think more work is needed on actions that are targeted and will show results.  Only these actions should be listed in a document of this type.  It should be orientated to client and population outcomes not system or process orientated.

Do you have ideas for tracking and reporting of progress?
The requirement is for simple reporting which can be easily accessed and easily understood by the public.  Ideas for tracking and reporting of progress include setting targets to achieve with graded steps that can really show progress. Highlight where the most change is occurring and tell those stories so they can be replicated in other parts of the Health (and Social) sector.
There is a growing call for equity focused health reporting. An approach that mandates equity focused reporting will best support an ongoing focus on achieving health equity.  Currently service providers can reach health targets for all New Zealanders whilefailing to reach the same target for Māori or other priority populations.   For example, a breast screening provider may ensure that 80.9% of New Zealand Europeans access a service but only 61.5% of Māori, resulting in a total population result that nearly reaches the 70% target.  There are a number of ways to require,provide and enable equity focused reporting across the sector and we recommend leadership and investment in this area.

Any other Matters
Are there any other comments you want to make as part of your submission?

· There needs to be a high-level but very comprehensive social demography section at the front of the document, containing projections and forecasting over the period covered by the strategy.
· The draft Strategy appears weak on areas like Justice and prisons; it mentions “connecting children and family of offenders to health services” but says nothing about prisoners and care on discharge.
· The activities around improving access to universal service for high-need priority populations needs to be strengthened.
· The strategy does not place a significant emphasis on the relationship with Māori or its alignment to achieving He Korowai Oranga and Pae Ora.
· The actions within the document do not always synchronise with the statements made under the five themes.  For example, “Closer to Home” actions talks about the system rather than people being at the centre of the care. The focus needs to shift from doing “to them” to working “with them.”
· The plan has a five and ten year focus. Demographers advise there will be real pressures on all government services for those aged 70 years plus and non-Māori. There is a significant concern about this strategy which seems more about meeting the demand now and this leaves populations like Māori, Pacific and Asian in a vulnerable situation where their population demographics are younger and fertility/birth rates are higher than non-Māori.
· It would be good for this strategy to have bold statements, become more proactive in making things happen and measuring this collectively, i.e., by 2020 Māori will enjoy the same level of health as Non-Māori and show this through the national health targets.
· Data is needed that shows where we are at now (our baseline and using babies born in 2015 as our start point) and where we should be in five or ten years. Let’s put the stake in the ground now.
· Throughout the document there is sparse reference to workforce development and changing requirements.  For example pages 5-6 talk of the issue of the ageing workforce but not the growing demand on the health system that will also lead to an increased need in health workforce numbers.
· It would be good to see markers that include education recruitment to tertiary centres, prioritisation about investment strategies and managing the transition points from a youthful workforce to a maturing/ageing workforce through to their exit or retirement.
· The type of health care professional needed is evolving, and there is a need to ensure the appropriate workforce is growing and being developed to provide the appropriate care. The mix and range of specialist vs generalist professionals is key to this, particularly in the rural sector.
· There is a general lack of strategic vision or expectation with regard to local, regional and national collaboration or alliancing processes. Effective one-system/integration/seamless patient journeys are enabled by collaboration as much as by integrated IT systems.
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Challenges and opportunities
The Strategy reflects a range of challenges and opportunities that are relevant to New Zealand’s health system. Some of these are outlined in I. Future Direction on pages 5–7.

1.	Are there any additional or different challenges or opportunities that should be part of the background for the Strategy?
	1) Add the challenge of real and meaningful actioning of Te Tiriti in the Health system.

Currently the different relationships and mechanisms in place to action Te Tiriti in the NZ health system are variable in their effectiveness. 

As tangata whenua we acknowledge the whole Tiriti document and emphasise the First Tiriti in te reo Maori – preamble and all articles. 

However we are aware that the Crown does not at this time acknowledge or entertain conversation and exchange on the basis of the full TOW instead has substituted the Principles of the Treaty. As such we will base this submission on the full Tiriti but converse with the MOH using the principles of Te Tiriti. 


2) Demonstrate your acknowledgement of Te Tiriti from start to finish within document. 

This requires that every section and strategy of the document is explicit in providing the tangata whenua viewpoints and themes. This includes specific tangata whenua actions and strong alignment with He Korowai Oranga. 

3) Refer to Mäori as tangata whenua within the document. 

We are ethnically Mäori and from our world view we are tangata whenua. This recognises our unique position as the indigenous people of Aotearoa New Zealand and the partner to Te Tiriti.

This document should not replace He Korowai oranga but should aim to improve the conditions within the NZ health Sector so that He Korowai Oranga can be implemented effectively.



The future we want
The statement on page 8 of I. Future Direction seeks to capture the future we want for our health system:
So that all New Zealanders live well, stay well, get well, we will be people-powered, providing services closer to home, designed for value and high performance, and working as one team in a smart system.

2.	Does the statement capture what you want from New Zealand’s health system? What would you change or suggest instead?
	Te Tiriti as found document of Aotearoa is missing

The whole person is missing from this direction 

The whanau is missing from the direction and from the whole document

Life Course approach is needed so that all of the attention is not on older people with little flow of resources to young people and prevention.



A set of eight principles is proposed to guide the New Zealand health system. These principles are listed on page 9 of I. Future Direction and page 31 of II. Roadmap of Actions.

3	Do you think that these are the right principles for the New Zealand health system? Will these be helpful to guide us to implement the Strategy?
	On reading the updated version of the strategy, we notice that the Tiriti principle has dropped from first to nearly last in the list of principles. This strongly signals a reduced priority that the Ministry of Health has for Te Tiriti and its special relationship with tangata whenua. 

In order to provide a more balanced document with adequate priority and meaningful engagement with Te Tiriti and tangata whenua we recommend:

13) Return the principle for Te Tiriti to its position as the first principle of the Strategy as it was in its predecessor. 

14) Change the wording of the principle referring to Te Tiriti to:

Acknowledge and action the special relationship between tangata whenua and the Crown under the Treaty of Waitangi


Five strategic themes
The Strategy proposes five strategic themes to focus action – people-powered, closer to home, value and high performance, one team and smart system (I. Future Direction, from page 10).

4	Do these five themes provide the right focus for action? Do the sections ‘What great might look like in 10 years’ provide enough clarity and stretch to guide us?
	
7) Add one more Strategic theme called Actioning Te Tiriti in the New Zealand Health Sector. 



Roadmap of Actions
II. Roadmap of Actions has 20 areas for action over the next five years.

5	Are these the most important action areas to guide change in each strategic theme? Are there other actions that would be better at helping us reach our desired future?
	Currently Tangata whenua are largely not included in this roadmap. To make the point again - his action plan should not replace He Korowai oranga but should provide the necessary conditions and developments so that He Korowai Oranga can be implemented in the New Zealand Health Sector. 

7) Select 5 – 10 vital actions that will make the biggest difference to bringing to life te tiriti in the health sector and make a difference to tangata whenua wellness. 

Suggestions to be included as actions

· An honest evaluation is required to ascertain how well Te Tiriti is being acknowledged and actioned in the New Zealand Health sector. Partnership, Participation and Protection of tangata whenua health in many areas is being eroded and diminishing. Just look at this strategy and ask yourself if this document is a true reflection of the intention of Te Tiriti o Waitangi? There are many threads to this work and much of it is sitting ready to be brought together in a single picture. Other areas may need some work.  

· Develop an investment Plan for tangata whenua health

· Create a regular monitoring report to measure and disseminate information on progress on actioning Te Tiriti in the New Zealand Health system utilising RBA and infographics that are meaningful to the sector and to tangata whenua . 



Turning strategy into action
6	What sort of approaches do you think will best support the ongoing development of the Roadmap of Actions? Do you have ideas for tracking and reporting of progress?
	See section above to create a TOW in action report and add case studies and vignettes about the reality for tangata whenua. Not only the feel good stories as the reality is many tangata whenua have negative experience and outcomes. Show true leadership by being willing to learn from reality. 



Any other matters
7	Are there any other comments you want to make as part of your submission?
	We cannot see ourselves in this document – save for the disparity statements which talk about Maori inequalities. Consider Sharing our innovations and evidence of Maori health gains. 
 
There is no proactive response to improving Maori health. Draw upon and recognise traditional Maori wisdom and frameworks as valued as part of the body of knowledge of wellness in Aotearoa NZ. 
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Challenges and opportunities
The Strategy reflects a range of challenges and opportunities that are relevant to New Zealand’s health system. Some of these are outlined in I. Future Direction on pages 5–7.

1.	Are there any additional or different challenges or opportunities that should be part of the background for the Strategy?
	1) Add the challenge of real and meaningful actioning of Te Tiriti in the Health system.

Currently the different relationships and mechanisms in place to action Te Tiriti in the NZ health system are variable in their effectiveness. 

As tangata whenua we acknowledge the whole Tiriti document and emphasise the First Tiriti in te reo Maori – preamble and all articles. 

However we are aware that the Crown does not at this time acknowledge or entertain conversation and exchange on the basis of the full TOW instead has substituted the Principles of the Treaty. As such we will base this submission on the full Tiriti but converse with the MOH using the principles of Te Tiriti. 


2) Demonstrate your acknowledgement of Te Tiriti from start to finish within document. 

This requires that every section and strategy of the document is explicit in providing the tangata whenua viewpoints and themes. This includes specific tangata whenua actions and strong alignment with He Korowai Oranga. 

3) Refer to Mäori as tangata whenua within the document. 

We are ethnically Mäori and from our world view we are tangata whenua. This recognises our unique position as the indigenous people of Aotearoa New Zealand and the partner to Te Tiriti.

This document should not replace He Korowai oranga but should aim to improve the conditions within the NZ health Sector so that He Korowai Oranga can be implemented effectively.



The future we want
The statement on page 8 of I. Future Direction seeks to capture the future we want for our health system:
So that all New Zealanders live well, stay well, get well, we will be people-powered, providing services closer to home, designed for value and high performance, and working as one team in a smart system.

2.	Does the statement capture what you want from New Zealand’s health system? What would you change or suggest instead?
	Te Tiriti as found document of Aotearoa is missing

The whole person is missing from this direction 

The whanau is missing from the direction and from the whole document

Life Course approach is needed so that all of the attention is not on older people with little flow of resources to young people and prevention.



A set of eight principles is proposed to guide the New Zealand health system. These principles are listed on page 9 of I. Future Direction and page 31 of II. Roadmap of Actions.

