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WELCOME TO THE CHILD AND YOUTH HEALTH
CoMPASS QUESTIONNAIRE TOOL

This pdf document is a self-contained online tool that does not need
to be printed out. It has been designed to be used online.

> This tool is divided into six named themes, each containing a question,
description of good practice, and an assessment framework.

> Supplementary material describing evidence-based rationale for good practice
is presented in the appendices.

> When navigating in the pdf document, to return to a page in one step
after using a hyperlink, use the ALT key and back arrow.

> Each DHB will have received one printed copy of this tool, and the online
Compass Answer Template to provide your responses to the questions.



VISION

All children and
young people in
Aotearoa/

New Zealand are

able to achieve

their fullest health

potential
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THE CHILD AND YOUTH HEALTH COMPASS

SUPPORTING INNOVATION, GOOD PRACTICE AND EQUITY

GoALS OBJECTIVES

CHILDREN, YOUNG PEOPLE AND
THEIR FAMILIES/WHANAU:

> receive high quality and well-
coordinated health services at the right
place, at the right time

> receive health services that are
appropriate & acceptable to them and
their families/whanau

> are respected and active participants
in health care decision-making, in line
with their evolving capacities

> ldentify and showcase
innovation and
good practice

Share innovation and good

HEALTH SERVICES ARE practice by:

EFFECTIVE FOR: > providing opportunities

> tamariki Maori, rangatahi and for peer support

whanau/hapu

> Pasifika children, young people
and their families

> children and young people who
experience a disproportionate burden
of poor health and disadvantage

> sharing information,
knowledge and skills

UNDERPINNING FOUNDATIONS

Comprass THEMES

Best start to
a healthy life

Child development
and disability

Child, youth and
whanau-centred care

Leadership and
governance

Primary care

Youth health

Te Tiriti o Waitangi, United Nations Convention on the Rights of the Child, Whanau Ora

EQuity
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Ma te tuakana ka
totika te teina, ma
te teina ka totika te
tuakana

From the older sibling
the younger one learns
the right way to

do things, and from the
younger sibling

the older one learns to
be understanding.
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INTRODUCTION TO THE CHILD & YOUTH HEALTH COMPASS

PROJECT BACKGROUND

Compared to other developed countries, Aotearoa/New Zealand
(NZ) has poor child and youth health outcomes, with high

levels of preventable ill health and marked health inequalities.
There is substantial knowledge of good practice in child and
youth health; however there is a wide variation in practice and
outcomes across the country.

The Compass is a pilot project that aims to identify, showcase
and share innovation and good practice in child and youth
health across NZ. It aims to support and add value to existing
District Health Board (DHB) activities and public sector
priorities that improve services and reduce inequities for
children and young people.

The Compass is being undertaken in partnership between the
Office of the Children’s Commissioner, the Paediatric Society
New Zealand, and Ko Awatea — Centre for Health System
Innovation and Improvement, with guidance and support from
the Health Quality and Safety Commission (HQSC), and the
New Zealand Child and Youth Epidemiology Service (NZCYES).
The Compass is governed by a Steering Group of child and
youth health leaders, representing a broad range of expertise
from across NZ.

With the Compass being a pilot project, there is the
expectation that the process will be repeated in future years
in order to ensure that the process of quality improvement in
child and youth health services is ongoing.

ScoPE OF THE CHILD & YOUTH HEALTH COMPASS

As the Compass is a pilot project, the scope of the Compass is

currently focused on health services funded or influenced by

DHBs. These include:

> public health services such as public health nursing and
health promotion

> primary care services including DHB-funded Well Child/
Tamariki Ora nursing, Before-School Check, immunisation,
breastfeeding, and acute and chronic illness management
in primary care

> secondary care services such as children’s inpatient and
outpatient services

> disability services including those funded by the Needs
Assessment and Support Coordination Agency, and Child
Development Services

> mental health services such as the Child and Adolescent
Mental Health Service.
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INTRODUCTION TO THE CHILD & YOUTH HEALTH COMPASS (con)

The Compass excludes health services for children largely
outside of DHB funding or influence e.g. ambulance services,
Plunket, ACC-funded rehabilitation services, and services
funded or provided by the Ministry of Education (e.g. Special
Education), and Ministry of Social Development (e.g. MSD
funded social services).

However, DHB engagement with other organisations

is within the scope of the Compass.

SELECTION OF THEMES FOR THE COMPASs 2013

There are six Compass themes for 2013 that cover the
continuum of child and youth health services from antenatal
towards adulthood. These are:

1. Best start to a healthy life

3. Child, youth & whanau-centred care

5. Primary care
6. Youth health

The Compass themes for 2013 were selected based upon
consideration of many factors such as importance, potential to
reduce health inequities, knowledge of good practice, current
variation in practice, measurability, stakeholder support,
existing work programmes or initiatives, current health sector
priorities, reporting burden, and the extent of DHB influence

or control. Some important topics have not been included in
the Compass for 2013 because of existing initiatives,

for example, in child protection and some aspects of

mental health.

Six Working Groups have developed the questions within each
of the themes.

EQuiTy AND THE COMPASS

The World Health Organization defines equity as, “the absence
of avoidable or remediable differences among populations

or groups defined socially, economically, demographically

or geographically. Health inequities involve more than
inequalities —whether in health determinants or outcomes,

or in access to the resources needed to improve and maintain
health —but also a failure to avoid or overcome such inequality
that infringes human rights norms, or is otherwise unfair”.
Within the Compass, Equity is not a singular theme but rather
has a crosscutting dimension across all themes. Equity has
been addressed in the development of the questions, models
of good practice, and assessment frameworks for each theme.
An Equity Advisory Group has provided advisory support
throughout the process.
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INTRODUCTION TO THE CHILD & YOUTH HEALTH COMPASS (coxr)

Te TIRITI 0 WAITANGI (1840) AND REDUCING HEALTH INEQUITIES
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HOW WILL COMPLETING THE COMPASS QUESTIONNAIRE
TOOL IMPROVE CHILD AND YOUTH HEALTH OUTCOMES?

The purpose of the Compass Questionnaire Tool is to identify
examples of exemplary practice, innovation, and resources
that could be shared between DHBs to improve health
services, leading to improved health outcomes for children
and young people. By completing the Compass Questionnaire
Tool, DHBs will engage in a collaborative learning process, and
increase their own self-awareness of their practice compared
with evidence-based good practice. Upon completion of

the Compass Questionnaire Tool, feedback will be sent to
individual DHBs and will include tailored information and
resources to help improve child and youth health services.
DHBs who are leading within specific areas of health services

for children and young people will be encouraged and
supported to mentor other DHBs. This may include providing
good practice resources e.g. policies/strategies, participating
in facilitated regional/national workshops, or a system of peer
support to provide advice or assistance within a particular area
of child and youth health.

Government priorities have been considered throughout the
development of the Compass Questionnaire Tool themes.

The table on the following page outlines the public sector
priorities, work programmes and activities that the six themes
of the Compass aim to support.
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COMPASS THEMES AND SUPPORT OF PUBLIC SECTOR PRIORITIES

BEST START TO CHILD CHILD, YOUTH LEADERSHIP &  PRIMARY CARE  YOUTH HEALTH
A HEALTHY LIFE DEVELOPMENT & WHANAU- GOVERNANCE
& DISABILITY CENTRED CARE

HEALTH TARGETS 2012/2013

Shorter stays in emergency departments Ve v v v v
Increased immunisation Ve v v v

Improved access to elective surgery v v v
Better help for smokers to quit Ve v v v v
DHB Planning Package 2013/14 v v v v v v
DHB Maori Health Plan 2013/14 v v v v v/ v/
BETTER PUBLIC SERVICES

Result 2: Increase participation in early childhood v v

education

Result 3: Increase infant immunisation rates and reduce Ve v Ve v v
the incidence of rheumatic fever

Result 4: Reduce the number of assaults v v v

on children

Result 7: Reduce the rates of total crime, violent crime Ve Ve v
and youth crime

OTHER PUBLIC SECTOR PRIORITIES

Whdnau Ora v v v v v v
Prime Minister’s Youth Mental Health Project v/ e v v v v
Children’s Action Plan v v v v v/ v
Drivers of Crime v v v v/ v/ v
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RESPONDING TO THE
CoMPASS QUESTIONNAIRE TOOL

An online Compass > For each Compass question, please indicate whether you believe your DHB is
Answer Template ‘leading’, ‘progressing’, or ‘emerging’ according to the assessment framework
is provided for that is provided for each question. The online Compass Answer Template has a
DHB responses section for you to provide your response. For most questions no further

to the Compass information will be required.

