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SUMMARY OF OUR POSITION
We support the stated aims of the Pae Ora Bill.
KEY MESSAGE #1
The Bill’s planned bold transformation of our broken health system requires bold action, diversity of thought
and the application of creative ideas in the policy and design phase. We urge the Pae Ora Legislation (POL)
committee to think broadly and seek out on-going conversations with a wide range of groups, ourselves included,
who have a track record of thinking beyond the traditional constraints of the current system and can see the
possibilities laid out by the Bill.
KEY MESSAGE #2
As a population-based, community health-care provider caring for 12,000 patients in our region, HHPNZ has a
track record of a) applying innovative models of care that disrupt the current general practice model and ensure
equity in healthcare, and b) developing fit for purpose digital-health tools to seek better patient outcomes at the
population-health scale.
KEY MESSAGE #3
Since 2018, we have been trialling and testing in our regional ‘laboratory’ clinic in Palmerston North many of the
ideas and concepts the Bill seeks to enact via the reforms. We are actively planning for the introduction of new
healthcare models (such as Transition Care Facilities) into our community, and we will gladly share our learnings
with the POL Committee and other new health agencies - to help inform aspects of the Bill’s development and
subsequent policy implementation.
OUR POSITION: AT A GLANCE
HHPNZ wholeheartedly supports the Bill, its purpose and intent and we have four key areas we wish to provide
the committee with feedback on:
 The Bill needs to take a broader ecosystem1 thinking approach to the determinates of wellness, and mandate
that all aspects of the human context need to be examined in the health policy and planning that flows from
it. The Bill should set out a framework to examine not only an individual’s health condition and associated
social determinants, but also their community and context conditions, and the health of the environment
they live in.


To support implementing a wider ecosystem view in the Bill, there needs to be an objective added to direct
greater convergence in the aims and collaboration between the government Ministries responsible for
these different determinants (i.e. clustering together the Ministry for the Environment, Ministry of Social
Development, Ministry for Housing, etc.).



The consultation undertaken when giving effect to the Bill needs to be far-reaching and inclusive of diverse
perspectives (ethnic, cognitive, cultural, and sector) to limit the amount of unconscious bias built-in from the
start, and



We offer our experience and expertise to add to future policy discussions that derive from enacting the Bill,
on how to drive the type of organisational change needed in the health sector to support these reforms.
Lessons that we have learnt from implementing our own organisational-scale reform.

1

Hodgson, Ann. Spours, Ken. (2016) The evolution of social ecosystem thinking: its relevance for education, economic development and
localities. https://discovery.ucl.ac.uk/id/eprint/1537510/3/Spours_Ecosystem%20thinking%20Stimulus%20Paper.pdf
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OUR SUMMARY OF RECOMMENDATIONS IN THIS SUBMISSION
RECOMMENDATION #1
We feel strongly, and our research supports that the Bill’s outlook needs to broaden and
ecosystem thinking needs to be applied to the reforms.
The narrowly focussed Health New Zealand objective (c) needs to be amended to include as well as
social, both environmental and housing/economic factors as key determinants of health.
To support this wider ecosystem view, there needs to be an objective added to the Bill directing greater
convergence in the aims and collaboration between government Ministries responsible for these
different determinants (i.e., clustering together the Ministry for the Environment, Ministry of Social
Development, and Ministry for Housing etc.).
RECOMMENDATION #2
As a health entity that contributes to population health outcomes in our locality, we put our ‘hand up’ to
be involved in developing both the NZ Health Plan and the Locality Plan co-design process; and can offer
our 12,000 strong Palmerston North patient community, and the voices of our community partners as a
‘live’ case study project to support this work.
RECOMMENDATION #3
As a health entity that is: a) is implementing innovative, self-managing (TEAL), team-based ways of
working in our general practice and b) is also representative of the interests of both workers and many
others in our wider health-care provider community; we put up our hand to be involved in the co-design
process for the proposed NZ Health Charter (and can again offer our Palmerston North practice as a
case study project to support this work).

!

HHPNZ would like to make an oral submission to the committee to elaborate on the
points raised in this submission.

Note on how to read this document: under each section heading that follows, we present each of our
key messages / recommendations up front to set the scene for the reader. We then provide a short
commentary or explanation to support our thinking / position. Where more detailed technical or research
information is needed to support or expand on concepts outlined in the body of our submission, we do
this via hyperlinks in the e-document or, glossary-style headings in a printed version, which then link to
relevant explanatory sections in the Appendices.
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INTRODUCTION AND CONTEXT
OUR KEY MESSAGE #1
We support the stated aims of the Pae Ora Bill.
The Bill’s planned bold transformation of our broken health system requires bold action, diversity of
thought and the application of creative ideas in the policy and design phase. We urge the Pae Ora
Legislation (POL) committee to think broadly and seek out on-going conversations with a wide range of
groups, ourselves included, who have a track record of thinking beyond the traditional constraints of the
current system and can see the possibilities laid out by the Bill.
“Building a stronger health and disability system that delivers for all New Zealanders.” 2
As a health-care provider, we are thrilled that Aotearoa-New Zealand’s overly complex and fragmented healthcare system is being overhauled to provide more equitable and better care.
The legislation giving effect to this health system reform is now working its way through Parliament’s select
committee process. If enacted, the Bill will result in a major restructuring of the health sector that will start to
take effect from July 2022.
In this submission we share Health Hub Project NZ’s thoughts on the Pae Ora Bill, and provide our opinion as to
how these future-focussed reforms can be effectively enacted within our communities.
The purpose of the reforms is to:
 protect, promote, and improve the health of all New Zealanders; and