3	Do you think that these are the right principles for the New Zealand health system? Will these be helpful to guide us to implement the Strategy?
	On reading the updated version of the strategy, we notice that the Tiriti principle has dropped from first to nearly last in the list of principles. This strongly signals a reduced priority that the Ministry of Health has for Te Tiriti and its special relationship with tangata whenua. 

In order to provide a more balanced document with adequate priority and meaningful engagement with Te Tiriti and tangata whenua we recommend:

15) Return the principle for Te Tiriti to its position as the first principle of the Strategy as it was in its predecessor. 

16) Change the wording of the principle referring to Te Tiriti to:

Acknowledge and action the special relationship between tangata whenua and the Crown under the Treaty of Waitangi


Five strategic themes
The Strategy proposes five strategic themes to focus action – people-powered, closer to home, value and high performance, one team and smart system (I. Future Direction, from page 10).

4	Do these five themes provide the right focus for action? Do the sections ‘What great might look like in 10 years’ provide enough clarity and stretch to guide us?
	
8) Add one more Strategic theme called Actioning Te Tiriti in the New Zealand Health Sector. 



Roadmap of Actions
II. Roadmap of Actions has 20 areas for action over the next five years.

5	Are these the most important action areas to guide change in each strategic theme? Are there other actions that would be better at helping us reach our desired future?
	Currently Tangata whenua are largely not included in this roadmap. To make the point again - his action plan should not replace He Korowai oranga but should provide the necessary conditions and developments so that He Korowai Oranga can be implemented in the New Zealand Health Sector. 

8) Select 5 – 10 vital actions that will make the biggest difference to bringing to life te tiriti in the health sector and make a difference to tangata whenua wellness. 

Suggestions to be included as actions

· An honest evaluation is required to ascertain how well Te Tiriti is being acknowledged and actioned in the New Zealand Health sector. Partnership, Participation and Protection of tangata whenua health in many areas is being eroded and diminishing. Just look at this strategy and ask yourself if this document is a true reflection of the intention of Te Tiriti o Waitangi? There are many threads to this work and much of it is sitting ready to be brought together in a single picture. Other areas may need some work.  

· Develop an investment Plan for tangata whenua health

· Create a regular monitoring report to measure and disseminate information on progress on actioning Te Tiriti in the New Zealand Health system utilising RBA and infographics that are meaningful to the sector and to tangata whenua . 



Turning strategy into action
6	What sort of approaches do you think will best support the ongoing development of the Roadmap of Actions? Do you have ideas for tracking and reporting of progress?
	See section above to create a TOW in action report and add case studies and vignettes about the reality for tangata whenua. Not only the feel good stories as the reality is many tangata whenua have negative experience and outcomes. Show true leadership by being willing to learn from reality. 



Any other matters
7	Are there any other comments you want to make as part of your submission?
	We cannot see ourselves in this document – save for the disparity statements which talk about Maori inequalities. Consider Sharing our innovations and evidence of Maori health gains. 
 
There is no proactive response to improving Maori health. Draw upon and recognise traditional Maori wisdom and frameworks as valued as part of the body of knowledge of wellness in Aotearoa NZ. 
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Whanganui District Health Board
Submission to Ministry of Health on the draft of an updated New Zealand Health Strategy published in October 2015


Whanganui District Health Board (WDHB), governors (including our iwi partnership board), clinical leaders, managers, and other staff have contributed their perspective to this submission on the draft NZ Health Strategy (the Strategy).

WDHB appreciates the opportunity to comment on this important document.  We acknowledge the extensive opportunity that the Ministry of Health has provided to enable people and organisations to contribute to the development of the Strategy.  Overall, WDHB supports the intent and content of the draft.

WDHB’s response follows the framework provided in the submission form.


Challenges and Opportunities

1.	Are there any additional or different challenges or opportunities that should be part of the background for the Strategy?

Challenges

We agree with all the identified challenges.  We would like to see more emphasis on, or inclusion of:

· health literacy levels
· levels of patient harm from avoidable adverse events
· effects of poverty – recognising that the health system cannot take responsibility for correcting or alleviating this
· the “overall” investment, and geographical distribution of, secondary and tertiary level services at the expense of community and primary-based services
· explicit recognition of the need to ration since there will always be “finite resources and infinite demand”.

Opportunities

Again, we support the opportunities identified in the draft, especially the focus on prevention and health promotion.

We strongly support the need for research, so that evidence underpins our investment and rationing decision.

Some additional ideas:

· A more structured, disciplined approach to standardising aspects of service delivery is an opportunity that has the benefit of lessening human error, thus patient harm, and reducing cost.  We believe this is possible without impinging inappropriately on clinical freedom.  Having said that, we believe clinical freedom within the public sector does need to have clear boundaries on various levels.
· Putting more emphasis on strategies from the Ottawa Charter, especially healthy public policy and community development.
· Incentivising the breaking down of the silos and fiefdoms across professional groups and health care organisations, and lifting the scopes of practice (with appropriate training and development) of the non-medical occupational groups, and the unregulated workforce.
· We see considerable opportunity for breaking down a culture of dependence and creating a culture of patient/whanau self-determination and empowerment.  This opportunity exists at all ages and stages, but especially in the management of long-term conditions and end of life planning.
· More explicit mention on targeted investment:
· those with the greater need, but only when there is ability to benefit
· primary and community over secondary and tertiary
· greatest number to benefit rather than one-off ‘miracle cures’
· children and youth
· intersectoral strategies that the health system could, and should, influence, but not taking responsibility for all social ills.


The Future We Want

2.	Does the statement capture what you want from New Zealand’s health system?  What would you change or suggest instead?

	No.  We do not support the “live well, stay well, get well”.  We support Sally Webb’s suggestion of “start well, live well, end well”.

	We understand and support the intent of the remainder of the statement, but think “people powered” and “closer to home” are open to a high degree of misinterpretation.  “Smart system” is integral to value and high performance.  “One team” – sounds good, but impossible to achieve given the competing agendas, which is intrinsic in our existing structure.

	In our view, the statement needs to be re-thought and something, albeit less “catchy”, needs to be developed to include concepts of responsiveness, resilience, empowerment, and striving for excellence.

3.	Do you think that these are the right principles for the New Zealand health system?  Will these be helpful to guide us to implement the Strategy?

	We support all the principles outlined.  We would prefer to see the principle “improvement in health status” refer much more explicitly to reducing the inequalities that exist for Māori and people of low socio-economic status.

	If not in the strategy statement, we would like to see the principles embody empowerment and resilience of adaption to geo-political forces.  A culture of care of each other could also be considered in the principles.


Five Strategic Themes

4.	Do these five themes provide the right focus for action?  Do the sections “what great might look like in 10 years” provide enough clarity and stretch to guide us?

	We understand and support the rationale behind the themes, but as stated in question (2) we believe that they are open for misinterpretation, so at this point are not quite right.

	(1)	People-powered

		We support the concepts within this theme.  Whilst we recognise the theme covers empowerment and self-determination, we would like this and health literacy expanded in the “why it’s important” section.  Community development could also be stronger.  What it might look like in 10 years – great.

	(2)	Closer to home

		We support what the theme is about, but think the theme itself is misleading, and as with the previous Minister’s bi-line, open to high degrees of misinterpretation.

		The intent of this theme needs to be better represented by another bi-line.  Sorry we haven’t come up with an idea!!

		Again, what it might (needs to) look like in 10 years –great.

	(3)	Value and high performance

		We support the intent of the theme, but think in part it misses the point.  We would like to see more emphasis on a safe system that is focussed on preventing avoidable harm.

		We need to be confronting the brutal facts around systems not engineered to reduce human error and a system that is not acknowledging the extent and consequences of “treatment injuries”.

		Secondly, this theme needs to confront the issue of the extent of investment in hospital-based services (secondary and tertiary) in locations that no longer have the critical mass of population to enable these services to be delivered efficiently or as effectively as possible.

		In a system governed by local body politicians, it is unreasonable and unfair to expect these very difficult dis-investment decisions to be made locally.  It is almost impossible to “take the community with you”.

		As a health system affected by this, Whanganui sees all too clearly the consequences of needing to continue this investment in hospital inpatient services at the expense of community and primary investment.  Leaving this shift to individual communities will take too long if we are going to manage the challenges rightly outlined early in the draft strategy.

		Central government needs to take the lead on this.  The price of failing to deal with this is already showing in communities such as ours, thus exacerbating the challenges.

		We understand “no more money”, but we need strong support to re-direct our investment.  Further, a system of “value” also needs to be up front about rationing, and the need to focus on individuals with the ability to benefit, thus making prudent care decisions not engaging in futility.

		What might it look like in 10 years – again, great, but misses the reconfigured hospital network, both secondary and tertiary.  Given this is critical, mention needs to be made of it in this vision.  The same applies to mentioning a system that engages in the most prudent care and treatment, not futility.

(4)	One team

	We support the intent of the theme, but it is probably overly ambitious given structures and systems that make up our current system and lead to the conflicting or competing interests, e.g.:

· neglected investment in public health and its dislocation from DHB planning
· business model in primary care
· DHBs serving very small populations creating considerable diseconomies and not incentivised to support the “greater good”
· professional groups with strict demarcation lines
· unions competing for membership in a highly unionised workforce
· senior doctors working in public and private spaces
· high need health illiterate populations competing with the health literate “worried well”.

	We support the system leadership role of the Ministry, but consider the Ministry is often in an extremely difficult position due to the political nature of health.

	We would like to propose that “One Team” starts at national Government level.  If an accord was reached between the major political parties and the politics taken out of our precious health system, more sensible high level decisions would be made, thus enabling us to face the challenges of the future with more chance of success.

	This Accord would demonstrate true Government leadership.

	What great might look like in 10 years – all fine, but skims the surface of what would make our system truly great, e.g., political accord, breaking down professional boundaries, and clarity between public and private interests.

	PS:  Whanganui loved, and was honoured, being used as an example in this section.

(5)	Smart system

	The theme is okay, but too much emphasis on information and communication technology at the expense of simple systems that could significantly reduce hospital induced avoidable harm, or prevent illness or injury in the first place.

	We would like to see the Strategy focus on standardisation of service models and treatment and care pathways and then support their effectiveness and efficiency through nationally directed investment in the technology.  Too many people with too many fingers in the technology pie all making their decisions, for their own reasons in isolation of each other.  We see national direction in this area to be critical.

	What looks great – no issues with what is there.  It is just what is not there that we would like to see tackled.


Turning Strategy into Action

We understand the intent, but our view is get the Strategy right and agreed first, then have the Action Plan developed accordingly.