Questionnaire Tool. > For the questions where you have indicated that you believe your DHB is ‘leading),
The completed Compass please provide detailed answers m the rfelevant section(s) in the Compass Answer
Answer Template Template, and attach any supporting evidence for your response.

and all supporting : - : - .,
documentation should > For the questions where you have indicated that you believe your DHB is ‘emerging

e srmeiled i or ‘progressing, AND you would like support to develop and improve your services in
compass@occ.org.nz this area, please provide detailed answers in the relevant section(s) in the Compass
by May 31st2013.  Answer Template, and attach any supporting evidence for your response.
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RESPONDING TO THE COMPASS QUESTIONNAIRE TOOL (conr)

THE CORE UNDERLYING PRINCIPLE OF THE COMPASS IS TO
LEARN FROM EACH OTHER, NOT TO JUDGE.

On the basis of DHB responses to questions within each of the
Compass themes, DHBs will be assigned a role within each area
of child and youth health services using a framework drawn
from the Tuakana/Teina (older sibling/younger sibling) Maori
method of teaching and learning. The Tuakana/Teina model is
derived from the principles of Whanaungatanga and Ako (to
learn as well as to teach). DHBs with skills and experience in one
area will be encouraged to take on the tuakana role, supporting
the learning of other DHBs, while those with less experience or
capacity within the same area will take on the teina role. The
purpose is to uphold the mana of the people involved, where
each learns from the other.

Each DHB will self-identify as leading, progressing or emerging
based on the following framework.

Leading

The health service clearly demonstrates they are leading
within the specific area of child and youth health services.
DHBs who are leading will be encouraged to share their skills
and experience (in the tuakana role), supporting other DHBs to
improve their services within this same area.

Progressing

The health service demonstrates they are progressing within
the specific area of child and youth health services. DHBs who
are progressing will be encouraged to learn from DHBs who
are leading within this same area (in the teina role), in order to
continue improving their services.

Emerging

The health service demonstrates they are emerging within the
specific area of child and youth health services. DHBs who are
emerging will be encouraged and supported to learn from DHBs
leading within this same area (in the teina role), in order to
progress and improve their services.

In addition to the self-assessment process carried out by the
DHBs for each of the ten questions, for those questions where
detailed answers and attached supporting evidence have been
provided, the six Working Groups will consider the responses to
further substantiate whether a DHB is ‘leading, ‘progressing’, or
‘emerging’in each area.




When providing
answers for those
questions where you
have indicated your
DHB is ‘leading’, and for
the questions where
you have indicated your
DHB is ‘emerging’ or
‘progressing’, AND you
would like support to
develop and improve
your services in this
area, please consider

the following points.
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RESPONDING TO THE COMPASS QUESTIONNAIRE TOOL (conr)

EACH QUESTION IS PHRASED IN AN OPEN-ENDED WAY.
This is to give you the maximum opportunity to describe the
good things that you are doing.

THERE IS NO RIGHT ANSWER.

We are conscious of the workload of DHB managers and
clinicians and do not want you to spend unnecessary time
adding detail that is not helpful. Each question should take

no more than 1-2 hours to complete by the person who
knows the area best within the DHB. Some may require a brief
meeting of relevant staff to agree to the response.

EACH QUESTION IS ASKING FOR INFORMATION FOR YOUR
DHB RESIDENT POPULATION.

When providing your response please consider your DHB
from a residential population point of view (rather than DHB
facilities only).

EACH QUESTION HAS CURRENT EXAMPLES OF GOOD PRACTICE,
AND THE RELEVANT EVIDENCE-BASED RATIONALE IS ATTACHED
WITHIN THE APPENDICIES.

We acknowledge that there may not be consensus about
‘good’ practice and indeed, the purpose of the Compass is to
identify examples of innovation and exemplary practice that
can be shared.

FOR EACH QUESTION, PLEASE PROVIDE EVIDENCE
FOR YOUR RESPONSE.

This may include attaching the relevant section of your
Statement of Intent, Annual Plan, Annual Report, Terms of
Reference, or other relevant documentation. This is so that we
may all learn from the innovative work that you are carrying
out in child and youth health services.

FOR EACH QUESTION, PLEASE CONSIDER TREATY
AND EQUITY ISSUES.

When responding to each question please provide a
description of how health disparities for children and young
people are identified, addressed and monitored within that
area. Included within this description, please outline how
Maori are enabled to work in partnership with, and contribute
toward DHB strategies for improving the health of Maori
children and young people within their communities.
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RESPONDING TO THE COMPASS QUESTIONNAIRE TOOL (conr)

FOR EACH QUESTION, PLEASE CONSIDER THE CONTEXT IN WHICH
YOUR DHB PROVIDES SERVICES

We recognise that DHBs work within different contexts e.g.
size, geography, demographics, relative disparities etc. When
responding to each question, where relevant, please provide
details of how your unique situation (enablers/barriers) may
influence the way in which your services are provided, either
by offering opportunities for success, or presenting particular
challenges.

FOR THE QUESTION(S) WHERE YOU HAVE INDICATED YOUR DHB Is
‘EMERGING’ OR ‘PROGRESSING’, AND YOU WOULD LIKE SUPPORT
TO DEVELOP AND IMPROVE YOUR SERVICES IN THIS AREA, PLEASE
INDICATE THE TYPE OF SUPPORT YOU FEEL WOULD BE MOST
USEFUL FOR YOUR DHB.

We would like to know what would be most helpful for you
to improve your child and youth health services.

REPORTING ON RESPONSES TO THE COMPASS

Responses from all DHBs will be reviewed by the six Working
Groups who will, using the Tuakana/Teina model, assign DHBs
a role either as Tuakana (leader) or Teina (learner) across the
areas in child and youth health that the DHBs have provided
responses to. Draft results will be returned to each DHB for
their feedback. Following consultation with each DHB on their
draft, final reports will be sent to DHBs. These will include
tailored information and resources about good practice in child
and youth health services, and will identify exemplar DHBs.



(® Compass

THEME ONE

Best'startto
d healthylife
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MATERNAL/NEWBORN ENROLMENT & ENGAGEMENT

QuesTION  Please describe the systems in
1 . place in your DHB that support
universal enrolment and
engagement of unborn
and newborn infants with
health care services.

Please indicate whether you believe your DHB is leading,
progressing, or emerging in this area.

TO COMPLETE YOUR RESPONSE:

>

Please attach evidence for your response including details of
the processes in place to achieve high and equitable levels
of early engagement with antenatal care, and services that
support infants after birth.

If you have indicated your DHB is ‘emerging’ or ‘progressing;,
AND you would like support to develop and improve your
services in this area, please detail the type of support you
feel would be most useful for your DHB.

Please note that we do not expect you attach data as it is likely
that you will have already reported this elsewhere, but rather
demonstrate that you have processes in place that monitor
reqgularly and report annually using relevant datasets, and that
you respond to this data in order to improve services.

PLEASE SEE BOX OF GOOD PRACTICE FOR FURTHER INFORMATION.
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THE HEALTH SERVICE WILL:
> Demonstrate within planning processes, attention to and > Monitor early enrolment and engagement processes

reporting of key quality measures around early maternal
enrolment and engagement with antenatal care, and
enrolment and engagement of newborn infants with
essential primary care services to the Board and relevant
committees, or intersectoral approaches toward ensuring
early maternal enrolment and engagement with antenatal
care, and enrolment and engagement of newborn infants
with essential primary care services e.g. PHO, Maori
Provider, Pacific Health Provider, Whanau Ora Provider, Well
Child/ Tamariki Ora services, and examples of initiatives
underway to integrate LMCs into primary care.

by ethnicity and deprivation, highlighting systems that
respond to identified issues and report annually on levels
of equitable enrolment and service usage e.g.

— LMC before 12 weeks

— named GP/practice

— Well Child/Tamariki Ora services

— National Immunisation Register

— newborn hearing screening

— oral health care.

Demonstrate formal as well as informal intersectoral
relationships which encourage high levels of equitable
coverage.