achieve equity by reducing health disparities among New Zealand’s population groups, in particular for Māori;
and



build towards pae ora (healthy futures) for all New Zealanders.3

We support the aims of Pae Ora as stated above, which paint a picture of a future health system that is peoplecentred, equitable, accessible, and cohesive.
We all know that the demand for health services will only keep growing, due to our ageing population, advances
in care and more people having chronic health conditions, and that our health services will need to adapt.
Health New Zealand will establish localities to plan and commission primary and community health services
effectively and engage with communities at the appropriate level. 4
We are encouraged that the Bill recognises the need to engage local communities in health improvement and
that it sets out a process for government to work with other agencies to address the determinants of health.
But, as we will elaborate on in subsequent sections of this submission, we think:
 the intent of the Bill needs to go much further,


the determinants that impact on population health that are being considered by the Bill, need to be widened
out so they take a broad ecosystem approach to reform, and as a consequence



the relevant government ministries need to be clustered together, in order to collaborate on addressing the
range of determinants that impact on improving health outcomes for all New Zealanders.

We acknowledge these reforms are a radical move to introduce health care that is responsive to the present and
future needs of our population and make a start on addressing the inequities for groups that have not had their
health needs well met in the past.

2
3
4

Source: https://dpmc.govt.nz/sites/default/files/2021-04/heallth-reform-white-paper-summary-apr21.pdf
Explanatory Note - Pae Ora (Healthy Futures) Bill
As for 2
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HEALTH HUB PROJECT NZ: WHO ARE WE?
OUR KEY MESSAGE #2
As a population-based, community health-care provider caring for 12,000 patients in our region, HHPNZ
has a track record of a) applying innovative models of care that disrupt the current general practice
model and ensure equity in healthcare, and b) developing fit for purpose digital-health tools to seek
better patient outcomes at the population-health scale.

Disruptors at heart
The Health Hub Project New Zealand Limited Partnership (HHPNZ) is an innovative and profitable5 healthcare
and health education provider, currently serving the needs of some 12,000 patients in Palmerston North.
We operate from a purpose-built, central site in Downtown Mall in Palmerston North’s CBD. We can rapidly
mobilise our resources and clinical teams to set up similar non-traditional out-reach sites6 in, and with, communitybased localities; and have initiated conceptual planning to move 70% of patient care into tele-video consults.
Founded in 2015, we are a social good enterprise that is owned by a mix of New Zealand-based private investors
and an independent NZ-based charitable trust7. We view ourselves as an innovation and research social
enterprise8, with our key purpose being to develop a better understanding of, and new ways to address, both
illness and the drivers of poor health in this country.
Our intent has always been to reduce the fragmentation of care delivery to our clients, especially those with
multi-morbidities. Involving other agencies, including hospital-based specialists as well as HHPNZ clinicians
working in transdisciplinary teams, has meant we have a broad focus on individual wellness in our practice.
We research, develop and refine our own technology to improve our workflows and efficacy, and better utilise the
increasingly limited health staff resources that our country has. Our most innovative tool in-development is called
Swevnz™. It uses machine learning to integrate sets of complex data about a patient and produce a quantum
number (an ICE QnTM), which can be interrogated in order to define the major drivers of health outcomes, both
positive and negative. The key goal is to identify the impact of different interventions as viewed from medical,
social, and environmental angles. Swevnz™ provides live data that will improve medical management, with the
ability to inform policy for social change, and environmental and ecological improvements that impact health.
We have successfully navigated the start-up phase of creating a novel community health-care model that disrupts
the status-quo and have some expertise in this area we’ll gladly share, on how best to effect change in our sector.
Further information about us can be found in the Health Hub Project NZ: who are we? section of the Appendices
under these headings:


Our purpose - everyone has a right to health care



Our use of innovative technology to improve our patient service

5
6
7
8

HHPNZ has grown revenues from just under $1 million in 2016-17 to $3.75 million in 2020-21; and has forecast revenue from healthcare
of $4.7 million for 2021-22.
An example is our Highbury Clinic with Te Aroha Noa community agency, see https://www.stuff.co.nz/manawatu-standard/
news/117095779/te-aroha-noa-promotes-health-with-medical-back-up
The Trust generates ongoing revenue from all HHPNZ endeavours. It is fully independent and autonomous, with a primary mission to
fund projects that directly and indirectly work to reduce poverty in Aotearoa-NZ. To date, the HHPNZ Limited Partnership has raised
$3.1 million through equity investment, debt, and converted debentures.
In our health-care context, this is community investors putting money into an organisation to benefit their community but still get a
return on investment
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HEALTH HUB PROJECT NZ: HOW WE WORK?
OUR KEY MESSAGE #3
Since 2018, we have been trialling and testing in our regional ‘laboratory’ clinic in Palmerston North
many of the ideas and concepts the Bill seeks to enact via the reforms. We are actively planning for the
introduction of new healthcare models (such as Transition Care Facilities) into our community, and we
will gladly share our learnings with the POL Committee and other new health agencies to help inform
aspects of the Bill’s development and subsequent policy implementation.