Develop the Action Plan in collaboration with those who will be responsible for “doing it”, and those it will affect.

We agree with the concept of a Road Map; it just has to include the right things.

We agree the Ministry must take the lead in monitoring implementation and evaluating outcomes of the Strategy.


Road Map of Action

(5)	Are these the most important actions to guide change in each strategic theme?

	Are there other actions that would be better at helping us reach our desired future?

	In our view, the Road Map is a hotchpotch of actions, some high level strategies, some very operational.  We believe some of the other ideas we have included in our submission should form part of the Strategy, which would then lead to actions in a Road Map.

	We would like to see the strategic goals made clear and then for some the local context taken into account to drive the actions to achieve the strategic goal.  In others, national or regional context should drive the actions.

(6)	What sort of approaches do you think will best support the ongoing development of the Road Map of Actions?  Do you have ideas for tracking and reporting progress?

	First, have meaningful/purposeful clear outcomes aimed at achieving overarching strategy.

	Second, have people across the system incentivised to support the outcomes as a means to achieving the Strategy – call to action type approach.

	Third, truly involve people in the development of the Action Plan to achieve the outcomes.

	Take some Leaps of Faith.  Aim for the long-term outcomes.  Don’t disincentivise the sector in the interim with a hundred and one measures.

	Incentivise ownership of the Action Plan.  Have sensible accountability and reporting frameworks.  Hold people to account and make sure there are real consequences for blatant activity in opposition to the Action Plan.

	Don’t be overly ambitious; confront the brutal facts of our current system and tackle manageable chunks; be prepared to change direction; take the hard decisions at the national level, and if the rationale is evidence-based, expect these to be supported at regional and local level.  If individual DHBs act in opposition to the national or regional direction, there needs to be clear consequences.


Any Other Matters

(7)	Are there any other comments you want to make as part of your submission?

	i	Well done to the Ministry for the work to date, especially the transparency and inclusion.
	ii	We are not clear who the audience is for the Strategy.  Once decided, the language needs to be appropriate.  May need two documents; one for the sector and a “popular report” for the general public – same information but shorter and common language.
	iii	The scope of the Strategy and subsequent Action Plan is not clear.  Are all publicly funded activities covered by the Strategy?
	iv	Structure and governance of DHBs conspicuous by its absence.  Why not “confront this brutal reality” within the context of the Strategy?


Whanganui appreciates the complexity of the task and appreciates the opportunity to take part.

We will be committed to the outcome of such an inclusive process.



On behalf of Whanganui District Health Board and Hauora A Iwi





Julie Patterson
Chief Executive
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[bookmark: _Toc433207223]Consultation questions
These questions might help you to focus your submission and provide an option to guide your written feedback. They relate to both parts of the Strategy: I. Future Direction and II. Roadmap of Actions.

Challenges and opportunities
The Strategy reflects a range of challenges and opportunities that are relevant to New Zealand’s health system. Some of these are outlined in I. Future Direction on pages 5–7.

1.	Are there any additional or different challenges or opportunities that should be part of the background for the Strategy?
	The document provides a good overview of the challenges and opportunities.
Maori and Pacific health providers are connect well into their communities but
looking forward it might be worth including the other ethnic populations (eg
Asian) as these are likely to grow and require more access to health services over
the next 10 years.



The future we want
The statement on page 8 of I. Future Direction seeks to capture the future we want for our health system:
So that all New Zealanders live well, stay well, get well, we will be people-powered, providing services closer to home, designed for value and high performance, and working as one team in a smart system.

2.	Does the statement capture what you want from New Zealand’s health system? What would you change or suggest instead?
	Really good summary. However, the authors may wish to review the use of the
words “smart system” because this can mean different things to different people
and without knowing the context it can be difficult to understanding.
It may be worth removing the word “smart”.



A set of eight principles is proposed to guide the New Zealand health system. These principles are listed on page 9 of I. Future Direction and page 31 of II. Roadmap of Actions.

3	Do you think that these are the right principles for the New Zealand health system? Will these be helpful to guide us to implement the Strategy?
	Yes these principles will help with implementing the strategy and will also keep it
grounded.


Five strategic themes
The Strategy proposes five strategic themes to focus action – people-powered, closer to home, value and high performance, one team and smart system (I. Future Direction, from page 10).

4	Do these five themes provide the right focus for action? Do the sections ‘What great might look like in 10 years’ provide enough clarity and stretch to guide us?
	The themes provide a good overview and focus for action. I have a couple of comments which hopefully will add to the framework:
People powered: I agree with this approach but the sector needs to balance the individual needs against population requirements. The sector will also need to understand the limitations of the IT “knowledge” of our populations (current and future) as the majority of health users will not necessarily have (affordability) access to the IT requirements described in this document. We will also have to manage populations/people’s expectations around what can be delivered by the health sector within the defined budget. 
Closer to home: This is a good idea. Hopefully the ongoing funding review will
complement and help deliver the aspirations in this strategy. The authors discuss good examples of health services providing integrated services closer to home. As part of the plan going forward can we see these examples expanded and the stories shared around how the services were established and the challenges involved. NZ is a small health sector and this will prevent reinventing the wheel and appropriate use of resources. It would also be good if we could have measurable long term outcomes from the integration of cross sector services. Great in 10 years looks good but it may be worth including the potential of using support from secondary care to have the desired workforce capability and capacity in primary and community services that provide high-provide care as close to home as possible. This is because secondary care may be able to off expertise for their primary care colleagues to deliver the proposed actions.
Value and high performance: I agree with this approach but could we also include something around the better information about real-time health results including measureable long term outcomes for patients?
One team: This is a very aspirational but is really important if health and other sectors are to it move forward in collaborative way and support the needs of our patients and New Zealanders.
Smart system: Well organised data is important but it needs to be meaningful, useful and can be acted on to deliver outcomes. Please can this be considered?



Roadmap of Actions
II. Roadmap of Actions has 20 areas for action over the next five years.

5	Are these the most important action areas to guide change in each strategic theme? Are there other actions that would be better at helping us reach our desired future?
	The actions are a good starting point to start the change process in relation to
each strategic theme. Hopefully the information below also adds to the thought
process.
People-powered: Action 1. To share outcomes from the stocktake, especially
the “bright spots”. If IT is being encouraged ensure that patients have access to
the IT resources or if this is a constraint, ensure patients can still be engaged and
access their information through other means. We cannot afford to
exclude/disengage them. Action 2. Show casing three high quality people led
services is fine but why restrict it to three and how will they be identified and
prioritised? It would be useful to have context around this idea.
Closer to home: Action 3. It might be worth moving “b” to the first point as it
appears that the design principles are occurring after the engagement. Action 5.
Any outcome framework will need to be measureable and deliverable without
additional costs, where possible. If organisations are asking for additional
funding to implement then expectations may need to be clarified early in the
development phase. Focusing on one specific LTC may be useful but the
majority of patients accessing the health sector have more than one LTC so
demonstrating any measurable improvements might be challenging. I fully
support making greater use of the new and existing clinical networks. We are too
small to reinvent the wheel. ACC may also be interested in being a partner with
managing LTC patients as they are likely to have some clients who are accessing
health and ACC in the LTC space. Additional collaboration across these agencies
may be useful for both sectors.
Value and high performance: Action 7. It would be useful if the service user
experience measures included some measurable outcomes and results which will
drive and improve performance. Action 11. Could the word NGO be changed to
interested party as there may be other organisations or partners who might be
interested in assisting in delivering favourable outcomes for the sector? Action
12. It may be useful to include secondary care in the list of organisations who
would benefit from partnering to deliver on continuous improvement in system
quality and safety. Can the quality performance reporting also include
outcomes?
One team: Action 16. Fully supportive of this action and it would also be useful
if the governance training programme had a measure effect on the sector built
into the process.
Smart system: Action 18. To assist with analysis and future tracking review it
may be useful if DHB’s could access NHI level data from the Ministry. Currently
this is encrypted and can make assessment of any implemented changes quite
difficult. Action 20. To better align, strengthen and support the impact of
health research for NZ may be useful. If there is the option to look at alternatives
to the HRC research applications that might be beneficial to the small innovative
researchers across NZ.



Turning strategy into action
6	What sort of approaches do you think will best support the ongoing development of the Roadmap of Actions? Do you have ideas for tracking and reporting of progress?
	Clinical (and managerial) engagement at all levels of the sector is important if
these actions are to be developed and delivered. An approach of “tight-loosetight” around deliverables and reporting may help but we need to ensure the sector is delivering value for money and ensuring our patients receive the most appropriate care and services.



Any other matters
7	Are there any other comments you want to make as part of your submission?
	Thank you for opportunity to comment on this exciting development.
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 “Update of the New Zealand Health Strategy 

All New Zealanders live well, stay well, get well 
Consultation draft” (MoH) 
Feedback from Te Pou Matakana 
Te Pou Matakana aims to drive better outcomes for whānau across the North Island by adopting a ‘commissioning for outcomes’ approach. It is anticipated that this approach will lead to the collaborative and innovative behaviours needed to achieve the best outcomes for whānau. With this in mind, we are pleased to provide feedback on the draft update of the New Zealand Health Strategy. 
The draft document is well structured and provides important insight into the current challenges in regards to health provision and measurement, as well as looking towards a more innovative approach towards addressing priority areas, as well as outcomes measurement. 
It is pleasing to see that the Treaty of Waitangi has been used as a guiding principle during the development of the draft document, and that issues surrounding current disparities have been highlighted. While these are of significant concern, the ongoing gap in life expectancy between Māori (particularly males) and the rest of the population remains an issue and requires direct and considered investment. Theme Three makes specific reference to the issue of disparities and in particular gaps between Māori and the general population. Consideration is given to addressing these concerns, however, this Theme places no particular emphasis on Māori. For these issues to be addressed, Theme Three must be more focused in terms of investments which specifically target Māori. 
Alternatively, a broader recommendation is that the strategy includes a NEW THEME. This would be a consistent with the rest of the strategy, but focus specifically on reducing disparities and have investments which directly align with this. If not, it is doubtful that the objectives of the strategy which specifically relate to vulnerable populations, those most in need (and especially Māori) will not be met, and will undermine the purpose of developing an innovative new action plan that can make new, meaningful and sustainable changes to health disparities. 
The focus on developing an outcomes focused approach (as opposed to outputs approach) is a timely and appropriate development. The importance on making this development actionable is well captured in the draft strategy, it would be good to see what kind of indicators will be developed to capture the proposed outcomes. It will be important here also to consider what specific outcomes/indicators will need to be seen to advance Maori health status (across the board, and in specific priority areas). 
Ngā mihi 
[redacted]
Director, Wai-Atamai
 Full copies of public feedback to New Zealand Health Strategy consultation – received to 4 Dec 2015
COMMERCIAL IN CONFIDENCE
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To: 		Ministry of Health 
Submission: 	New Zealand Health Strategy Consultation 
Date: 		7 December 2015 
From: 		He Oranga Pounamu 
PO Box 13 713 
Christchurch 8141 
Contact: 	[redacted]
Phone: 	[redacted]