Further information can be found within the Appendix.
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ASSESSMENT FRAMEWORK FOR QUESTION 1:
MATERNAL/NEWBORN ENROLMENT & ENGAGEMENT

Leading

The health service clearly demonstrates all elements of a

comprehensive approach toward early maternal enrolment

and engagement with antenatal care, and enrolment and

engagement of newborn infants with essential primary care

services including:

> Demonstrate within planning processes, attention to and
reporting of key quality measures around early maternal
enrolment and engagement with antenatal care, and
enrolment and engagement of newborn infants with
essential primary care services to the Board and relevant
committees, or intersectoral approaches toward ensuring
early maternal enrolment and engagement with antenatal
care, and enrolment and engagement of newborn infants

Monitor early enrolment and engagement processes by
ethnicity and deprivation, highlighting systems that
respond to identified issues and report annually on levels of
equitable enrolment and service usage e.g

— LMC before 12 weeks

— named GP/practice

— Well Child/Tamariki Ora services

— National Immunisation Register

— newborn hearing screening

— oral health care.

Demonstration of formal as well as informal intersectoral
relationships which encourage high levels of equitable
coverage.

with essential primary care services e.g. PHO, Maori
Provider, Pacific Health Provider, Whanau Ora Provider, Well
Child/Tamariki Ora services, and examples of initiatives
underway to integrate LMCs into primary care.

(Note that high levels of coverage may not be necessary to be a
leading DHB, but a plan and evidence of improvement would be
expected).
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Progressing Emerging

The health service demonstrates some evidence of a The health service demonstrates few features of a
comprehensive approach toward early maternal enrolment comprehensive approach toward early maternal enrolment
and engagement with antenatal care, and enrolment and and engagement with antenatal care, and enrolment and
engagement of newborn infants with essential primary care engagement of newborn infants with essential primary care
services. For example: services.

> Demonstration within the planning process that the
service aims to ensure early enrolment and engagement,
however the planning is not intersectoral, and/or there is
no monitoring

> Demonstrate within annual reporting levels of equitable
coverage in some but not all of the parameters described.



QUESTION

2.
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CONTINUITY OF CARE FOR WOMEN AND INFANTS IDENTIFIED
AS EXPERIENCING MULTIPLE ADVERSITIES BEFORE OR AFTER BIRTH

4 4 Please indicate whether you believe your DHB is leading,
Please descrlbe the SyStemS In progressing, or emerging in this area.
place In yourDHB’ Wthh ensure TO COMPLETE YOUR RESPONSE:
. > Please attach evidence for your response.
OngOlng Supportfor women > If you have indicated your DHB is ‘emerging’ or ‘progressing),
and li’lfal’ltS WhO have been AND you would like support to develop and improve your

services in this area, please detail the type of support you

ldentI‘ﬁEd as experlenClng multlple feel would be most useful for your DHB.
adve rs ltles, bEfO re or after blrth, PLEASE SEE BOX OF GOOD PRACTICE FOR FURTHER INFORMATION.
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THE HEALTH SERVICE WILL:

> Demonstrate equitable systems for the early — Discussions in the forum will be recorded in the
identification and support of pregnant women woman'’s clinical record, and a clear plan agreed
experiencing domestic violence, mental illness, with accountability to the forum.
addiction issues, previous CYF involvement and — The forum will have referral processes in place to
adverse childhood experiences, and poor social evidence-based interventions. Please see Appendix
supports. These systems include on-going support to Box 1 for list of evidence-based interventions.
ensure the mothers and infants’ needs are met with — The forum will have referral processes in place to
continuous integrated care. refer to Maori Health providers and social services,
These systems will include: Pacific Health providers, or Whanau Ora Providers.
> Training and support (inclusive of culturally safe — Processes are in place to ensure that the woman'’s
practice) for LMCs in the early identification of the clinical plan is appropriately communicated to
above issues. relevant primary care providers.
> A midwifery-led forum where complex cases can be
brought for discussion: Further information can be found within the Appendix.

— The forum will include representation from
relevant agencies including (as appropriate):
hospital social work; Violence Intervention
Programme, and Care and Protection Programme
Coordinators; mental health and addictions;

Child, Youth and Family; children’s teams and
Women’s Refuge. The forum will develop in
partnership with families/whanau, clear needs
assessments which lead directly to planning,
interventions and supports for mothers and infants.
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ASSESSMENT FRAMEWORK FOR QUESTION 2:
CONTINUITY OF CARE FOR WOMEN/INFANTS IDENTIFIED
AS EXPERIENCING MULTIPLE ADVERSITIES BEFORE OR AFTER BIRTH

Leading

The health service clearly demonstrates provision of:

> Training and support (inclusive of culturally safe practice)
for LMCs in the identification of early identification and
support of pregnant women experiencing domestic
violence, mental illness, addiction issues, previous CYF
involvement, and poor social supports. These systems
include on-going support to ensure the mothers and
infants’ needs are met with continuous integrated care.

> A midwifery-led forum where complex cases can be
brought for discussion:

— There is strong LMC support for the forum, e.g. reflected
in high rates of referral.

— The forum will include representation from relevant
agencies including (as appropriate): hospital social
work; Violence Intervention Programme, and Care and
Protection Programme Coordinators; mental health and
addictions;

Child, Youth and Family; and Women'’s Refuge and
Well Child/ Tamariki Ora services’. The forum will
develop in partnership with families/whanau, clear
needs assessments which lead directly to planning,
interventions and supports for mothers and infants.

> Processes are in place to ensure that the woman’s clinical
plan is appropriately communicated to relevant primary
care providers:

— Discussions in the forum will be recorded in the
women'’s clinical record, and a clear plan agreed with
accountability to the forum.

— The forum will have referral processes in place to refer to
Maori Health Providers and social services, Pacific Health
Providers, or Whanau Ora Providers and Well Child/
Tamariki Ora services’.

> Processes are in place to ensure that the woman'’s clinical
plan is appropriately communicated to relevant primary
and secondary care providers.

(Note that a midwifery-led forum may not be necessary to be a
leading DHB if the above elements are present).

Progressing

The health service provides some evidence of the above, e.g.
training for LMCs, but no forum, or a forum that is not
multidisciplinary, poorly supported, or documentation is unclear.

Emerging

The health service demonstrates few features of the above.



(® compass

THEME TWO

Child

development
& disability




QUESTION

3.

THE CHILD AND YOUTH HEALTH COMPASS QUESTIONNAIRE TOOL | CHILD DEVELOPMENT & DISABILITY | 2013

23

SEVERE CONDUCT PROBLEMS IN CHILDREN & YOUNG PEOPLE

Please describe the systems in
place in your DHB which
address the needs of children
and young people with severe
conduct problems.

Please indicate whether you believe your DHB is leading,
progressing, or emerging in this area.

TO COMPLETE YOUR RESPONSE:

> Please attach evidence for your response.

> If you have indicated your DHB is ‘emerging’ or ‘progressing;,
AND you would like support to develop and improve your
services in this area, please detail the type of support you
feel would be most useful for your DHB.

The definition of conduct problems is based upon the NZ
Advisory Group on Conduct Problems definition. Conduct
problems in children and young people are defined as a
spectrum that includes, “antisocial, aggressive, dishonest,
delinquent, defiant and disruptive behaviours. These behaviours
may vary from none to severe, and may have the following
consequences for the child/young person and those around
him/her — stress; distress and concern to adult caregivers and
authority figures; threats to the physical safety of the young
people involved and their peers; disruption of home, school
or other environments; and involvement of the criminal
Justice system”.

PLEASE SEE BOX OF GOOD PRACTICE FOR FURTHER INFORMATION.
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> Population-level prevention e.g. alcohol harm

minimisation.

Primary prevention e.g. prevention of foetal alcohol
spectrum disorder (alcohol harm reduction approaches
particularly targeting young people and women),
Vulnerable Pregnant Women’s Programmes, Violence
Intervention Programmes, early identification and referral
for women with postnatal depression, and more broadly
for children of parents with mental illness and addictions
(COPMIA).

Secondary prevention e.g. early identification and referral
of young children with conduct problems — Before School
Check.

Tertiary prevention e.g. identification and effective
intervention children and young people with established
conduct problems.

Collaborative initiatives that are supportive of the above
e.g. formalised relationships through Memoranda of
Understanding, regular meetings of managers and clinical
leaders, joint service planning and monitoring, joint
allocation and training.

| 2013 24

Evidence of a culturally relevant and effective response
to Maori and Pacifika children/young people and their
whanau, experiencing the effects of severe conduct
problems e.g. cultural competence of generic services
and the development of culturally specific services and
workforce.

Primary care (e.g. Before School Check, management of
postnatal depression and support for children of parents
with mental illness and addictions, violence intervention
in primary care).

Public health (e.g. referrals for severe conduct problems in
school-age children from public health nurses)

Child and adolescent mental health.

Paediatrics.