Our team’s culture
We’re encouraging and facilitating an organisational culture of collegiality, teamwork, and innovation amongst our
staff. HHPNZ operates as a self-managing TEAL organisation (as defined by Frederic Laloux9 - refer Appendices).
Our intention from the outset was to disrupt the longstanding model of general practice and doctor-centric
delivery of primary healthcare and be a hub of patient-partnered and community-oriented population health
care in action. This means our HHPNZ doctors and practice nurses, alongside social workers, hospital doctors,
physios, and others, and including community members, help our families to become empowered to take
responsibility for their own health.
Staff work in transdisciplinary teams, with the opportunity to develop leadership and co-direction skills. The
principle of parity of esteem underpins all our day-to-day workings and team culture. Parity of esteem is vital for
teamwork because when individuals and teams observe it, and apply it in practice, they respect and value each
other, both for what they can do, and for the ideas, views and perspectives they each can contribute.

Our transdisciplinary teamwork approach
Our HHPNZ transdisciplinary clinical teams are central to our fully integrated, organisational design. We run
three kinds of teams, which both nurses and doctors co-lead and co-ordinate:


Acute clinical (Blue) teams treat patients with conditions and problems that need assessment and treatment
immediately (or within 24 hours) and who otherwise might require ED treatment,



Routine, non-urgent clinic teams attend to our patients who require routine actions such as immunisations,
smears, medical reviews, travel advice, and WINZ medical certificates, and



Long-term condition (Green) teams look after patients with on-going and chronic conditions such as: slow to
heal injuries, diabetes, cardiac conditions, high blood pressure, and co-morbidities.

9

Author of Reinventing Organizations: A Guide for Creating Organizations Inspired by the Next Stage of Human Consciousness (2014)
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THE HEALTH HUB PROJECT PATIENT JOURNEY
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As a TEAL organisation, our aim is to work collegially and collectively. The Green transdisciplinary teams are
where we organise all the relevant care to move a patient into a positive health trajectory. In this treatment
space, all team members work to speak a ‘common language’, one that the patient can understand. We have
found this to be the most efficient and organised way of having a positive outcome (combining all the different
healthcare disciplines) for a patient. Our transdisciplinary team’s process is currently in its development and
testing stage at our Palmerston North clinic laboratory.

Disrupting the hospital model of care - Transition Care Facilities
We strive to disrupt the traditional hospital-based model of care, bringing hospital-based doctors into our
community healthcare space. We know that more doctors should be working in the community to help reduce
burden of costs borne by hospitals - some 94% of our health spend goes into hospital funding, but 97% of patient
care is done in the community (with just 6% budget).
We are actively planning for the introduction of transition care facilities (TCF) into our regional community,
which will aim to accommodate 30-50% of current hospital-based care on short-term stays.
TCF are designed to promote the safe and timely passage of patients between illness and wellness and between
levels of health care and across care settings. In our context, our planned TCF’s would offer services such as:
 Emergency Medicine Services (EMS) - with the expertise, equipment and community-based care facilities
that will be able to address low-acuity-demand issues of a hospital-based ED. The value proposition for
having this form of EMS in our community are:


to increase the case type and acuity seen in the community and offload a significant number of patients
currently attending ED into a community setting; and in doing so,



to improve the post-hospital discharge care provided, so that re-admission rates can be reduced, further
offsetting future demand on the ED.
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Specialist Consultant transdisciplinary and multidisciplinary care services - this would include the sorts
of services who are well-placed to work out of a collegial, community-based setting that the TCF would
offer. Services such as elder health, ophthalmology, otolaryngology, nutrition, women’s health, diabetes
management and paediatrics (including child and adolescent mental health services), along with minor
surgery sessions that would otherwise be done in the hospital.

An example of this in-action is our planning for the introduction of renal dialysis chairs into our community with
the local renal specialist, and team, working with our HHPNZ teams, in-situ. In other words, the hospital-based
renal team will follow the renal patient into their community.