INTRODUCTION 
He Oranga Pounamu is a Charitable Trust established in 2000 under the mandate of Te Rūnanga o Ngāi Tahu following extensive consultation with Ngāi Tahu whānui, Māori communities and Māori health and social services providers. 
Delivering whānau rangatiratanga outcomes is the foundation to all activities undertaken by He Oranga Pounamu. It advocates from a position of strategy and influence with key funders and provider agencies to ensure whānau are supported with best practice services. It is also leading and coordinating the largest Whānau Ora Collective comprised of 19 Providers throughout Te Waipounamu. 
He Oranga Pounamu activities are aligned with the direction of Te Rūnanga o Ngāi Tahu and it has 30 Māori service affiliated providers across Te Waipounamu. The affiliated provider organisations cover a wide range of services including health and disability services, training programmes, whānau development and social services. 
I do not give permission for my personal details to be released should this submission be requested under the Official Information Act 1982.
RECOMMENDATIONS 
A fundamental recommendation of this submission is “equity” to reduce health disparities for Māori. 
1. Funding equity is an essential mechanism Ministry of Health can employ to improve Māori health outcomes. Whilst health disparities for Māori may have seen small gains, overall evidence shows that Māori are still significantly disadvantaged in comparison to non Māori, across all areas e.g. health, housing, education, employment. 
2. Workforce capacity and capability - He Oranga Pounamu supports a focus on increasing the numbers of Māori working within and across the health system at all levels in particular managerial levels coupled with funding to build the capacity and capability of the Māori workforce to work with whānau and improve health outcomes for Māori. 
3. Te Tiriti o Waitangi is the foundational document of New Zealand and is embedded in health legislation: 
	Kawanatanga 
	He Oranga Pounamu would like Ministry of Health to ensure active participation with hapū and iwi in decision making across all levels of the health sector 

	Ōritetanga 
	Specific actions must be identified that will ensure equity of outcomes for Māori and accountability 

	Tino rangatiratanga 
	Self-determining whānau will only be achieved through the willingness of the Ministry to work together using equity as the primary lens for decision making, service development and service delivery 





FIVE STRATEGIC THEMES: 
People Powered 
· Initiatives that empower and enhance the mana of whānau will see the greatest gains for whānau. 

Home Base Care 
· Kanohi ki te kanohi would support many Māori whānau who face disadvantage and vulnerability due to poverty in all its forms. Going to where the people are fits within the proposal of home based care. 

Value and High Performance 
· Being specific about outcomes and impacts sort, enables accountability around Māori health and allows Māori as Treaty partners the opportunity to monitor and track progress. 

One Team 
· Mandatory training relating to ethnicity data collection and culturally appropriate communication and interaction of all staff in particular at GP level. This training must include the GP. 
· Requirement for “all” governance to be skilled and/or trained to support best outcomes for whānau. 

Smart System 
· Mandatory ethnicity data will ensure evidence to assist appropriate distribution of resources and support iwi involvement in areas of priority. 

CHALLENGES AND OPPORTUNITIES 
He Oranga Pounamu is the lead provider of the ‘Te Waipounamu Whānau Ora Services Collective’ known as Waka Ora. The Collective includes 15 kaupapa Māori providers of primarily health and social services across Te Waipounamu, some 150,000 square kilometres, making it NZ’s largest Whānau Ora collective both geographically and in terms of providers. Being the largest collective has presented, and will continue to present, many challenges – both in terms of geographic spread and relationship dynamics. 
He Oranga Pounamu believes that whānau are the central support mechanism for their individual members and the key to shaping their future. 



THE FUTURE WE WANT 
Whānau should be encouraged to take control and have an active and meaningful voice at the table. 
Government through the Whānau Ora initiative have supported Māori and other vulnerable groups in ways which are inclusive of a whānau centric approach that looks to nurture locally led initiatives that invite and enable ownership and leadership by whānau. 
Whānau Ora recognises that, despite the challenges and circumstances they face, all whānau have within them the collective potential to realise social, cultural and economic gains. 
Whānau Ora also focuses on building greater cross-sector and service collaboration so that whānau have access to more whānau-centred support as they set and progress towards their goals and aspirations. 
[footnoteRef:38]The collective impact framework can empower people to make a real difference in communities around the world, but the five conditions (a common agenda, shared measurement systems, mutually reinforcing activities, continuous communication, and backbone support organizations) are missing a critical dimension: equity. The five conditions of collective impact, implemented without attention to equity, are not enough to create lasting change.  [38:  Extract Stanford Social Innovation Review - The Equity Imperative in Collective Impact John Kania & Mark Kramer Oct. 6, 2015] 

With input from thoughtful partners, clients, and community members, we’ve come to understand that most efforts to achieve collective impact inevitably take place within a context of structural inequity that keeps people of different backgrounds and races from achieving equitable outcomes. If participants in collective impact initiatives are to make the lasting change they seek, they must pay explicit attention to policies, practices, and culture that are reinforcing patterns of inequity in the community. They must develop targeted strategies that specifically and differentially take into account any underlying advantages that some people have, as well as the disadvantages that other groups face. And throughout every aspect of the collective impact process, they must bring to the table those whose lives are affected by the results of the work. Without vigilant attention to equity, efforts to align and coordinate resources can inadvertently reinforce institutional patterns that promote disparities and constrain progress for our most vulnerable community members. 
CONCLUSION 
Māori demand for equity and fairness will grow if the above key tenets are not addressed in this generation, a generation well poised to implement meaningful and impactful change. If these fundamental human rights are ignored, this will place considerable stress on public services – particularly given the Māori population age profile and growth projections – and constrain Māori participation and productivity within the macro economy.
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4 December 2015 

New Zealand Health Strategy Consultation 
Ministry of Health 
PO Box 5013, 
Wellington 
via email: nzhs_strategy@moh.govt.nz 

RE: Update of the New Zealand Health Strategy.

Thank you for the opportunity to submit comments to the update of the New Zealand Health Strategy: All New Zealanders live well, stay well, get well” consultation draft. 
The Pharmaceutical Society of New Zealand Inc. (the Society) is the professional association representing over 3,000 pharmacists, from all sectors of pharmacy practice. We provide to pharmacists professional support and representation, training for continuing professional development, and assistance to enable them to deliver to all New Zealanders the best pharmaceutical practice and professional services in relation to medicines. The Society focuses on the important role pharmacists have in medicines management and in the safe and quality use of medicines. 
The Society congratulates the Ministry of Health on reviewing this important document and are broadly supportive of the five strategic themes and roadmap of actions. We support the overarching intent of the Strategy “that all New Zealanders live well, stay well, get well, we will be people-powered, providing services closer to home, designed for value and high performance, and working as one team in a smart system”. 
The Society agrees that the five themes do provide the right focus for a high level strategy. Examples of implementation approaches related to these themes can be seen in Implementing Medicines New Zealand, the Society’s submission to the draft Pharmacy Action Plan (attached) and the PSNZ-NZMA Vision 2020 Partnership for Care (attached). The Ministry’s draft Pharmacy Action Plan is well constructed from sector input, and The Society’s submission in support of the Action Plan (attached), describes a range of approaches that we believe strongly support the Health Strategy’s strategic themes, principles and roadmap of actions. 
The eight principles proposed provide useful guidance for directing the health system. However, the success of meeting the objectives of a Health Strategy is a whole of government approach, particularly from Health, Social Development and Education. The capabilities of these three sectors combined have the potential to properly address the wider population health issues. A whole of government approach must be implemented in targeting populations of high health needs such as older people/frail elderly, mental health and Māori/Pacific. Each targeted population should have a strategic approach, planned actions and with a combined governance group and operational leads group to implement. A ‘closer to home’ strategy should include provision of home medication reviews by pharmacists linked to general practice, St Johns and Home Healthcare Organisations targeting older people, frail elderly and polypharmacy. 
Turning the strategy into action requires a ‘loose-tight’ management model for change that permits innovation that can then be tested, refined and evaluated. A connected leadership incorporating Policy (Ministry of Health, Minister), Funders (DHBs), Providers (health professionals working in integrated environments, Primary Health) with consumers will also facilitate actions in practice. The lines of leadership and authority need to be simpler, clearer and enabling following the ‘loose-tight’ principles. A strengthened and authoritative Ministry of Health with fewer DHBs that have regional responsibilities with an integrated PHO governance are also required. DHBs comment there is little room for initiatives, creative change and redirection of funding and services to keep up with changing population needs or healthcare and health service intervention solutions. 
Governance and leadership must be part of the same as one without the other will not effect change. Health leaders must be part of governance structures with the ratio of appointed to elected members reviewed and perhaps shifted towards nominations appointed by the Minister in consultation and/or advice from the Ministry. An effective and responsive leadership supports funding mechanisms in the primary healthcare sector that are joined up and forward thinking for developing new, integrated structures and services and implementing such. 
Thank you for consideration of this submission. The Society would welcome further discussions with the Ministry that may assist in the development and delivery of the Health Strategy. 
Yours sincerely, 
[redacted]





Chief Executive Officer 
Emailed Attachments: 
1. PSNZ Submission to the draft Pharmacy Action Plan. November 2015 
2. PSNZ/NZMA Vision 2020 Partnership for Care: Pharmacists and Doctors Working 


Draft Pharmacy Action Plan - 

Partnership for care 2020: Pharmacists and Doctors working together 

 Level 10, Grand Arcade Tower, 16-20 Willis Street, PO Box 11640, Manners Street, Wellington, 6142, New Zealand TEL 04 802 0030 FAX 04 382 9297 EMAIL p.society@psnz.org.nz WEB www.psnz.org.nz
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PHARMACEUTICAL SOCIETY

of New Zealand Incorporated

23 November 2015

Trish Farrelly

Pharmacy Action Plan -Submissions

Ministry of Health

PO Box 5013

Wellington 6145

via email: pharmacyactionplan@moh.govt.nz

Dear Trish,
RE: Draft Pharmacy Action Plan 2015-2020 Consultation.