Needs Assessment and Service Coordination (NASC) e.g.
referrals of children with intellectual disability and severe
conduct problems to specialist providers.

Ministry of Education — Special Education.

Child, Youth and Family.

Non-governmental social services.

Continued...
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Continued...

The plan should have a reporting requirement to monitor
progress against the plan e.g. referral and assessment rates.
To demonstrate progress in reducing inequities, data should
be reported as rates by ethnicity and deprivation (in addition
to age). Other parameters should include:

> Inputs (e.g. FTEs).

> Processes (e.g. waiting times, uptake/engagement rates,
relevant quality indicators).

> Outputs (e.g. early identification and referrals, such as
from the Before-School Check Programme, and later
referrals for severe conduct problems to health, education
and social services, access rates/numbers of children
assessed and who receive interventions).

> Outcomes (e.g. improved behaviour following
interventions, stand-downs and exclusions from school,
and child and adolescent crime data).

Further information can be found within the Appendix.
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ASSESSMENT FRAMEWORK FOR QUESTION 3:
SEVERE CONDUCT PROBLEMS IN CHILDREN & YOUNG PEOPLE

Leading

Progressing

The health service clearly demonstrates the following:

> Achild and youth health strategy/plan that includes a section
on addressing the needs of children and young people with
severe conduct problems. The plan is written collaboratively
with relevant local education and social service funders
and providers. It is comprehensive, culturally responsive,
and includes prevention, early identification, and early
intervention, and collaborative, multidisciplinary assessment
and interventions for children with established conduct
problems.

> Regular minitoring and annual reporting of progress against
the strategy/plan for children and young people with severe
conduct problems e.g. improving early identification and
referral of young children with severe conduct problems,
and monitoring of severe conduct problems across other
services (behaviour referrals to Special Education and
Resource Teachers Learning and Behaviour, Stand-downs and
exclusions from school, police and CYF youth crime data).

> Effective intersectoral collaboration between child and
adolescent mental health services, child development
and personal health services (e.g. joint allocation, joint
workforce development, collaborative case management
via formalised agreement).

The health service demonstrates:

>

A child and youth health strategy/plan with elements of the
above, e.g. culturally responsive, collaborative, intersectoral
management of complex cases, but no approach to early
identification and intervention, or vice versa.

Incomplete reporting of outcomes, or a plan with no
evidence of monitoring and annual reporting progress.
Limited intersectoral collaboration e.g. participation in high
and complex needs but no joint allocation or training or
other joint working.

Emerging

The health service demonstrates:

>

>

>

Very limited or no integration of paediatric, child
development and mental health services.

Little planning for severe conduct problems, or a plan of
very limited scope e.g. a single issue, such as autism or
prevention of foetal alcohol spectrum disorder.

Very limited monitoring and reporting.



(® compass

THEME THREE

Child, youth &
whanau-centred

care




QUESTION

4.
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STAFF TRAINING & PROFESSIONAL DEVELOPMENT

Please describe the child, youth and
whdnau-centred specific components

of your workforce development
plan/framework for staff who
provide care for children, young
people and their whanau in non-
dedicated paediatric areas of your
DHB e.q. Emergency Department,
Intensive Care Unit, Surgical etc.

Please indicate whether you believe your DHB is leading,
progressing, or emerging in this area.

TO COMPLETE YOUR RESPONSE:

> Please attach evidence for your response.

> If you have indicated your DHB is ‘'emerging’ or ‘progressing),
AND you would like support to develop and improve your
services in this area, please detail the type of support you
feel would be most useful for your DHB.

Child, youth and whanau-centred care is defined as a best
practice health care approach that centers on the rights

of children and young people, takes into account the best
interests of children and young people, supports the physical,
developmental, mental, emotional, social, cultural, and spiritual
needs of children, young people and their whanau; involves
collaborative partnerships between health care providers and
children, young people and their whanau; and results in the
best possible health care for children, young people and their
whanau experiencing health services within Aotearoa/

New Zealand.

PLEASE SEE BOX OF GOOD PRACTICE FOR FURTHER INFORMATION.



THE HEALTH SERVICE WILL:
> Have a paediatric competency workforce development
plan/framework adhered to, for all staff caring for children,
young people, and their whanau that:
— uses appropriate quality frameworks applied to the
local setting
— has named leader(s) who are accountable
— demonstrates collaboration with other services within
the DHB
— demonstrates integration with broader goals of the
service
— enables staff to develop a professional development
plan, regardless of their specialty from primary care to
tertiary care.
> Demonstrate a monitoring and auditing process
that reviews level of staff skills, and progress of the
workforce against the paediatric competency workforce
development plan/framework.
> In non dedicated paediatric areas, have an identified
paediatric liaison coordinator with advanced knowledge
in child and youth health e.g. nurse practitioner/nurse
educator/clinical nurse specialist that meets regularly
with paediatric specialty services to discuss common
problems, plan education sessions, and share policies and
procedures; negotiates resources to provide safe
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and effective care; and advocates for child and young
people friendly facilities, equipment and resources to
ensure the needs of children and young people are met.

> Have developed DHB generic polices, guidelines,
and pathways toward ensuring monitoring of, and
accountability for cultural competency and equity training
for all staff.

Note that for a health service committed toward ensuring

that services for children, young people, and whanau are
appropriate, staff training/education needs to include those
staff that care for children and young people in both dedicated
and non-dedicated paediatric areas e.g. Emergency Medicine,
Intensive Care Medicine, Primary Care, rural areas etc. An
overview of appropriate staff training/education based upon the
‘Standards for the Care of Children and Adolescents in Health
Services’, the ‘Health and Disability Sector Standards (Children
and Young People) — Audit Workbook’, the ‘Charter of Tamariki/
Children’s and Rangatahi/Young People’s Rights in Healthcare
Services in Aotearoa New Zealand Charter’, and the ‘Report of
the Taskforce on Whanau-Centred Initiatives’is presented within
the Appendix (Box 2).

Further information can be found within the Appendix.
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ASSESSMENT FRAMEWORK FOR QUESTION 4:
STAFF TRAINING & PROFESSIONAL DEVELOPMENT

> In non-dedicated paediatric areas, has an identified
paediatric liaison coordinator with advanced knowledge
in child and youth health e.g. nurse practitioner/nurse
educator/clinical nurse specialist that meets regularly with
paediatric specialty services to discuss common problems,
plan education sessions, and share policies and procedures;
negotiates resources to provide safe and effective care;
and advocates for child and young people friendly facilities,
equipment and resources to ensure the needs of children
and young people are met.

Leading

THE HEALTH SERVICE:
> Has a paediatric competency workforce development plan/
framework adhered to, for all staff caring for children,
young people, and their whanau in non-dedicated
paediatric areas that:
— uses appropriate quality frameworks applied to the
local setting

— zs nzmed ez wine ee aacsumizlie > Has developed DHB generic polices, guidelines,

— demonstrates collaboration with other services within and pathways toward ensuring monitoring of. and

the DHEB accountability for cultural competency and equity training
— demonstrates integration with broader goals of the for all staff.
service

— enables staff to develop a professional development
plan, regardless of their specialty from primary care to
tertiary care.

> Demonstrates a monitoring and auditing process that
reviews level of staff skills, and progress of the workforce
against the paediatric competency workforce development
plan/framework.
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Progressing

THE HEALTH SERVICE DEMONSTRATES A NUMBER OF FEATURES
OF GOOD PRACTICE IN STAFF TRAINING AND PROFESSIONAL
DEVELOPMENT. EXAMPLES INCLUDE:

> DHB generic polices, guidelines, and pathways toward
ensuring monitoring of, and accountability for cultural
competency and equity training for all staff.

> A paediatric competency workforce development plan/
framework adhered to, that meets the features of good
practice described. However the plan is not monitored/
audited.

Emerging

THE HEALTH SERVICE DEMONSTRATES A FEW FEATURES OF GOOD
PRACTICE. EXAMPLES INCLUDE:

> Some evidence of staff training/education, but no
paediatric competency workforce development plan/
framework is adhered to for staff caring for children, young
people, and their whanau.



QUESTION

5.
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PARTICIPATION & CONSUMER VOICE

Please describe at a strategic
level, how you include children,
young people and whanau
participation and consumer
voice in the planning, delivery
and evaluation (including
feedback and complaints) of
health services.

Please indicate whether you believe your DHB is leading,
progressing, or emerging in this area.

TO COMPLETE YOUR RESPONSE:
> Please include within your description:

— Processes that support inclusiveness of all groups when
engaging with children, young people and whanau.