Our real-world laboratory - the Palmerston North Clinical Hub
In essence, we are a population health innovation organisation who applies our research and our thinking to
a real-world ‘laboratory’ (our Palmerston North clinical hub). Here we introduce new models of care, test and
evaluate, and in real-time adapt and modify, so we can then replicate them for rollout regionally (and indeed
nationally). When we established ourselves, we consciously used the word ‘Project’ in our name, to show that we
constantly review how we can be better at what we do for our patient community - and this ‘laboratory’ is where
we test the efficacy and impact of our processes.
HHPNZ is a place where we not only trial and continually refine our models of care, but also challenge the social
norms of the medical hierarchy and include in our co-design conversations our community (including those who
live in poverty), other professions (e.g. pharmacists and physio’s), non-health policy makers, and businesses - all
groups that would otherwise be excluded.

So, that’s a bit about us and where we are coming from when we provide comment on the Bill.
Now to the details of our submission. Before we do, we’d like to share a couple of short stories with you.

9

STORIES FROM A HEALTHIER FUTURE
HEALTHIER FUTURE STORIES
These two stories (one patient, one hospital specialist) give a glimpse of the future and how the tools
and conceptual approaches we are developing and starting to apply in our general practice, could
influence our collective healthier futures.

Meet BADEEDA

10

She’s a 55-year-old post-menopausal woman who lives in the Palmerston North
suburb of Highbury (a low-income locality), with her extended family in substandard rental housing.
Badeeda does not work, is a beneficiary, and has Type 2 diabetes and high blood
pressure. She smokes, walks with difficulty and as yet, is still unvaccinated for COVID-19.
She is socially isolated, socially excluded but is part of a socially cohesive group (her
extended family). A frequent attender at the Palmerston North Emergency Department,
she is an infrequent attender to hospital, and an irregular medication-taker for her
multiple co-morbidities.
When Badeeda comes to us as part of our new patient intake at the HHPNZ clinic in 2022, we process her
data through our Swevnz TM machine learning tool and allocate her a personalised ICE QnTM score of 8, which is
considered high risk. The key drivers for this high score being her smoking, her high cardiovascular risk, poor
housing, poor diet, and the lack of diversity that we see in her immediate built environment (Highbury has limited
public green space, native plantings, and domestic garden green space).
At her first assessment with our regular ‘Familiar Faces’ care team, we explain this index number to her, how she
can access the information it represents, and how if she gives her permission, we can share it with our partners
and other local agencies (such as the Palmerston North City Council (PNCC) who manage and develop our
city parks and greenspace). We know that 80% of people we see in our general practice have not got health
problems alone and this tool is critical to our ability to tailor support to an individual’s specific life circumstances.
Behind the scenes, her ICE QnTM score also helps our clinical team identify which condition is her primary
morbidity (and its context), which in turn helps them to identify what resources are required, refine which clinical
team members are best placed to work with her, and help forecast the funding we will need to allocate for her
care - both in the short and long term.
On her second visit to us, as well as reviewing her medication and treatments, one of our team advise her on
some of the non-health condition-related things she could easily do to improve her quality of life (such as helping
out at the local community garden and becoming part of the multi-cultural community centred around that
community space). She shows interest in this, and we get in touch one of our local contacts in Highbury who
invites her along to the group, goes to pick her up (Badeeda does not drive) and takes her to the next community
working bee. Here Badeeda quickly makes some new friends (the first in the 5 years she has lived in this suburb)
over communal work in the garden and shared kai.
Through a partnership we have with PNCC, we share her ICE QnTM number and home location data with them.
Their planning department map and use her data along with others to help them plan for new parks across the
city. It’s very clear from their mapping exercise that there is a strong correlation between admissions to ED and
the lack of parks and planted green space in Highbury. The PNCC are planning new parks for the area but also get
a native planting scheme underway along the bare Mangaone Stream walkway, which within 6 months attracts
more birdlife and more walkers, one of them being Badeeda and her 3-year-old granddaughter.

10

Badeeda is a fictional composite of many of the patients we see in our Palmerston North general practice.
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We also share her data with local housing providers and Work & Income and in response to this, over the course of
a couple of years Badeeda’s rental property is upgraded and her benefit adjusted up. Despite her co-morbidities,
this combined improvement to her housing, income, and local environment results in a massive change to her
ICE QnTM number dropping it from 8 to 7.
This drop equates to a significant improvement in Badeeda’s quality of life and wellbeing - she can now walk
along a section of the replanted river track with her granddaughter and not get out of breath, as well as play
tag and catch with her. She is happier, more connected to her community, and she has only been once to the
Palmerston North Emergency Department in the last 2 years. As part of her regular check-ups with her Familiar
Faces care team at HHPNZ, she has improved her health literacy and is now taking a more active role in managing
her own health (including getting the COVID-19 vaccine).
Just imagine…how 1000s of people in situations just like Badeeda’s across Aotearoa-NZ could enjoy a
better quality of life, if our local and national policy makers had a tool like the ICE QnTM at their disposal.
One that allowed them to effectively direct funds to where they would have the greatest impact on
people’s health outcomes within a locality - which as we have shown here, may not be by simply directing
it at addressing a healthcare issue.
This is ecosystem thinking at work!