Thank you for the opportunity to submit comments on the Ministry’s draft Pharmacy Action
Plan document.

The Pharmaceutical Society of New Zealand Inc. (the Society) is the professional association
representing over 3,000 pharmacists, from all sectors of pharmacy practice. We provide to
pharmacists professional support and representation, training for continuing professional
development, and assistance to enable them to deliver to all New Zealanders the best
pharmaceutical practice and professional services in relation to medicines. The Society
focuses on the important role pharmacists have in medicines management and in the safe
and quality use of medicines.

The content of our submission has been informed by the views and comments of members of
the Society and our National Executive.

We would like to note that two members of our National Executive assisted in the Ministry’s
development of this document as members of the Pharmacy Steering Group. Recognising this
potential conflict, both Graeme Smith and William (Billy) Allan have not contributed to the
development of the Society’s response, other than participating in the National Executive
meeting where the Action Plan and our response was discussed.

The Society strongly supports the Action Plan and its infended purpose. The focus areas and
actions described in the Plan align well with the Society’'s own direction and strategy for the
profession in the next 5-10 years. The Society also appreciates being recognised by the Ministry
as having a principal role in the implementation of both this Pharmacy Action Plan, and the
government’s medicines strategy in Implementing Medicines New Zealand.

The Action Plan references the ‘Partnership for Care: Vision 2020: pharmacists and doctors
working together’ joint vision statement released by the Society with the New Zealand Medical
Association.lll We are pleased to see this referenced in the Plan, as this document notes the
commitment of the two pan-professional organisations to work towards an integrated and
collaborative practice to improve patient care and health outcomes for New Zealanders. As
the Action Plan is finalised and is implemented, the Society is committed to working in
partnership with our medical and other health colleagues to develop and deliver pharmacist
services that utilise the accessibility and specialist skills and knowledge pharmacists have in
medicines management and optfimisation. While the pharmacist is an autonomous health
professional delivering health services to New Zealanders, we recognise the need for

Level 10, Grand Arcade Tower, 16-20 Willis Street, PO Box 11640, Manners Street, Wellington, 6142, New Zealand
TEL 04 802 0030 FAX 04 382 9297 EMAIL p.society@psnz.org.nz WEB www.psnz.org.nz
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pharmacy-delivered healthcare to be appropriately recognised by the wider health sector
but also to ensure it contributes to the shared care of individuals.

The Society believes the pharmacy sector is well placed to contribute to the focus areas and
actions described in the Action Plan. The Society released the National Pharmacist Services
Framework in 2014 after extensive cross-sector consultation2. The Framework describes and
defines a range of services that pharmacists can and are, delivering, and is a fundamental
document in describing the “what” and "how to” of the actions described in the Ministry’s
Action Plan.

The feedback the Society has received on the Action Plan has been mostly very positive.
However the overarching view of this feedback and of the Society itself, is that the successful
implementation and delivery of the Action Plan is dependent upon appropriate and
sustainable funding of the services and activities. The Society considers the foremost “enabler”
for supporting the changes described should be ‘“restructured funding”. This does not
necessarily reflect new funding, but that the funding systems within the health sector could be
reconfigured to allow the Ministry to meet the government’s aims to help “set out how we can
make better use of the knowledge and skills of our pharmacy workforce” and to “ensure
pharmacy services are better integrated with other health professionals in multi-disciplinary
feams” ()

An essential element of the “enabler” of restructured funding, and the requirement for the
pharmacy profession’s full potential to meet the aims and objectives of the Ministry’s
Pharmacy Action Plan, is that all issues related to the appropriate and sustainable funding of
distribution and dispensing/supply of medicines are resolved.

The medicines dispensing and supply activity is the central function District Health Boards
confract pharmacists and pharmacies to perform. There are a considerable number of
regulatory, professional, ethical and clinical aspects fo the dispensing and supply of medicines
that many pharmacists believe the Ministry and DHBs have forgotften are performed on their
behalf. The pricing and funding of medicines by Pharmac and funding of dispensing and
medicines supply services by DHBs is disjointed, leaving pharmacies and the public themselves,
exposed to extra financial costs in order to dispense some freatments as infended by
prescribers.

A further enabler for the implementation of this Action Plan is to increase recognition of the
unigue role and capability of pharmacist-delivered healthcare, and see this acknowledged
across the health sector. Community pharmacists are extremely frustrated with the perception
that the healthcare and services they provide is for commercial gain only.

The free access and advice available from a community pharmacist is only possible due to
the sale of medicines and health-related products. Community pharmacists provide
personalised health and self-management advice and make a considerable number of
clinical health interventions for the population on a daily basis that are not funded. The
“funding” or “payment” for the treatment comes either through the sale of a medicine or
product. However, the time taken by a pharmacist to assess the appropriateness of freatment
or the requirement for medical referral is not in itself “funded”. Many in the health sector and
beyond, see pharmacies as businesses as opposed to healthcare providers due to the retail
sale of medicines. Consumers and health funders appear to accept that the fees and costs
associated with general practice appointments are a necessary part of accessing healthcare,
yet pharmacies charging for the sale of medicines and health products to "fund” their
healthcare provision is viewed as being profit-focussed or “making a buck”. The Society looks
forward to working with the Ministry, DHBs and wider health sector to improve the recognition
of pharmacies as primary healthcare providers and in developing new mechanisms for the
provision of pharmacist services to the community.





Comments on the focus areas and enablers of the draft Pharmacy Action Plan.

Focus area 1: Population and personal health
Pharmacists providing public health interventions that enable people to live well, stay
well and get well

The Society supports a greater role for pharmacists in providing public-health level
interventions. As will be mentioned throughout this submission, the Society contends that
pharmacists already provide a considerable contribution to public health in assessing and
addressing the health needs of individuals and communities. The issue is that this is not well
acknowledged by the wider health sector, nor does this personal and population health
advice and freatment receive funding.

Pharmacists in both primary and secondary care are called upon to provide advice and
education on self-care and the pharmacological and non-pharmacological management of
medical condifions. Pharmacists in primary-care provide lifestyle and freatment management
advice and will instigate medical referrals, or where appropriate provide over the counter
freatment and advice. Pharmacists are front-ine health professionals that see those
individuals and groups who cannot afford the fees to see their doctor, are not sure if their
health concern requires their doctor's assessment, or whether their health concern is
sufficiently “minor” that can be managed without medical involvement. As the referral
processes between pharmacists and general practice are not formalised, a pharmacist’s role
in an individual presenting fo their GP is not often recognised. Similarly, the extensive and
varied health interventions that pharmacists make are not captured locally, regionally or
nationally, therefore those activities are poorly understood outside of the profession.

Action examples on how to implement

The ‘Health Promotion and Preventative Services” section of the National Pharmacist Services
Framework presents the health education, immunisation and screening and intervention
services that pharmacists already are, or could, deliver to their communities. The accessibility
of pharmacists could be utilised for providing screening and intervention services appropriate
for a pharmacy setting, and integrating these with local or national health promotion activities,
strategies and/or targets. The Framework provides examples of how outcomes of such
screening services might include a referral for full medical assessment/management, the
provision of a pharmacist-only medicine, the provision of a prescription medicine in
accordance with a standing order, or perhaps just data being collected which is then fed into
a multidisciplinary shared-care plan.

The Society believes the enablers for delivering the actions associated with focus area 1
include:
e improving the recognition of the pharmacist/pharmacy contribution to healthcare
delivery and in local and national health promotion campaigns
¢ theinclusion of pharmacist-delivered services in public health and health promotional
funding streams
e recognise, utilise and promote the accessibility and expertise of the pharmacist as a
source of reliable healthcare advice and point of entry to health services
e implementing formal and integrated two-way referral processes and information
sharing between pharmacy, general practice and secondary care, including shared
care and medication records
e ensuring services provided by pharmacists are complementary to other providers
(doctors, nurses) and not in competition with
e incorporating pharmacist-delivered services in publically funded health programmes
such as immunisation services and smoking cessation services. Smoking cessation and
immunisation services are two key health areas that pharmacists contribute fowards





and could make significant gains in improving health outcomes. Yet there has been
an overt unwillingness for Pharmac, DHBs or other funders to fund pharmacists o
deliver these.

Specific comments on Focus Area 1 of the Action Plan as written:
Wording Page 13: Opportunities for change: “pharmacists as a first point of contact.... “could”
becomes “should”.

Actions:

DHBs: references to “interdisciplinary” should reference the specific inclusion of pharmacists in
the interdisciplinary models/approaches. There needs to be key accountability and
evaluation of meeting these actions in DHB annual plans.

Sector:

Research:recognise the schools of pharmacy as the lead accountability, however, the Society
also notes the pharmacy and pharmacist-service research that is undertaken by other
universities and departments including departments of general practice, health
management, health policy and others at Otago, Auckland, Massey and Victoria universities.

The New Zealand Pharmacy Education and Research Foundation (NZPERF) allocates funding
grants for research projects and certain specific academic prizes. The Society sees NZPERF as
having an important role in working with the sector and research organisations who may be
participating in pharmacy practice research.

Health literacy practices: the Society has promoted health literacy as a key area for continuing
professional development within the profession, developing education programmes and
promoting health literacy resources.

Promotion and supply of over-the-counter products for which there is little evidence of
efficacy: this is a highly complex area that balances professional ethics and practice against
health demands and consumer choice, with risks and benefits of a product. This is also
considered alongside the complications of direct-to-consumer advertising and the lack of
funding for over the counter (OTC) health services. The arguments surrounding what may or
may not be sufficient levels of “evidence of efficacy” for health products was the subject of
the Society’s recent submission to the Pharmacy Council’s consultation on the wording of the
Code of Ethics.(4 The Society notes that many areas of medicine have conflicting evidence
surrounding treatments, and that choice of freatment falls fo the professional judgment of the
practitioner in meeting the best interests of the individual. The Society supports actions that
will enable pharmacists to only promote and supply health products with appropriate
evidence of efficacy.

Focus area 2: Pharmacist clinical services
Pharmacists working collaboratively as part of an integrated team to deliver a
comprehensive range of medicines management services

The Society strongly supports the development and provision of medicines management and
other clinical services by pharmacists. The Framework of Pharmacist Services presents
medicines adherence and medicines opfimisation services that aim to optimise use,
effectiveness and understanding of medicines. Furthermore, the requirements for integrated
and collaborative care associated with these services are very clearly described.