— Examples of how participation and consumer voice have
influenced or informed quality improvement within your
health services.

— Please attach evidence for your response.

> If you have indicated your DHB is ‘emerging’ or ‘progressing),

AND you would like support to develop and improve your

services in this area, please detail the type of support you

feel would be most useful for your DHB.

PLEASE SEE BOX OF GOOD PRACTICE FOR FURTHER INFORMATION.
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THE HEALTH SERVICE HAS PROCESSES
IN PLACE TO ENSURE THAT:

> Children, young people and whanau are involved in > The service supports staff to work in partnership with

consultation on the development, implementation and
evaluation of the services, policies and strategies that
have an impact on them, and there is evidence that this
contributes to quality improvement in services. Such
consultation includes meaningful participation by all
children, young people and their whanau. This may
include, but is not limited to Young People’s Reference
Groups, Family Advisory Councils etc. There are processes
in place that support inclusiveness of all groups when
engaging with children, young people and whanau.

The service supports children and young people to be
involved in the decision-making about their health care, in
line with their capacities for understanding, and families/
whanau are supported to be involved in decision-making
about their child or young person’s health care.

The service provides relevant health information that is
appropriate to the level of development and capacity of
the child or young person, and is available in the range
of cultural and linguistic diversity within the community,
taking into consideration health literacy of different
groups. This information is available service-wide.

children, young people and their whanau, to identify
health and wellbeing goals, and develop pathways to
achieve these to take control of their wellbeing and
manage their own solutions.

Children, young people and whanau are informed of
their right to advocacy, and there are processes in place
to support children, young people and whanau accessing
culturally and developmentally appropriate advocacy
services.

In order to inform and improve quality of child and

youth health services, consultation is actively sought

to enable children, young people and their whanau to
provide feedback on their experience of the service, for
example, culturally and developmentally appropriate
consumer satisfaction surveys. This also includes support
for children, young people and their whanau to voice

any concerns they may have about their health care.
Processes in place to manage complaints are appropriate
to the development and capacity of the child or young
person, and children, young people and their whanau are
informed of any complaints investigations and outcomes.

Further information can be found within the Appendix.
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ASSESSMENT FRAMEWORK FOR QUESTION 5:
PARTICIPATION & CONSUMER VOICE

> The service provides relevant health information that is
appropriate to the level of development and capacity of
the child or young person, and is available in the range
of cultural and linguistic diversity within the community,

Leading

THE HEALTH SERVICE HAS PROCESSES IN PLACE TO ENSURE THAT:
> Children, young people and whanau are involved in

consultation on the development, implementation and
evaluation of the services, policies and strategies that
have an impact on them, and there is evidence that this
contributes to quality improvement in services. Such
consultation includes meaningful participation by all
children, young people and their whanau. This may include,
but is not limited to Young People’s Reference Groups,
Family Advisory Councils etc. There are processes in place
that support inclusiveness of all groups when engaging
with children, young people and whanau.

The service supports children and young people to be
involved in the decision-making about their health care, in
line with their capacities for understanding, and families/
whanau are supported to be involved in decision-making
about their child or young person’s health care.

taking into consideration health literacy of different groups.
This information is available service-wide.

The service supports staff to work in partnership with
children, young people and their whanau, to identify health
and wellbeing goals, and develop pathways to achieve
these to take control of their wellbeing and manage their
own solutions.

Children, young people and whanau are informed of

their right to advocacy, and there are processes in place

to support children, young people and whanau accessing
culturally and developmentally appropriate advocacy
services.
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> Inorder to inform and improve quality of child and youth
health services, consultation is actively sought to enable
children, young people and their whanau to provide
feedback on their experience of the service, for example,
culturally and developmentally appropriate consumer

satisfaction surveys. This also includes support for children,
young people and their whanau to voice any concerns they

may have about their health care. Processes in place to
manage complaints are appropriate to the development
and capacity of the child or young person, and children,
young people and their whanau are informed of any
complaints investigations and outcomes.

Progressing

THE HEALTH SERVICE DEMONSTRATES A NUMBER OF FEATURES

AROUND GOOD PRACTICE IN PARTICIPATION AND CONSUMER VOICE.

EXAMPLES INCLUDE:

> Children, young people and whanau may be involved in
consultation on the development, implementation and
evaluation of the services, policies and strategies that
have an impact on them. Such consultation may include

meaningful participation by all children, young people and
their whanau. There are no processes in place that support

inclusiveness of all groups when engaging with children,
young people and whanau.

The service supports families/whanau to be involved in
decision-making about their child or young person’s health
care.

The service provides health information that may not be
appropriate to the level of development and capacity of the
child or young person available in paediatric-specific areas
but not service-wide.

Children, young people and whanau are informed of their
right to advocacy.

Emerging

THE HEALTH SERVICE DEMONSTRATES A FEW FEATURES OF GOOD
PRACTICE. EXAMPLES INCLUDE:

>

There is limited involvement of children, young people

and whanau in the consultation on the development,
implementation and evaluation of the services, policies and
strategies that have an impact on them.

The service provides some health information that may not
be appropriate to the level of development and capacity of
the child or young person.

35
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LEADERSHIP & GOVERNANCE

QUESTION

0.

Please describe the leadership
and governance structure in

your DHB child and youth
health service.

Please indicate whether you believe your DHB is leading,
progressing, or emerging in this area.

TO COMPLETE YOUR RESPONSE:

> Please include details of any child or youth health strategies
or plans in place

> Please attach evidence for your response.

> If you have indicated your DHB is ‘emerging’ or ‘progressing;,
AND you would like support to develop and improve your
services in this area, please detail the type of support you
feel would be most useful for your DHB.

PLEASE SEE BOX OF GOOD PRACTICE FOR FURTHER INFORMATION.
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Demonstrate intersectoral collaboration that effectively
engages stakeholders at both governance level and
operationally. These could include (according to local
circumstance):

— DHB stakeholders: Planning and Funding, Child
Health, Mental Health, NASC, Child Development and
Public Health services, GM Maori, GM Pacific, Maori
Partnership Boards.

— Primary Care stakeholders: Primary Healthcare
Organisations, Well Child/Tamariki Ora, Maori Providers,
Pacific Health Providers, Before-School Check, Whanau
Ora Providers.

— External stakeholders: Child, Youth and Family,
Ministry of Education: Special Education, Work and
Income, Housing New Zealand, NGO social services,
Strengthening Families, Ministry of Youth Development.

— Consumers and advocacy groups on behalf of
consumers, e.g. Young People’s Reference Group, Family
Advisory Council, parent support groups Maori and
Pacific representation.

Have a child and/or youth health strategy or plan that:

— Includes strategies and commitment to reduce
inequities in child and youth health outcomes, e.g.
using tools such as the Health Equity Assessment Tool,
Health Impact Assessment (HIA), Whanau Ora HIA or
the ‘Roadmap to Reduce Racial Disparities’ by the
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Robert Wood Johnson Foundation
— Demonstrates evidence of a needs assessment
— Has clearly stated objectives
— Applies a published evidence base with fidelity to each
objective
— Demonstrates cognisance of local realities
— Uses appropriate quality frameworks applied to the
local setting
— Has named leader(s) who are accountable for each
objective in the plan.
> Monitor regularly and report annually on progress against
the objectives.
> Have Maori partnership arrangements where Maori
partners have governance body status, for example, Maori
partners sign off DHB Statement of Intents and Annual
Plans. These Maori partnership arrangements are clearly
stated in DHB accountability documents e.g. Statement of
Intent, Annual Plan, Annual Report, Maori Health Plan.
> ldentify and monitor disparities in child and youth health
outcomes for Maori and other population groups, and
demonstrate the progress that has been made toward
the reduction of these disparities in DHB accountability
documents e.g. Annual Report, Maori Health Plan.
> Demonstrates examples of cross-sector work to address
the determinants of health.

Further information can be found within the Appendix.



THE CHILD AND YOUTH HEALTH COMPASS QUESTIONNAIRE TOOL |

The health service clearly demonstrates implementation of the

process, systems and/or structures considered good practice in

this area e.g. the service demonstrates all three of:

> effective intersectoral collaboration at a governance level
(e.g. DHB committee or similar) including most of the above
stakeholders

> achild and/or youth health strategy/plan that meets all the
criteria of good practice

> regular monitoring and annual reporting of progress
against the strategy/plan (e.g. improved outcomes).