Meet DR BETH

11

She’s a neurosurgeon at a New Zealand hospital.
Dr Beth is frustrated about how she cannot influence or guide, in her hospital-based
role as a surgeon, any of the community care her patients receive post-operatively.
Approached by our HHPNZ team for her skills around brain injury pain management,
Dr Beth comes to work for us for a day per week as part of the larger HHPNZ
transdisciplinary clinical team.
Dr Beth works both directly with patients and in collaboration with each patient’s
personalised clinical team. In doing so, she seamlessly increases the scope and expertise
of the HHPNZ clinical team members. Dr Beth does all her work via video consults with both her patients and our
clinical team members. Like with all our patients, those who Dr Beth works with are allocated personalised ICE
QnTM scores, which Dr Beth uses to track both the interventions she’s applied and the resulting wellness trends
seen across her patient caseload.
By working in this way in her community, her unique perspective and skillset are now being used to inform:
 how our HHPNZ clinical team undertake pain management with neurosurgery patients, and
 how we incorporate consults with physiotherapists and psychologists (and other practitioners) to support
a patient’s post-operative rehab.
Just imagine…how 100s of hospital-based specialists like Dr Beth from across Aotearoa-NZ could
contribute to their local community care settings. With specialist-guided aftercare like this being
provided directly into their communities, as well as the positive effects on community clinical-team
culture, and better care outcomes generated for neurosurgery patients; this approach also frees up
more of each specialist’s time to focus on conducting surgeries in their local hospital settings.
Another example of ecosystem thinking at work!

11

Dr Beth is a composite example of the sorts of conversations we routinely have with specialists about the untapped potential that new
ways of working together could yield.
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OUR SUBMISSION - HOW CAN WE ADD TO THE THINKING
ON THE PAE ORA BILL?
Our position: at a glance
HHPNZ wholeheartedly supports the Bill, its purpose and intent and we have four key areas we wish to
provide the committee with feedback on:
 The Bill needs to take a broader ecosystem12 thinking approach to the determinates of wellness, and
mandate that all aspects of the human context need to be examined in the health policy and planning that
flows from it. The Bill should set out a framework to examine not only an individual’s health condition and
associated social determinants, but also their community and context conditions, and the health of the
environment they live in.


To support implementing a wider ecosystem view in the Bill, there needs to be an objective added to direct
greater convergence in the aims and collaboration between the government Ministries responsible
for these different determinants (i.e., by clustering together the Ministry for the Environment, Ministry of
Social Development, Ministry for Housing etc.).



The consultation undertaken when giving effect to the Bill needs to be far-reaching and inclusive of
diverse perspectives (ethnic, cognitive, cultural, and sector) to limit the amount of unconscious bias built-in
from the start, and



We offer our experience and expertise to add to future policy discussions that derive from enacting
the Bill, on how to drive the type of organisational change needed in the health sector to support these
reforms. Lessons that we have learnt from implementing our own organisational-scale reform.

Our position: by issue
GENERAL COMMENTS
We are encouraged by the intent of the Bill to have the new NZ Health organisation do the heavy lifting when it
comes to crafting and carrying out the policy needed to enact the reforms. However, we would like to see the
intent of the Bill broadened (as per the issues we list off below), in order to make sure that any policy developed
is also broad in intent and factors in all the determinants impacting on a community’s health. We see this as
a being the biggest gap in the Bill as it is currently proposed, and this narrow outlook could be interpreted as
patronising in its approach by some groups in the community.
We also note there is no strong, aspirational vision set out in the Bill - one that paints a picture of where these
proposed health reforms are taking the Aotearoa-NZ health sector.

TAKING A BROADER ECOSYSTEM VIEW OF THE DETERMINANTS OF HEALTH

RECOMMENDATION #1
We feel strongly, and our research supports that the Bill’s outlook needs to broaden and ecosystem
thinking needs to be applied to the reforms.
The narrowly focussed Health New Zealand objective (c) needs to be amended to include as well as
social, both environmental and housing/economic factors as key determinants of health.
To support this wider ecosystem view, there needs to be an objective added to the Bill directing greater
convergence in the aims and collaboration between government Ministries responsible for these
different determinants (i.e., by clustering together the Ministry for the Environment, Ministry of Social
Development, and Ministry for Housing etc.).
The Bill states that one of the key objectives of the new Health New Zealand13 organisation is:
(c) to promote health and prevent, reduce, and delay ill-health, including by collaborating with other social
sector agencies to address the determinants of health.
12
13

Hodgson, Ann. Spours, Ken. (2016) The evolution of social ecosystem thinking: its relevance for education, economic development
and localities. https://discovery.ucl.ac.uk/id/eprint/1537510/3/Spours_Ecosystem%20thinking%20Stimulus%20Paper.pdf
Part 2, Subpart 2: Health New Zealand, section 13, objective c
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We are encouraged to see such forward thinking included in the bill, as we know that some 80% of the problems
that we see in our healthcare practice are nothing to do with a patient’s health issues. At the same time, we are
disappointed to see that the Bill only focusses on social services when looking to address the key determinants
impacting on health, rather than taking a wider ecosystem view of the issue.
This is a key element from our perspective, and our recommendation to broaden this definition also applies to
the other instances where similar wording is used in the Bill, i.e.
 Under the Functions of Health New Zealand, Section 14(1)(i): are to, “collaborate with other providers of
social services to improve health and wellbeing outcomes;”