The Framework also describes the activities associated with hospital clinical pharmacy services
that blend many of the services described in the Framework document, particularly Medicines
Use Review, Medicines Optimisation (Medicines Therapy Assessment, Comprehensive





Medication Management), Health Education, Medicines Information and Pharmacist
Prescribing.

In May this year, the Society published its Position Statement on Polypharmacy and Medicines
Optimisation®®) to highlight the increasing prevalence of polypharmacy and potentially
inappropriate medicines, and call for the widespread implementation of pharmacist-
delivered medicines management services by pharmacists to assess, address and monitor
these issues urgently. This had a specific priority for high-risk and vulnerable populations such
as Maori, older people, those taking 4 or more medicines and those in residential aged-care.
New Zealand data has demonstrated that the Medicines Therapy Assessment (MTA) service
delivered by pharmacists can reduce acute hospital admissions and is a cost-effective
intervention. ()

Pharmacists are recognised by the health sector as having the specialist skills and knowledge
to optimise medicines and are well-placed to deliver these services. Within secondary care,
pharmacists are seen as essential members of the clinical feam and recognition of this clinical
capability needs to be extended into primary care. Many community and primary-care
based pharmacists are already delivering medicines management services. However, there
needs to be equitable access to these services throughout New Zealand, as access currently
depends on how each DHB perceives and prioritises need and funding.

In secondary and tertiary care, the advanced clinical knowledge of pharmacists contributes
specialised pharmacotherapeutic advice towards the complex patient care and medication
tfreatment in this setting. In hospitals, pharmacists may specialise in many areas of medicine,
as well as speciality areas uniquely suited to pharmacy such as medicines safety, medicines
information and involving roles such as medicines reconciliation. Clinical pharmacists in
hospital may also have roles in emergency departments, admissions, discharge planning and
in primary-secondary care liaison roles.

Action examples on how to implement

The Society recommends the prioritisation of medicines optimisation services for high-risk
patients and encourages pharmacists' participation in delivering such services, particularly for
those in residential care facilities, those taking more than 4 medicines or those taking complex
medications. We also support the inclusion and delivery of MTA services as an optional service
available to general practice and Primary Health Organisations. Such services could be
provided by accredited pharmacists working from community pharmacies, consulting
pharmacists contracted specifically and/or by clinical advisory or ‘general practice’
pharmacists employed by practices in a medicines opfimisation role.

Recommendations from the Society’'s Polypharmacy and Medicines Opfimisation Position
Statement®) included:
e Increased collaboration between pharmacists and medical practitioners, non-
medical prescribers, nursing and allied health professionals in optimising medicines
e The sustainable delivery of medicines optimisation services by pharmacists as
described in the New Zealand National Pharmacist Services Framework. Particularly 1o
high risk and vulnerable populations such as Maori, older people, those taking 4 or
more medicines and those in residential aged-care
o The use of evidence-based screening and assessment fools to assess and review the
use of multiple medicines such as PINCER, STOPP/START, Beers or similar protocols aimed
at deprescribing
e The inclusion of pharmacist-delivered medicines optimisation services in strategic
planning, health pathways, guidelines and standards of care where ever medicines
are used.





Enablers for this focus area include greater opportunities for collaborative interactions and
combined education between pharmacists, medical practitioners, nursing and the other
health professions. Within the hospital environment, prescribers and nurses have the
opportunity to learn and understand the role and skills of pharmacists in medicines
management. Whereas the majority of interactions between pharmacists and general
practitioners is unfortunately dominated by Pharmaceutical Schedule-related issues or
prescribing regulations.

We note the pilotf project being conducted by the Nelson-Marlborough DHB and 2 local PHOs
exploring MTA services in rest homes. The outcomes of this pilot will inform local health
providers of the conftribution of pharmacist-delivered to the interdisciplinary care of patients
can make. Similar pilots of MTA services are being conducted in Canterbury, Southern and
other DHB regions. The Society would like to see support for other DHBs and PHOs to conduct
their own pilots of these services, with a view to developing these into a sustainable ongoing
service model.

The Society believes the role of pharmacists’ extended medicines management sits separately
to the dispensing and supply function. There are opportunities for pharmacists to bridge gaps
between primary and secondary care, as well as across primary-care and medicines supply
roles. This can be achieved through supporting the establishment of pharmacists in dedicated
positions in hospital as a primary-secondary care liaison, in general practices as primary-
care/general practice pharmacists, and community pharmacy-based medicines
management pharmacists. Funding for these positions should be managed outside of the
community pharmacy services agreement, although the funding system for dispensing
pharmacists roles in medicines management must accommodate for the conflict in funding
per item dispensed against potential recommendations to reduce the number of prescribed
medicines.

In meeting actions related to services “that support older people and patients with complex
health needs to live well in their own homes”, the Society believes agreements need to include
funded access to blister-packaging and other dose-administration aids. Such aids strongly
support an individual to live independently and self-manage their medicines, however the
costs of these can be a barrier for many older, high needs and/or vulnerable individuals with
low incomes.

Clinical pharmacist services in hospital care

There is a significant body of evidence that supports a core set of patient-centred hospital
clinical pharmacy services that impact positively on patient outcomes by reducing mortality
and drug costs, and must be provided to all inpatients.

The Society seeks the recognition and development of the advanced specialised skills of
hospital-based pharmacists. The Society supports the work of the New Zealand Hospital
Pharmacists Association (NZHPA) in developing a natfional career structure for hospital
pharmacy staff. We strongly recommend the Pharmacy Action Plan includes an action for the
Ministry and DHBs to engage with NZHPA to develop and nationally implement this career
structure project, to ensure the specialised knowledge and contribution of pharmaceutical
care of complex patients is recognised and sustained.

The Society recommends actions on DHBs to ensure there is recognition and resource
allocated for hospital pharmacy services to meet internationally recognised standards of
clinical pharmacy service delivery. DHBs are not equitable in recognising the health outcomes
and cost benefits gained by the specialised clinical pharmacist services in medical specialties
such as paediatrics, oncology, antfimicrobial stewardship/infectious disease as well as
specialised pharmacist services such as medicines information and specialist compounding
services.





The Society supports DHBs developing or expanding new models of hospital clinical pharmacist
services such asin emergency departments, admissions, discharge, specialist outpatient clinics
and in primary-secondary care liaison-type roles. These can assist with medicines reconciliation
and transition of care processes, as well as increasing the accessibility to the specialised
pharmacotherapeutic knowledge in optimising medicines use.

The Society recommends the Ministry and DHBs support and develop a model for the national
delivery of medicines information services delivered by a network of medicines information
centres to primary and secondary care health professionals. Comparable to the United
Kingdom Medicines Information network, existing New Zealand medicines information centres
receiving greater resourcing could provide independent and unbiased evidence-based
information about medicines and advice on their therapeutic use to health professionals in
secondary and primary care. This could contribute to optimised medicines use in prescribing
and management of medicines. An excellent example of medicines information service
provision to health professionals across both primary and secondary care within a DHB, is the
highly respected Christchurch Clinical Pharmacology Department Drug Information Service.

The Society recommends DHBs allocate resources to develop or support specialised
antimicrobial stewardship/infectious disease pharmacists to assist with meeting the objectives
and actions related to the optimal use of anfimicrobials — one of the impact areas of the
government’s Implementing Medicines New Zealand strategy.?) Such roles should be DHB-
wide and work with clinicians and infectious disease specialists to develop and deliver
antimicrobial stewardship programmes across secondary and primary care. These
programmes are increasingly recognised internationally as mandatory requirements to
address antimicrobial resistance.

The Society encourages DHBs to recognise and develop pharmacist prescriber models in
secondary care to complement and support prescribing in specialised clinical areas. The
collaborative nature of the pharmacist prescriber scope of practice combined with the
advanced clinical knowledge of specialised pharmacists provides an additional practical tool
to the multidisciplinary team.

All health practitioners have a regulatory requirement for maintaining continuing professional
development under the Health Practitioners Competence Assurance (HPCA) Act 2003. Many
clinical staff employed in DHBs receive financial support and educational leave to meet this
requirement. The Society recommends inclusion of an action for DHBs to support postgraduate
education and continuing professional development for hospital pharmacists. We also
recommend funding for continuing education in primary care through DHBs and PHOs
incorporate access for community/primary-care based pharmacists.

Specific comments on the Action Plan as written:

Second paragraph: The Society recommends removing references to the Pharmacy Council's
Medicines Management Competence Framework as it is out of date. It does not define
competence requirements for the various “levels” of medicines management services. While
the stated “boundary determinants” are confusing and do not clearly distinguish between the
services. We, therefore, recommend removing this reference and highlighting the detailed
definitions and descriptions outlined in the National Pharmacist Services Framework 2014.

Header “How can pharmacist clinical services contribute to improved health outcomes”: first
paragraph: we would suggest changing the reference "suffering from long-term condifions”
to “living with long-term conditions”.

The Society acknowledges reference to the “Impact of Medicines Therapy Assessment” report
that indicated the clinical and financial benefits in pharmacists delivering this medicines
management service.l¢) We recommend the evidence from this report be considered by DHBs





and ensuring Aged Residential Care service agreements include equitable access to
pharmacist-delivered medicines management services.

Actions:

DHBs: the Society wishes to highlight the importance of ensuring DHBs have a consistent
approach to medicines adherence and optimisation services. There is currently no equitable
access to pharmacist medicines management services across New Zealand. Some DHBs have
contfracted selected groups of pharmacies or pharmacists, a couple have quite wide
availability of contracts, where others have no provision of contracts for these services.

Focus area 3: Acute demand management
Patients having equitable and timely access to self-care advice, freatment of minor
ailments, acute demand triage and appropriate referral

As mentioned above under ‘Focus Area 1: Population and personal health’, pharmacists have
a unique position in providing health advice and services to a community. The accessibility of
pharmacists allows individuals with health needs to seek advice from a health professional
without an appointment and mostly without charge. Pharmacists use their knowledge and
professional judgement to assess the needs of that person, provide advice and/or treatment
options, or where appropriate refer to their GP for medical assessment. Pharmacists see those
patients who have barriers to attending their doctor, either through appointment costs,
scheduling available appointment times with work and other commitments, or due to costs of
prescriptions and the treatment itself.

Pharmacists have managed the assessment and freatment of numerous common, or *minor”
ailments for centuries. The cost of the service is covered if a freatment is “sold”, however if a
freatment is not suitable, that health service was provided free. If an individual were to
arrange and pay for an appointment with their GP, they could access funding of that over the
counter treatment via the prescription subsidy. An overall cost to the patient for the
appointment cost, the health system for its contribution to the GP consultation and then the
funding of the treatment.