The health service demonstrates some evidence of the process,

systems and/or structures considered good practice in this

area such as:

> incomplete process, system or structure, or a process,
system, or

> process, system or structure without evidence of
implementation.
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Examples include:

— intersectoral collaboration at a governance level that
excludes key stakeholders

— achild and/or youth health strategy/plan that meets
some of the criteria of good practice

— regular monitoring and annual reporting of progress
against the strategy/plan (e.g. improved outcomes)

— agovernance group with a plan but no annual reporting
against progress.

The health service does not demonstrate any, or only a few
features of a process, system or structure considered good
practice in this area. Examples include:

>

no governance group, or a governance group for a single
issue only

no child and/or youth health strategy/plan, or a plan of very
limited scope (e.g. a single issue, such as immunisation or
preventable admissions)

very limited monitoring and no annual reporting.
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ACCESS TO PRIMARY CARE SERVICES

QUESTION Please dESClee the access to Pleaseinfjicate Whethgrygu b(?IieveyourDHBis leading,
progressing, or emerging in this area.
7. prlmary care services in your DHB TO COMPLETE YOUR RESPONSE:
for Chlldl’en andyoung people. > Inyour description, please include details of:

— Enablers facilitating progress in your plans for
addressing access.
— Challenges and/or barriers you have identified to
progressing your plans for addressing access.
> Please attach evidence for your response including details
of access arrangements for different primary care providers,
particularly in relation to out of office hours access.
> Ifyou have indicated your DHB is ‘emerging’ or ‘progressing),
AND you would like support to develop and improve your
services in this area, please detail the type of support you
feel would be most useful for your DHB.

Please note that we do not expect you attach data as it is likely
that you will have already reported this elsewhere, but rather
demonstrate that you have processes in place that monitor
reqularly and report annually using relevant datasets, and that
you respond to this data in order to improve services.

PLEASE SEE BOX OF GOOD PRACTICE FOR FURTHER INFORMATION.



The health service will have knowledge about the

following parameters of access:

— Percentage of babies enrolled with a PHO, NIR, and
a WCTO provider by 4 weeks of age by ethnicity and
deprivation.

— Percentage of children < 6 years of age with access to
free primary care — standard hours and afterhours, by
ethnicity and deprivation.

— Percentage of children < 18 years of age with access to
free primary care — standard hours and afterhours, by
ethnicity and deprivation.

— Percentage of the PHO ‘Services to Increase Access’
(SIA) funding used for children and young people.

Service utilisation rates (where available) by:

— ethnicity

— deprivation
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> The health service will have access arrangements detailed
in funding and planning discussions, and in strategic
planning documents.

> The health service will have consulted with key
stakeholders in this area, and depending on access
arrangements, have brokered meetings to improve access.

> The health service will include access criteria in all their
formal monitoring/audit/evaluation/service review
documents and processes for primary care.

Further information can be found within the Appendix.
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ASSESSMENT FRAMEWORK FOR QUESTION 7:
ACCESS TO PRIMARY CARE SERVICES

Leading

Progressing

The health service clearly demonstrates implementation of the

process, systems and/or structures considered good practice.
The health service demonstrates all three of the following:

>

Full knowledge about the parameters of child and youth
health access. The access parameters are easily available to
managers and clinicians.

The DHB has included access arrangements in all relevant
funding and planning discussions and included them in
strategic planning documents.

The DHB has consulted with key stakeholders in this area.
Where problems have been identified, significant progress
has been made to improve access.

The health service demonstrates some evidence of the process,
systems and/or structures considered good practice e.g.
incomplete process, system and/or structure, or a process,
system and/or structure without evidence of implementation.
This could include:

> Some knowledge about the parameters of child and

youth health access. The access parameters are available
to managers and clinicians, but not in a routine or easily
accessible way.

The service has included access arrangements in some
relevant funding and planning discussions and included
them in some strategic planning documents. There

is no overall coherence or articulation of the access
arrangements.

The service has consulted with some of the key
stakeholders in this area. Where problems have been
identified, some progress has been made to improve access,
but implementation has not been completed.



THE CHILD AND YOUTH HEALTH COMPASS QUESTIONNAIRE TOOL | PRIMARY CARE | 2013 44

Emerging

The health service does not demonstrate any, or only a few
features of a process, system and/or structure considered good
practice. For example:

> Very little or no knowledge about the parameters of child
and youth health access. The access parameters are not
routinely available to managers and clinicians.

> The service has not included access arrangements in
relevant funding and planning discussions or only in a very
limited way. There is no coherence or articulation of the
access arrangements.

> The service has not consulted with key stakeholders in this
area or only in a very limited way. Where problems have
been identified, little progress has been made to improve
access.
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AMBULATORY SENSITIVE HOSPITALISATIONS (ASH)

question  Please describe the arrangements
8 for addressing Ambulatory
*  Sensitive Hospitalisations (ASH)
for children and young people
in your DHB.

Please note that we do not expect you attach data as it is likely
that you will have already reported this elsewhere, but rather
demonstrate that you have processes in place that monitor
regularly and report annually using relevant datasets, and that
you respond to this data in order to improve services.

Please indicate whether you believe your DHB is leading,
progressing, or emerging in this area.

TO COMPLETE YOUR RESPONSE:
> Inyour description, please include details of:

— Enablers facilitating progress in your plans for
addressing ASH.

— Challenges and/or barriers you have identified to
progressing your plans for addressing ASH.

— Any analyses that have been undertaken to determine the
inequities in ASH rates (across all dimensions), in order
to inform effective and equitable interventions by your
service and/or PHO.

— The extent to which your service and/or PHO has
developed and implemented management and support
protocols for ASH related conditions.

> Please attach evidence for your response including details
of access arrangements for different primary care providers,
particularly in relation to out of office hours access.

> If you have indicated your DHB is ‘emerging’ or ‘progressing),

AND you would like support to develop and improve your

services in this area, please detail the type of support you

feel would be most useful for your DHB.

PLEASE SEE BOX OF GOOD PRACTICE FOR FURTHER INFORMATION.
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> The health service analyses ASH rates by ethnicity and > The health service will have included ASH in funding and
deprivation. The health service also considers within planning discussions, and will have included them in
their analyses, the full range of factors that may lead to strategic planning documents.
inequitable rates of admissions for different child and > The health service will have consulted with key
youth sub-populations. stakeholders in this area, and have brokered meetings to

> The health service will have utilised existing knowledge improve ASH rates.
from routine ASH reporting and augmented it where > The health service and/or PHO will have sponsored specific
possible with other information e.g. ASH utilisation figures initiatives to explore ASH rates and influence change e.g.
from emergency departments and general practice. skin sepsis management programmes in primary care.

Further information can be found within the Appendix.
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ASSESSMENT FRAMEWORK FOR QUESTION 8:
AMBULATORY SENSITIVE HOSPITALISATIONS (ASH)

Leading

Progressing

The health service demonstrates implementation of the
process, systems and/or structures considered good practice.
The service has demonstrated all five of the following:

>

Analysis of ASH rates by ethnicity and deprivation. The
health service also considers within their analyses, the
full range of factors that may lead to inequitable rates of
admissions for different child and youth sub-populations.
Fully utilised existing knowledge from routine ASH
reporting and augmented it with other information e.g.
ASH utilisation figures from emergency departments

and general practice, and there may specific information
projects in this area.

Included ASH in funding and planning discussions, and
included ASH in strategic planning documents.
Consulted with key stakeholders in this area, and brokered
meetings to improve ASH rates.

The health service and/or PHO have sponsored specific
initiatives to explore ASH rates and influence change, and
have carried out an evaluation of their effectiveness.

The health service demonstrates some evidence of the process,

systems and/or structures considered good practice e.g.

incomplete process, system and/or structure, or a process,

system and/or structure without evidence of implementation.

This could include:

> Existing knowledge from routine ASH reporting is utilised
but is not augmented with other information.

> ASH is included in funding and planning discussions but
conclusions are not formally identified in strategic planning.

> The health service will have consulted with stakeholders
in this area, but there is little transfer of consultation into
implementation plans.

> The health service and/or PHO will have considered specific
initiatives to explore ASH rates and influence change, but
implementation and/or evaluation are incomplete.
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Emerging

The health service does not demonstrate any, or only a few

features of a process, system and/or structure considered good

practice. For example:

> Very little or no utilisation of existing knowledge from
routine ASH reporting.

> Very little or no inclusion of ASH in funding and planning
discussions or strategic planning documents. There is no
coherence or articulation of efforts to optimise ASH rates.

> Very little or no consultation with key stakeholders in this
area, and no organised efforts or meetings to improve
ASH rates.