Under the Objectives of the Māori Health Authority, Section 18(c): are to, “promote Māori health and prevent,
reduce, and delay the onset of ill-health for Māori, including by collaborating with other social sector agencies
to address the determinants of Māori health”



Under the Functions of the Māori Health Authority, Section 19 (1)(d): are to, “collaborate with other providers
of social services to improve health and wellbeing outcomes for Māori”



Under the Locality Plans, Section 49(3)(b): In developing a locality plan for a locality, Health New Zealand
must “consult social sector agencies and other entities that contribute to relevant population outcomes
within the locality;”

We note that the purpose of the Hazardous Substances and New Organisms Act (1996) administered by the
Ministry for the Environment is stated as:
… to protect the environment, and the health and safety of people and communities, by preventing or managing
the adverse effects of hazardous substances and new organisms. 14
So, this Act recognises importance of the environment and its effect and impact on the health of people, yet this
health reform Bill does not recognise the implication of the environment on health or people!
We also recommend that the Bill should promote convergence in the aims and intent of the government
Ministries responsible for different determinants, end encourage the clustering of entities such as the Ministry
for the Environment, Ministry of Social Development, and Ministry for Housing. Placing all the responsibility on
one Ministry (Health) and applying a monocular view of health so the Bill just focusses on health as an outcome,
will not achieve the desired reforms. At HHPNZ we know that 80% of the people who come to see us in our
general practice are for things that affect their health, rather than their health.

ENSURING WIDE-RANGING CONSULTATION IS UNDERTAKEN WHEN ENACTING
THE BILL

RECOMMENDATION #2
As a health entity that contributes to population health outcomes in our locality, we put our ‘hand up’ to
be involved in developing both the NZ Health Plan and the Locality Plan co-design process; and can offer
our 12,000 strong Palmerston North patient community, and the voices of our community partners as a
‘live’ case study project to support this work.
We support the concept of a New Zealand Health Plan, and note the requirements specified under Section 47:
“In preparing the New Zealand Health Plan, Health New Zealand and the Māori Health Authority must engage
with—
 the Ministry; and


other health entities15; and



individuals and organisations that Health New Zealand and the Māori Health Authority.”

14
15

https://www.legislation.govt.nz/act/public/1996/0030/latest/DLM382991.html
S4 ‘Interpretation’ of Bill states that these entities have a specific meaning i.e.: “’health entity” means Health New Zealand, HQSC, the
Māori Health Authority, Pharmac, or NZBOS’
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We also support the concept of Locality Plans, and note the requirements specified under Section 49 (3):
“In developing a locality plan for a locality, Health New Zealand must—


consult consumers or communities within the locality; and



consult social sector agencies and other entities that contribute to relevant population outcomes within the
locality; and



consult—


the Māori Health Authority; and



iwi-Māori partnership boards for the area covered by the plan; and



any other individual or group that Health New Zealand considers appropriate.”

We urge the POL committee to ensure that the interpretation of ‘other entities’ mentioned here is a broad as
possible, so that the input of many groups and differing perspectives are incorporated into the Locality Plan
design.
At HHPNZ, we put our ‘hand up’ to be involved in the co-design process for these plans. Our research and
community care work contributes to the population outcomes within our immediate Palmerston North locality,
and this is a particular area of expertise for our teams. We can offer Palmerston North as a case study (and test
laboratory - refer section Our real-world laboratory clinic on page 10) to demonstrate to the POL committee
how these concepts can be applied on the ground. In our community we are already looking at the correlates
between environmental and health outcomes16. We know that a less-diverse environment is one of the
key contributors to over-representation of people from parts of our city with poorer health outcomes into our
local ED.
Our ICE QnTM project work described in previous sections above is an example of our work being culturally
responsive - with a host of health determinants factored into this index number which is absolutely specific to
an individual, their circumstances, lifestyle and environment.
We also work with many different research and community agencies in Palmerston North to deliver our holistic
community health service, and we can assist the POL committee by ensuring people who would not necessarily
be able to enter the conversation (such as business, local government, researchers and other nationalities/
cultures) have a voice through our collaborative involvement.
Our Transition Care Facilities conceptual planning and research, as described in the section Working towards
a new model - Transition Care Facilities (page 9) is also a unique approach that we can offer up to inform the
planning process.

APPLYING INNOVATIVE APPROACHES TO DRIVE ORGANISATIONAL AND CULTURAL
CHANGE

RECOMMENDATION #3
As a health entity that is: a) is implementing innovative, self-managing (TEAL), team-based ways of
working in our general practice and b) is also representative of the interests of both workers and many
others in our wider health-care provider community; we put up our hand to be involved in the co-design
process for the proposed NZ Health Charter (and can again offer our Palmerston North practice as a
case study project to support this work).