The government’s ‘care closer to home' focus encourages more services and care being
provided in primary rather than secondary care. Pharmac are also shifting funding of complex
pharmaceutical treatments such as clozapine and oral chemotherapy agents info primary
care. The increasing complexity of care being asked of general practices will require greater
coordination and sharing of care to free-up GP fime to manage these cases. The Society
supports a scheme that shifts management of comparably “simple” or *minor” complaints to
pharmacists, with appropriate referral processes in place, while maintaining effective systems
of shared care and recognition of the medical or healthcare home. An integrated model for
such a scheme would help ensure health needs can be met by the multi-professional team,
and meet the objectives of care closer to home.

The Society firmly believes that pharmacists should be able to access funded over the counter
freatments for a defined list of common ailments that do not require a medical assessment.
However, alongside such a system there needs to sit formal referral pathways from pharmacists
to GPs, to facilitate access for urgent medical attention, and also to provide a means to
communicate the pharmacists’ assessment. If delivered appropriately, a referral and
information sharing system would aid a GPs assessment in recognising what an individual has
already described to the pharmacist, while also providing recognition for the contribution of
the pharmacist to the health needs of that person.

Many people, particularly in high-needs populations, find the cost to see a GP a significant
barrier, resulting in unmet health needs.®) The Society has received feedback from our
members that many people present to pharmacists because they cannot afford to see their





GP, or they cannot get a suitable appointment time with their GP due to scheduling times, GP
availability, or work/school commitments. For many others, they are simply not sure if their
health need is of sufficient concern to “warrant the cost” of seeing their GP.

Recently published New Zealand evidence suggests that people are struggling fo afford
charges associated with visiting their GP, and they will put up with painful and/or serious
condifions as they cannot afford assessment and/or freatment costs. These include around
$30-$40 for a consultation, or $15-$20 for prescriptions written following a phone request —
without the patient having been seen.l?)

Pharmacists understand the potential for serious and complex conditions that may lie under a
presenting “minor” or “*common” ailment. They are fully aware of the signs and symptoms that
flag such serious conditions and promptly refer for medical diagnosis and management. The
Society strongly believes that individuals should not have to schedule appointments with their
GP to access funded treatment for minor conditions such as headlice, hayfever, minor allergies
or fungal infections. Or similarly for medications that may be provided by accredited
pharmacists according to defined criteria such as frimethoprim for uncomplicated urinary
fract infections, or the emergency hormonal contraceptive pill (ECP). Many DHBs are
choosing to fund access to the ECP from pharmacists, initially in conflict with Pharmac’s own
role. The Society would like to see an action for the Ministry, DHBs and Pharmac to work on
new models of care to permit access to funded pharmacist-only medications from a
pharmacist without the requirement for a prescription.

Action examples on how to implement

The treatment and appropriate assessment is currently available from pharmacists, however
the funding is not. The Society supports a collaborative approach to developing a funded
common ailments service to ensure guidance related to assessment and advice is clear and
evidence-based, and when necessary that medical referrals are made appropriately. To
reduce the risk of incentives to supply treatment and/or specific commercial biases, freatment
costs for such a service could be guided by the pharmaceutical schedule, and the pharmacist
consultation funded separately, so where the pharmacist-delivered treatment was not
appropriate, that assessment can be recognised.

A model of minor/common ailments could be based on the fee the DHB would have paid a
GP to assess and treat that patient, being transferred to the pharmacist. The patient would
not have to pay the co-payment to see the GP, they could see the pharmacist for free in their
own time, perhaps contributing a $5 co-payment for the medication tfreatment. The time
taken for that GP consultation could then be taken by another patient requiring medical
assessment. We would see eligibility criteria applying to such a scheme, targeting high-needs
and/or low-income populations only.

A recent study looking atf reasons for presenting at Dunedin’s free clinic indicated that
prescription renewals were one of the most frequent triggers for GP contact.® While some
pharmacists in New Zealand accommodate payment plans or even waive prescription fees
for those patients who either cannot afford or have considerable difficulties in paying their
prescription charges.?) The Society would like to see an action for The Ministry, DHBs and the
pharmacy and medicine organisations, along with social services agencies, to develop
mechanisms for pharmacists to accessing funding that would address barriers for low-income
individuals to access contfinued supply of medicines on prescription and either fund orremove
co-payments.

Patients themselves want a greater role in self-management and seek more specific and
detailed information about the treatment they have been prescribed.19 New models of care
that enable an increased role of pharmacists in acute demand management would meet this
need while providing more time for doctors to assess and manage more complex cases.





Specific comments on the Action Plan as written:

Page 17 headline “how can pharmacists confribute to improved acute demand
management”: The Society supports the suggestion of pharmacists located in emergency
departments to contribute to acute demand management and would like this role highlighted
to DHBs. Such arole could assist medicines reconciliation and admission processes, could liaise
with primary care and community pharmacists, and could also include a pharmacist
prescriber scope of practice, to enable prescribing of appropriate medications for a patient
being discharged from ED, or to chart regular medications at admission. A collaborative
model working with the medical feam could be developed to define the role of the ED
pharmacist.

The Society supports the development of a funded common aqilments scheme, and
acknowledges that a service model would be highly collaborative to ensure individuals that
do not fit the defined eligibility criteria for the scheme were referred for medical management.

The Society recommends an action for the Ministry to work with the Sector to consider a
continued dispensing mechanism by pharmacists, comparable to what occurs in Australia.
Whereby an eligible medicine that has been previously prescribed for a stable patient and
where a clinical review by the prescriber supports a pharmacist to supply the medicine without
a prescripfion once in a 12 month period.

Focus area 4: Dispensing and supply services
More effective use of the pharmacy workforce and technology to reconfigure the
dispensing and supply process

The Society acknowledges that the call for the pharmaceutical margins issue to be addressed
has been recognised by the Ministry and DHBs. The margin may seem a relatively minor barrier
compared to the significance and wide-reaching aims and objectives of the Pharmacy Action
Plan. However, the Society strongly recommends that the issues are addressed and resolved,
so that everyone can move on to implementing the Action Plan over the next 5 years.

The Society strongly supports the role of the Pharmacy Accuracy Checking Technician (PACT)
and has been responsible for leading the pilot project over the past year. The results and
evaluation of the PACT project have been extremely positive, with a number of benefits
identified. The Society has made a commitment to the nationwide development of the PACT
role, which will be guided by the formal evaluation and project reports. Feedback from
pharmacists participating in the pilot as well as information from a study investigating
pharmacist opinions of advanced roles for technicians does suggest these roles allow
pharmacists to have more fime available for patient-centred activities. (1)

The Society acknowledges the opportunities and efficiencies that robotic dispensing offers for
some pharmacies. However, comments from pharmacists have noted that robotic dispensing
will not be suitable for all pharmacies and that there are risks with drawing away the dispensing
and supply role from suburban/neighbourhood pharmacies to regionalised and centralised
roboftic dispensing services. Furthermore, robotic dispensing does not suit all supplies of
medicines.

Pharmacists have identified original pack/single pack dispensing as being a significant enabler
for a more effective dispensing and supply service. Pharmacists currently must manage large
stock bottles and repackage these down for dispensing, while taking on the financial risk for
having the remaining stock on the shelf. The significance of this issue, along with the wider
issues associated with funding the medicine distribution chain cannot be understated. To
enable a fully utilised pharmacist workforce requires the development of a new and more
effective funding models for the distribution and supply of medicines that pharmacists perform
on behalf of the health sector. The Society recommends greater links between costs and cost





savings of pharmaceuticals achieved by Pharmac and the distribution and service elements
funded by DHBs.

The Society recommends that the Ministry and DHBs have actions to enable the uptake of
electronic prescribing in all general practices. Pharmacies have been enabled toreceive and
process electronic prescriptions for some time, with the delays in widespread use of this
technology being limited by general practice uptake. Furthermore, hospitals require a
natfionally consistent electronic prescribing and administration system that includes functions
to enable electronic reconciliation on admission and discharge. An efficient and accurate
medicines reconciliation process would reduce the risk of medication errors and facilitate the
transition of care.

As previously mentioned, many individuals struggle to pay for the costs of prescribed
medicines and frequently pick and choose which medicines to have dispensed if any, others
are concerned about owing money to their pharmacist, while some pharmacies have taken
it upon themselves to waive co-payment charges for their most vulnerable patients.(?)  The
Society recommends an action for the Ministry to lead an interagency approach with social
services to find mechanisms for pharmacists to identify and manage individual cases where
co-payments prevent patients from taking their prescribed freatment.

Targeted funding of blister-packaging or other dose-administration aids would support
adherence and self-management of individuals with low incomes who struggle with balancing
the number of cost-barriers associated with their treatment and the costs associated with
independent living.

Focus area 5: Prescribing pharmacists
Prescribing pharmacists contributing to better health outcomes by optimising
medicines management

The Society believes the principal enabler for developing the role of the pharmacist prescriber
is a clear understanding of the scope of practice by all within the health sector. Despite the
collaborative work happening between the professional bodies at a national level, many
medical practitioners do not understand the collaborative nature of the pharmacist prescriber
training or the role itself.

The prescribed quadlification for the pharmacist prescriber scope of practice is a university-
based postgraduate clinical pharmacy diploma followed by the postgraduate prescribing
qualification. The prescribing qualification requires 600hrs of study including a prescribing
practicum and a minimum period of supervised practice under a Designated Medical
Practitioner. This training process facilitates development of the collaborative prescribing
service model that the pharmacist prescriber could then practice under.

The Society believes the implementation of medicines therapy assessment (MTA) and
comprehensive medicines management (CMM) services by pharmacists based in general
practices will provide opportunities for greater understanding of the capability of clinical
pharmacists by general practitioners. As these services develop, a prescribing role by those
pharmacists could contribute fo case-management in those practices and the experience
gained would guide how individual practices might utilise a pharmacist prescriber. The Ministry
and DHBs supporting the role of medicines management pharmacists in general practices
would build confidence in the confribution of pharmacists to patient care, and would enable
the prescribing role to develop over the next 5 years.

The Society supports the development of a single prescribing standard for all prescribers. As
the profession responsible for dispensing of medicines pursuant to a prescription, pharmacists





identify the considerable poor prescribing practices - clinical and regulatory. Prescribing
training and competencies must be standardised for all prescribers.