> There are no specific initiatives to explore ASH rates.
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YOUTH SPECIFIC SERVICES

OUESTION Please dESCI’lbe the range Of Please indicate whether you believe your DHB is leading,
- progressing, or emerging in this area.
° yOUth SpECl_ﬁC services your TO COMPLETE YOUR RESPONSE:
DHB pI’OVldES. > Inyour description, please include details of:
— Access rates to these services by ethnicity and
deprivation.

— Total FTE and amount of funding provided by the DHB.
— Support and integration with secondary medical and
CAMHS services.
— Enablers and barriers you have identified regarding the
development of youth specific services in your DHB.
> Please attach evidence for your response.
> Please indicate if you would like any support in this area,
and if so, the type of support that would be most helpful for
your DHB.

Please note that these services should be youth specific services
(such as youth one-stop health services, school-based health
clinics e.t.c.), rather than generic services and should exclude
CAMHS, sexual health services, and AOD services.

PLEASE SEE BOX OF GOOD PRACTICE FOR FURTHER INFORMATION.
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THE HEALTH SERVICE:

> Funds and provides a full range of specific youth health > Funds and supports school-based health services across all
services across primary and secondary care. For example: secondary schools in the region with more than 6.5 hours
— Youth one-stop health services of nursing and doctor time per 100 students, per week, in
— School-based health care services in secondary schools each school. There is funded support from local GPs for

— Health services for alternative education students standing orders and medical care.

> Provides a high level of integration between school-based
clinicians and secondary medical and CAMHS services.
There are school health policies for mental health and
specialist services that have been collaboratively and
formally agreed upon by secondary health services and
education.

— Youth health clinicians within secondary and tertiary
care settings e.g. youth health nurse specialists,
physicians specialising in the care of adolescents.

> Has a specific Youth Health Plan/Strategy that guides the
implementation of these services.

> Has youth advisory boards that guide DHB decision-
making processes about youth health services. Further information can be found within the Appendix.

> Gives consideration to location of services for young

people in terms of access, transport and safety.

> Provides youth health leadership and training
to the region.
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ASSESSMENT FRAMEWORK FOR QUESTION 9: YOUTH SPECIFIC SERVICES

Leading

THE HEALTH SERVICE DEMONSTRATES EVIDENCE OF:

> Funding and provision of a full range of specific youth
health services across primary and secondary care.
For example:
— youth one-stop health services

school-based health care services in secondary schools
health services for alternative education students

youth health clinicians within secondary and tertiary

care settings e.g. youth health nurse specialists,

physicians specialising in the care of adolescents.

> A specific Youth Health Plan/Strategy that guides the
implementation of these services.

> Youth advisory boards that guide DHB decision-making
processes about youth health services.

> Consideration to location of services for young people in
terms of access, transport and safety.

> Provision of youth health leadership and training to
the region.

> Funding and support of school-based health services across
all secondary schools in the region with more than 6.5
hours of nursing and doctor time per 100 students, per
week, in each school. There is funded support from local
GPs for standing orders and medical care.

> High level of integration between school-based clinicians
and secondary medical and CAMHS services. There are
school health policies for mental health and specialist
services that have been collaboratively and formally agreed
upon by secondary health services and education.

Progressing

> The health service funds and provides some youth specific
services, such as school-based health care services.

> Funds and supports school-based health services for
secondary schools in the region. These schools provide more
than 6.5 hours of nursing and doctor time per 100 students
per week in each school. There is funded support from local
GPs for standing orders and medical care.

> Provides some level of integration between school-based
clinicians and secondary medical and CAMHS services.

Emerging

> No specific youth health services provided except for
mandated services in decile 1 — 3 schools, teen parent units
and alternative education schools. There is no support or
integration between school-based nurses and local GPs or
secondary services.
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SUPPORT FOR YOUNG PEOPLE WITH CHRONIC ILLNESS AND/OR DISABILITY

QUESTION Please descrlbe the level Of Please infjicate Whethgrygu bélieve your DHB is leading,
progressing, or emerging in this area.
1O support your DHB provides
° TO COMPLETE YOUR RESPONSE:
foryou ng people With C'h ronlc > Please attach evidence for your response.
. > If you have indicated your DHB is ‘emerging’ or ‘progressing),

hea lth COTldlthnS and/or AND you would like support to develop and improve your

. v services in this area, please detail the type of support you
dlSal’)lllty. feel would be most useful for your DHB.

Please note that this may include specific youth health services
within secondary or tertiary settings such as transition clinics,
specialist youth health clinicians, adolescent wards, and training
for health care personnel who deliver care to young people in
hospital settings.

PLEASE SEE BOX OF GOOD PRACTICE FOR FURTHER INFORMATION.
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THE HEALTH SERVICE:

> Has a range of specific youth health services for young primary/secondary/tertiary providers are demonstrated

people with chronic illness and/or disability. This may
include specific youth health services within secondary

or tertiary settings such as transition clinics, specialist
youth health clinicians, adolescent wards, and training for
health care personnel who deliver care to young people in
hospital settings.

Provides transition planning and/or transitions clinics for
all young people with chronic illness and/or disability who
are looked after by specialist services. Clear pathways for
transfer of information between young people/families/

and maintained, and there is clarity around case-
management.

Provides specialist youth health clinicians who are
available to support secondary services both within the
hospital and in clinics.

Has youth health activities/areas within the hospital
setting, and young people are roomed together.

Further information can be found within the Appendix.
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ASSESSMENT FRAMEWORK FOR QUESTION 10:
SUPPORT FOR YOUNG PEOPLE WITH CHRONIC ILLNESS AND/OR DISABILITY

Leading

Progressing

THE HEALTH SERVICE:

>

Funds specific youth health services for young people with
chronicillness and/or disability.

Provides transition planning and/or transitions clinics for
all young people with chronic illness and/or disability who
are looked after by specialist services. Clear pathways for
transfer of information between young people/families/
primary/secondary/tertiary providers are demonstrated and
maintained, and there is clarity around case-management.
Provides specialist youth health clinicians who are available
to support secondary services both within the hospital and
in clinics.

Has youth health activities/areas within the hospital
setting, and young people are roomed together.

THE HEALTH SERVICE:

>

Funds some specific youth health services for young people
with chronic illness and/or disability.

Provides some transition planning and/or transitions clinics
for young people with chronic illness and/or disability who
are looked after by specialist services.

Has some supports for young people in hospital but this
may be limited to certain areas.

Emerging

The health service has no specific services for young people
with chronicillness and/or disability. There is no support for
young people in the hospital setting.
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EVIDENCE-BASED RATIONALE FOR GOOD PRACTICE

Early childhood development has a determining influence on
subsequent health and the opportunity for children to fulfil their
potential. A ‘best start to a healthy life’ for infants, children and
young people means that all of the essential building blocks that
enable them to lead a flourishing life are provided.*

MATERNAL/NEWBORN ENROLMENT & ENGAGEMENT

In this context the term enrolment is considered to be the
administrative process by which an individual is listed as being
connected to a particular service provider. Engagement in this
context is the relationship that develops when a family/whanau
use a service. All infants must be supported by health services

in order to reach their potential. Key services include: Lead
Maternity Carers (LMC), General Practitioners (GP) and primary
care, the National Immunisation Register (NIR), newborn hearing
screening, Well Child/Tamariki Ora services (WC/TO) Services,
Maori health providers, Whanau Ora providers, social service
providers, Early Childhood Education, and oral health services.?
Good practice ensures that active enrolment and engagement
with services occurs, there is monitoring of access, and there are
systems for feedback to providers. Families experiencing barriers
to access may need additional support in order to access services
that may be more responsive to their needs (e.g. home visiting
or outreach services). Ideally, providers should be readily able

to access records to identify which services an infant has and
has not received e.g. hospital clinicians accessing the NIR and
identifying whether children are enrolled with a GP or practice,
and a WC/TO provider.

Early enrolment and engagement with antenatal care

The National Institute for Health and Clinical Excellence (NICE)
guidelines and the Perinatal and Maternal Mortality Review
Committee (PMMRC) both recommend early enrolment and
engagement for antenatal care before 10 weeks gestation.?*
In New Zealand, data is routinely collected for 12 weeks
gestation.