Finally, we come to one of the biggest challenges underpinning these reforms: effecting genuine organisational
and cultural change across the health sector. This is a challenge that we can really add to the POL committee’s
16

This is a current research project underway with ecologist and evolutionary biologist, Sam Hill involving researching ecological
factors such as the interrelationship between native vegetation biodiversity and avian biodiversity, and the effects of biodiversity on
comorbidities of disease (health status index, HSI) in the realms of population health.
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thinking on, as we have been implementing, trialling and refining this in our own clinical healthcare ‘laboratory’
setting for the past 3+ years.
We see there is intent in the Bill to create a NZ Health Charter, Section 50 (2):
“The purpose of the charter is to provide common values, principles, and behaviours to guide health entities and
their workers.”
And in preparing this health charter, Section 52 (1), The Minister must engage with:
“a) health entities;
and
b) organisations that, in the Minister’s opinion, are representative of the interests of workers who work for
health entities;
and
c) Māori health professional organisations.”
This single sentence in Section 50(2) appears to be the only part of the Bill that recognises the need to set
down a new way of working for our health organisations that will drive organisational change, and disrupt the
hierarchical culture that is embedded within our current health provider organisations.
We urge the POL committee to consult widely on this and seek input from many sources who are actively trying
to disrupt current structures, for this lies at the heart of effecting change.
We note that the Bill lays out principles of change around engaging with Māori but we think it should look to be
more courageous and explicit about addressing the major issues of inequity, such as systemic racism, inherent
prejudices, and archaic system bureaucracy. We would also like to see the Bill examine all the drivers of inequity
as part of the Health Charter the Minister has to produce.
We have considerable experience in how to redesign and implement new organisational models in general
practice (refer to our organisational Teal structure (see Appendices), and have developed an organisational
culture of collegiality, teamwork, innovation, entrepreneurship, and transformational consciousness.
On our journey to working in healthcare teams in a totally new way, we have discovered there are some important
aspects to getting this right:
 For staff to be fully self-managing, they cannot do this well unless they have a high degree of emotional
intelligence/self-awareness and understand both themselves and their own unconscious biases and
prejudices. We have found that supporting staff on this learning journey is one of the hardest (and slowest)
parts of this organisational change process.


It is crucial to employ staff for both the cultural and cognitive diversity they bring to their work, and we
practice co-design in our own work at the organisational scale to disrupt discrimination and inequity in our
own practice systems.



HHPNZ has locked into place organisation values and operational systems that enshrine the right to challenge
the reasoning for any activity we carry out. We operate a triple-down accounting system (refer Appendices)
for initiating all our activities.
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APPENDICES
SUPPORTING INFORMATION / MORE DETAIL ON CONCEPTS PRESENTED:

Health Hub Project NZ: who are we?
HHPNZ - founded in 2015
In 2018 HHPNZ purpose-built our first health hub clinic17 in Downtown Mall in Palmerston North’s CBD. We’re
disruptors at heart and it all began with our built environment! This initial 500m2 space was designed to look
like no other health clinic - and feel like a mix of art gallery and shearing shed. We wanted both our provincial
townsfolk to feel comfortable and safe when visiting us and experience a dose of humour as they walk into our
healthcare environment. We also sought to make our multicultural community feel like this was a space more
aligned with their own lived experiences, in the hope of reducing the many barriers to accessing healthcare.

Our purpose - everyone has a right to health care
To both introduce and continuously improve models of care that will ensure a future where New Zealand meets
its obligation of everyone having a right to health.
We are a diverse group of people who are passionate about doing better in health care. Our organisational model
is designed to challenge the status-quo, and we actively seek out staff and partners who disrupt our thinking. By
reframing our healthcare work in this way, we upend the current ‘sickness model’ to focus on wellness, applying it
via our community health centres, all supported by a range of innovative technologies and research programmes.
We believe and have embedded in our organisational culture that everyone has a right to health. We use this to
inspire an organisational culture that is transformational, always conscious of how the pervading issues of race
and ethnicity and their relationship to poverty, disadvantage, and reduced access to healthcare, impact on our
patients. We actively work to challenge organisational management models and cultural inequity.
We place a huge emphasis on working with other agencies to address the range of determinants of poor health:
political, financial, environmental and social, and we always start by asking the question:
How can we as healthcare professionals address the cause of poverty in a manner that will increase wellness
with our patient population?
This approach is our attempt to respond to New Zealand’s obligations as signatory to the Universal Declaration
of Human Rights (1948)18.