The Society supports the development of models of care and contractual and governance
arrangements that would enable prescribing pharmacists to initiate relevant laboratory tests.
Pharmacists are very familiar and have training in the laboratory tests associated with the
monitoring of medicines freatment and also the parameters that influence the absorption,
distribution, metabolism and elimination of medicines. Pharmacist prescribers have advanced
fraining in clinical therapeutics and are very well placed to order and interpret those
laboratory tests relevant to pharmacological freatment - we would contend more so than
many medical practitioners. Pharmacists also have a greater understanding of the
pharmacogenetics associated with individual variation in the pharmacokinetics of drugs and
many are competent to interpret such tests.

A further enabler to support the development of the pharmacist prescriber workforce would
be the regulatory amendments described below under ‘Enabler 4 Regulation’.

Enabler 1: Leadership

The Society accepts the indicated lead accountability role for developing leadership as an
enabler to support the implementation of the Ministry’s Pharmacy Action Plan. The Society
has effective and open communication with all areas of the pharmacy profession and
maintains close working relationships with the principal health professional organisations.

The Society highly values its professional leadership role in providing key functions for the
profession, and is the accredited provider of continuing professional development and intern
fraining programmes for the profession. We also represent the viewpoint of practising
pharmacists on forums and organisation groups. The Society chairs the Heads of Schools and
Professional Organisations of Pharmacy (HOSPOP) forum, which we see as a fulcrum of leading
sector views. We are also full organisation members of the PHO Alliance, the only pharmacy
organisation in such a position. The Society has also been invited to join the International
Pharmaceutical Federation (FIP) as an organisational member — providing international
leadership connections and support to guide and enable national activities.

The Society has begun the initial stages of its own leadership development strategy that will
serve fo identify, develop and support leadership from pharmacists in early stages of their
careers, through to nafional and international representative roles. The Society will look
forward to engaging with the Ministry, DHBs and Sector as this strategy develops.

The Society believes that the appointment of pharmacists to leadership roles on health
governance structures across the health sector, including Ministry, DHB and Pharmac
committees, PHOs and clinical governance structures in primary and secondary care, will
provide a significant contribution to enabling the implementation of actions in this Plan.

Enabler 2: Information and other technologies

Information technologies provide an important enabler for communicating and documenting
the activities being conducted by pharmacists. As mentioned above, the Society
recommends that the Ministry and DHBs have actions to enable the uptake of electronic
prescribing in all general practices.

The Society also supports work by the Ministry to allow pharmacists to document immunisation
activities in the National Immunisation Register (NIR). Recording events on the NIR will aid an





intfegrated expansion of pharmacy immunisation services, and document the conftribution of
pharmacist vaccinators to public health.

The Society also supports information tfechnology development that documents the medicines
management activities delivered by pharmacists in shared care records. Furthermore, IT
systems with appropriate privacy management that would enable shared recording of the
provision of pharmacist-only medicines, would contribute fo a more complete shared
medicafion record. Pharmacist access to a shared medication record would provide
considerable assistance to medicines management services and medicines reconciliation
activities across primary and secondary care.

Enabler 3: Workforce

The Society gratefully acknowledges the role Health Workforce New Zealand has taken in
providing funded support for the pilofing and evaluation of the CPAMS Service and recently
the Pharmacy Accuracy Checking Technicians (PACT) pilot. We believe this model has proven
benefits in identifying a potential area of workforce development which could be developed
and tested in practice. Following the extremely positive evaluation of the CPAMS service, it
was negotiated into the Community Pharmacy Services Agreement.

The Society seeks to work with DHBs and Health Workforce NZ to build a workforce model for
pharmacists and pharmacy practice at the end of the Action Plan period in 2020. This would
determine the shape of practice, and understanding this will allow funding and services to
develop accordingly.

As mentioned above, The Society seeks an action from DHBs to engage with the NZHPA's
nafional career structure programme, which will enable a robust and defined career pathway
within hospital practice.

The Society seeks to work with The Ministry and DHBs to address pharmacist vacancies,
particularly in rural areas. Similarly, alongside NZHPA to address vacancies in hospital
pharmacy. A rural workforce programme, similar to that for general practitioners could assist
recruitment of pharmacists in regional areas.

Enabler 4: Regulation

The Society recognises that the Ministry is currently conducting a full review of the therapeutic
products legislation and has appreciated the ongoing engagement with officials developing
the draft Bill. Many aspects related to regulatory enablers will be addressed as we confribute
to the Bill's development.

The Society strongly recommends regulatory changes that would remove unnecessary barriers
to the clinical role of pharmacist prescribers. In the review and development of the new
therapeutic products legislation, the Society recommends revoking the Medicines
(Designated Pharmacist Prescribers) Regulations 2013 and making appropriate amendments
to the proposed new therapeutic products bill to add pharmacist prescribers the list of
authorised practitioners who can prescribe medicines that lie within their scope of practice.
Revoking the defined schedule of medicines in the Designated Pharmacist Prescribers
Regulations and in Schedule 1B of the Misuse of Drugs Regulatfions, along with revoking
Regulation 21(5)(b) of the Misuse of Drugs Regulations (that places a 3 day quantity of supply
limit on prescribing of controlled drugs) will permit pharmacist prescribers to practice within a
full range of clinical areas that are within their scope of practice.





In addition to the ongoing consultation between the Society and The Ministry in reviewing the
Therapeutics Products Bill, The Society seeks actionsin the Pharmacy Action Plan for the Ministry
in supporting our submissions to:
e the Expert Advisory Commifttee on Drugs(12)
e the Health Practitioners (Replacement of Statutory References to Medical
Practitioners) Bill October 2015013)

The Society recommends an action for the Ministry to lead the consideration of regulating
pharmacy technicians, particularly PACTs.

Compliance with Pharmaceutical Schedule Rules

An unfaironus is placed on pharmacists to ensure prescriptions and orders for medicines supply
comply with regulations and funding rules. The pharmacist must therefore spend time policing
compliance with prescribers when the onus should sit with prescribers themselves. Prescriptions
and orders that do not meet regulatory rules will not be funded, therefore pharmacists waste
time chasing prescribers. The Society recommends investigating regulatory, funding and
service models that remove the financial impact on pharmacists in ensuring prescriptions
comply with regulations.

The Society supports the function of registered pharmacists being able to assess and supply
pharmacy and pharmacist-only classified medicines outfside of the walls of a licensed
pharmacy. Medical practitioners are currently permitted under legislation to dispense and
supply medicines anywhere. Extending this permission, under carefully controlled standards
and/or regulated practice, could allow pharmacist services delivered outside of the licensed
pharmacy premises to include an element of medicines supply, for example MTA services
being delivered in a rest home.

The Pharmaceutical Society commends the Ministry in developing its Pharmacy Action Plan
and in describing the key focus areas and actions it sees being implemented by the Ministry,
DHBs and pharmacy sector over the next three to five years. The Action Plan complements
the Society’'s own strategy for the profession, and we look forward to the clinical skills and
capability of pharmacists being fully utilised to improve health outcomes and the optimal use
of medicines.

Thank you for consideration of this submission. | would be happy to discuss any aspect of this
submission further, as required.

Yours sincerely,

Richard Townley
Chief Executive Officer
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VISION 2020

PARTNERSHIP
FOR CARE

Pharmacists and Doctors working together.

New Zealand pharmacists and doctors working together in an
integrated and collaborative health practice environment can
significantly improve patient care and health outcomes.

This vision identifies a desired future state of collaboration

and partnership that is based on strong and supported clinical
relationships, optimised for the benefit of the patient and the
health system. It outlines the major goals and enablers that will
shape and guide the actions that both professions need to take
to reach that vision.

Partnership for Care has been prepared by doctors and
pharmacists from the New Zealand Medical Association
(NZMA) and the Pharmaceutical Society of New Zealand Inc.
(PSNZ). It offers a vision of an enhanced patient medication
journey and informs the development of health interventions,
their delivery and accessibility.
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VISION AREAS

0 The Patient’s Healthcare Journey

Doctors and pharmacists will pursue a whole-of-system approach for high quality,
coordinated services for patients that focus on patient centred care and

population health.

The patient’s healthcare journey will be a seamless continuum of care provided
by health professionals that involves diagnosis, prescribing and dispensing of
medicines, medicine therapy optimisation, monitoring and patient adherence

support for prescribed medicines.

9 Healthcare Professional Roles

Pharmacists and doctors will have shared responsibility and specific roles

in patient care.

. Doctors providing diagnosis and having primary patient
care responsibilities.

*  Pharmacists having specialist skills in medicines management and
optimisation, being fully utilised.

. Both jointly educating patients about medicines’ side effects and what to

do if these occur.

. Both actively monitor and review and contribute to patient care plans.

Through Alliances, doctors and pharmacists will also work collaboratively with
nurses and other healthcare professionals as integral members of the healthcare

team, providing an integrated care solution for patients.
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e A Shared Working Environment

Pharmacists and doctors will prioritise and enable sharing in joint working
environments. This will include having:

. Electronic shared care records, which aid communication
for the integrated patient care journey.

*  Medicines reconciliation that supports every transfer
of care.

. Co-location and consolidation of care services with
shared support systems and infrastructure.

e Peer review within the pharmacist-doctor partnership
and combined continuing professional development
opportunities.

0 Services

Services provided by doctors and pharmacists will be consistent with, and
contribute to, the development and achievement of Government’s stated health
sector strategies.

New initiatives will be identified and developed jointly, recognising respective
roles and expertise, and informed by the best available evidence.

Service design will be underpinned by the Triple Aim for quality improvement:
. Improved quality, safety and experience of care.

* Improved health and equity for all populations.

. Best value for public health system resources.

e Professional Competence and Ethics

Both professions will have obligations to maintain competence to practice and to
continue their professional development. Shared learning and mutual recognition
of professional learning as part of the Annual Practising Certificate recertification
programmes of Continuing Education/Continuing Medical Education points will be
in place. Both professions will support the stated codes and policy positions of the
ethics of each and will seek alignment.
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e Payment Arrangements for Services

More flexible approaches to managing patients’ health care needs will be
permitted by flexible funding arrangements in primary care. Greater scope

for collaboration and coordination of services will happen by encouraging

and enabling alternative funding streams for more comprehensive approaches
to servicing the particular needs of the enrolled population and that support
other integration enablers such as co-location, management systems.

Designated doctors and pharmacists for Rest homes will be part of funded rest

home care.

ACTIONING

This 2020 Partnership for Care provides the overarching
strategic vision for both professions to develop their goals
and objectives for actioning to achieve 2015—2020. Each
professional organisation — PSNZ and NZMA — will develop
and share key goals and objectives.
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