Our innovative use of technology
The application of technology to improve our patient service is a critical part of what we do. We research,
develop and refine our own technology to improve our workflows and efficacy, and better utilise the increasingly
limited health staff resources that our country has.
The key tools we currently have in development in our general practice are:
 Swevnz™ - this machine learning tool takes a one-dimensional patient consult to a multidimensional level,
targeting our interventions to improve patient outcomes. It will provide a holistic, real-time health perspective
that will include all data related to a patient and the context of the broader community they live in.
When operative, Swevnz™ will allow our transdisciplinary patient teams to access data presented as a single
index number that is a measure of their overall wellbeing (presented in the form of an Individual, Community,
Environment Quantum Number or ICE QnTM). A broad, multivariate, multidimensional perspective like this is
not yet available anywhere else in the world and offers a novel approach to providing digital health solutions.
A key goal of this tool is to identify the impact of different interventions as viewed from medical, social, and
environmental angles. Swevnz™ will provide live data that will improve medical management, with the ability
to inform policy for social change, and environmental and ecological improvements that impact health.
17
18

HHPNZ Concept Brief (2015) https://www.hhpnz.nz/sites/hhpnz.nz/files/upload/health_hub_concept_brief_working_doc_16.07.15_
www.pdf
https://nzhistory.govt.nz/politics/universal-declaration-of-human-rights
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The novelty of Swevnz™ is that it provides holistic health perspectives that are inclusive of all data related
to a patient, and the broader community they live in. Swevnz™ will seek to learn all possible connections,
relevance, and understanding in relation to the patient, and importantly, is continuously updated. Swevnz™
will allow transdisciplinary patient teams access to data presented as a single number that captures their
overall wellbeing.


Simeis 147™ - this prototype ICT system will operationalise the ICE Qn™ and allow us to identify high-needs
clients. Simeis 147™ enables improvements to our patient recalls, various routine treatments, medicines
reviews, and prescription renewals, along with automation of lab result reviews.



Video-consults - our Simeis 147™ system already has the facility for video-medicine / online consults and we
are currently developing algorithms for common conditions that can be treated via this media - with the aim
of moving 70% of our patient care over to tele-video consults.
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Health Hub Project NZ: how we work?
HHPNZ - a TEAL Organisation
We are constantly evolving the application of our TEAL management model, which sees us:
 implementing horizontal and vertical integrative organisation design features into our teams,


running doctor / nurse-practitioner / clinical pharmacist co-lead, interdisciplinary, diagnostic practice teams
and care practice teams,



supporting the development of population health policy and effective practice research nationally and
internationally,



undertaking population segmentation to co-ordinate and deliver personalised - population health care,
internally and in the community via partnership and outreach.

Frederic Laloux’s model showing the evolution of four types of organizations (from red to amber, orange to
green), and then the fifth TEAL iteration that is self-organising, with a structure based around flexible peerto-peer relationships where work is accomplished through self-managed teams. Instead of reporting to single
supervisors, people are accountable to the members of their teams for delivery of self-organised, collective
goals - in other words, everyone is a manager, and all voices count. Image Source: https://www.huffpost.com/
entry/reinventing-management-pa_b_9387286
The principles of spiral dynamics are also central to how we apply our TEAL organisational model. Spiral
Dynamics (SD) is a model of the evolutionary development of individuals, organizations, and societies that has
evolve from the work of Psychology professor Clare Graves (1974) and furthered by Don Beck. It describes eight
levels, expressed in value systems each with their own colours. These levels climb from simple structure through
to increasing complexity.
It is a model for describing the progression of organisations and institutions whose societal thinking is ahead of
institutional thinking.
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Diagram source: https://www.scribd.com/document/41758988/Spiral-Dynamics

HHPNZ QRS Triple-Down Accounting System
We have a triple-down accounting system for initiating all our activities as follows, and runs in this order:
 Quality = whatever is proposed must either maintain quality or increase it in this order – wellness and
flourishing of the patient/client/person; worker/colleague; organisation


Risk = whatever is proposed must either reduce and limit the risk in this order - the patient/client/person;
worker/colleague; organisation; and



Sustainability = whatever is proposed is financially, resource, and culturally sustainable in this order - the
patient/client/person; worker/colleague; organisation

Additionally, the principal purpose, operating principles, and values of HHPNZ both determine and underpin all
activities of HHPNZ:
 Principle Purpose: is to both introduce and continuously improve models of care that will ensure a future
where New Zealand meets its obligation of everyone having a right to health.


Operating principles in-action must equate to the following in this order – flourishing and wellness the i)
individual, ii) community, and iii) environment



The method and approach for all action must imbue the following values:
‘C’ stands for Courage – courage to break with convention and traditional practice; Courage to adopt and
implement new and different, and better ways of working and relating to patients, workmates and colleagues,
and others in the community we connect with day to day.
‘A’ stands for Action – Always to be active and proactive to make our plans and designs work in practice.
Action also means, importantly, that we constantly reflect on, review and improve the ways we work and act,
and our practice; and be steadfast in the face of any negativity we may encounter.
‘F’ stands for Fairness – Fairness means always be even handed in all our dealings – with staff, with patients,
in fact with everyone to ensure that we always view and treat healthcare as fair field with no favours. In a
nutshell, to us, Fairness means simply, that for everyone Health is a Right!
‘E’ stands for Ethical – And being ethical and acting ethically means honour everyone’s Right to Health – That
is to say, in all our work, day-to-day, always do the right thing – think and act.
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