The antenatal period is a crucial time. To ensure optimum
health and connections for the infant, this period of health
care provides an opportunity for a LMC to support a woman
to find a GP for herself, and her unborn infant. It is also an
opportunity to provide education information about the NIR
and promote the importance of immunisation.®

Early enrolment and engagement with a General Practitioner/
practice

There are a number of reasons why early enrolment and
engagement with a GP or practice is recommended. These
include:

1. Acute care needs

Some infants under an LMC need GP care. It is important that
this can occur easily, and that this should come from the GP
who will subsequently be the infant’s GP. Early enrolment and
engagement with a GP will promote continuity of care; one

of the key components of primary care delivery, and health
outcomes are improved when a specific provider is recognised.®
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2. A ‘patient-centred medical home’

Primary care provides long-term and comprehensive services,
and enables access to further services. Having a ‘patient-
centred medical home'or ‘regular source of care’is important
for health outcomes, and is better embedded in a primary
care service than elsewhere. Identification of a particular
practitioner provides more than a specified place, and results
in a range of benefits including: better needs recognition;
earlier diagnosis; fewer hospitalisations; fewer unmet needs;
and increased satisfaction. Early enrolment is a foundation
to its development and is fostered with ongoing contact,
developing relationships and trust from an early stage.
Identification of risk, prevention and reduction in vulnerability
and coordination across services are enabled by this model. ’

3. Timely vaccination coverage

In order to facilitate timely vaccination, practices need to be
made aware of the infant’s birth to pre-call for vaccination
prior to six weeks of age, and take enrolment for the delivery
of vaccinations. Early registration with a practice has been
found to be an important determinant of the coverage and
timeliness of infant vaccination.®

Early enrolment and engagement with other services
providing essential primary care

There exist alternative providers to mainstream primary care.
Many Maori and Pasifika children will also enrol with, or attend
a range of services providing essential primary care including
Maori Health providers, Pacific Health providers and Whanau
Ora providers. Existing relationships between providers and
whanau can be important to link whanau with other services

e.g. whanau may already be registered with a Pacific Health
provider when the mother becomes pregnant. It is appropriate
for the Pacific Health provider to assist the mother to enrol
and engage with a LMC, GP and WC/TO provider. Likewise, if

a mother enrols with a LMC and is not enrolled with a GP, it is
appropriate for the LMC to support the mother’s enrolment
and engagement with a GP for herself and her infant.

CONTINUITY OF CARE FOR WOMEN AND INFANTS IDENTIFIED AS
EXPERIENCING MULTIPLE ADVERSITIES BEFORE OR AFTER BIRTH

Maternal exposure to a range of adversities before and after
birth is associated with a number of adverse outcomes which
can affect the health and wellbeing of the mother and infant,
and the longer-term development of the child. There exist in
NZ marked social gradients in a number of adverse outcomes
in pregnancy by ethnicity, and for younger pregnant women
compared with older pregnant women. As such, investment

in the prenatal period and in early childhood has one of the
greatest potentials to significantly reduce health inequalities.®
Mental health and/or addiction issues, domestic violence,
previous involvement with care and protection services, and
poor social supports should be identified as early as possible in
pregnancy as they carry high risks for poor antenatal outcomes.
Adverse pregnancy and infant outcomes can include: stillbirth;
foetal death; neonatal mortality; perinatal mortality; preterm
birth; low birth weight; with intra-uterine growth restriction
(IUGR); small for gestational age (SGA); sudden unexpected
death in infancy (SUDI)° —or neglect and/or abuse leading to
poor physical health and/or mental health outcomes; poor
educational outcomes; or serious injury and death.>*
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It is well established within the literature that high quality
maternity care, with early booking and continuity of care
through pregnancy to early childhood is important for
improving outcomes in pregnancy for women and infants.**
There is also an evidence-base within the international
literature of the effectiveness of interventions aimed at
addressing the needs of pregnant women identified as
experiencing multiple adversities.? The NZ Child and Youth
Epidemiology Service recently undertook an in-depth topic
review examining multiple adversities in pregnancy for NZ
women, and the evidence-base for services and interventions
developed to address these adversities. Findings suggest there
are a number of interventions likely to improve outcomes for
pregnant women and their infants who experience multiple
adversities (Box 1).

Group antenatal care for socioeconomically
disadvantaged women and young women, in which
groups of eight to twelve women meet regularly with
a stable group leader, usually a midwife, for antenatal
care, education and relationship building.

For young women: multi-agency approaches targeted
at young parents; nutritional programmes as adjuncts
to routine care; educational and career development
interventions; parenting programmes; and the provision
of accessible child care.

For women who use alcohol and/or other drugs during
pregnancy: coordination and co-location of antenatal
care; drug treatment services and social services;

brief interventions in pregnant women who are not
dependent on alcohol or consume alcohol at low to
moderate levels; and smoking cessation interventions.
For women exposed to family violence: integration of
substance misuse treatment; advocacy interventions;
and staff training.

Source: NZCYES (2012)
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Within the national literature, evidence suggests that serious
social risks can be identified through direct questioning
within the context of a trusting relationship with a health
professional. Such practice is standard practice in the Ministry
of Health’s ‘Violence Intervention Programme’** Assessments
and interventions need to be culturally appropriate for
optimal outcomes e.g. staff training around non-judgmental/
non-discriminatory assessment, and referral to culturally
appropriate services.** When serious social risks are identified,
systems that ensure high quality referrals to appropriate
agencies depending on identified needs are necessary e.g.
referrals to non-governmental social services such as Women's
Refuge, mental health and addiction services, or Child, Youth
and Family.*?
BEST START TO Evidence within the national literature also indicates that
A HEALTHY LIFE systems supportive of LMCs identifying and referring pregnant
women experiencing multiple adversities to appropriate
services, share a number of common features. These include:
trusting and formalised relationships between services;
forum (often midwifery-led)where complex cases can be
brought for discussion; structures that ensure discussions
are documented; and action plans that are agreed upon with
clear accountabilities.’® These systems currently exist in several
DHBs across NZ. In addition, a quality framework needs to
support the development of systems that ensure quality care
and cultural safety, e.g. inviting patient feedback, complaints
procedures, and clinical audits.*®

Appendix A.
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The New Zealand Advisory Group on Conduct Problems defines
conduct problems in children and young people as a spectrum
which includes, “antisocial, aggressive, dishonest, delinquent,
defiant and disruptive behaviours. These behaviours may

vary from none to severe, and may have the following
consequences for the child/young person and those around
him/her - stress, distress and concern to adult caregivers and
authority figures; threats to the physical safety of the young
people involved and their peers; disruption of home, school

or other environments; and involvement of the criminal
justice system”.:P2 Severe conduct problems in children and
young people are not only challenging, they threaten the
individual and those around them, and may result in injury,
exclusion from education, family disruption, and compromised
function.* National and international surveys suggest a
prevalence of 5-10%, depending on age and definition.** It

has been estimated that 15-20% of tamariki and rangatahi
Maori will display conduct problems of sufficient severity

to warrant intervention.* The prevalence of severe conduct
problems in Pacifika children and young people is currently
unknown. However the Advisory Group on Conduct Problems
has highlighted anecdotal evidence suggesting that conduct
problems are a significant issue for Pacifika children, young
people and their whanau/communities.

Most children and young people with severe conduct problems
present undifferentiated. Following assessment, diagnoses
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can include: Attention Deficit Hyperactivity Disorder; Foetal
Alcohol Spectrum Disorder; Reactive Attachment Disorder
(and related behavioural sequelae of abuse and neglect such
as post-traumatic stress disorder); Oppositional Defiant
Disorder; Conduct Disorder; Autism Spectrum Disorders;
severe behaviour disturbance in children with intellectual
disability; and Adjustment Disorders in children with chronic
illness. Many children and young people have multiple co-
morbidities.t?>¢

There is strong national and international evidence that severe
conduct problems in childhood have long-lasting or lifelong
consequences for mental health including suicide, addiction,
education, behaviour, employment, and welfare dependency
outcomes.* As such, addressing severe conduct problems aligns
with many Government priorities. Such priorities include the
reduction of crime, improving educational outcomes, reducing
adult chronic illness, improving labour force productivity, and
reducing welfare dependency.*"?

There are multiple contributors to the severity, chronicity

and pervasiveness of conduct problems. These include:
learning difficulties; intellectual disabilities; autism spectrum
disorders and other developmental disorders; parental

mental health and addiction disorders; foetal exposure to
alcohol and other drugs; young and poorly supported parents;
family disruption; social and economic disadvantage and

child poverty; and exposure to neglect, abuse, and family
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violence. Evidence suggests there is no single ‘most important’
factor that contributes to the prevalence of severe conduct
problems, but rather, it is the overall number of adverse
factors that increases the risk of developing severe conduct
problems in childhood.#*%* This important finding means
that interventions targeting ‘poor parenting’ alone are unlikely
to be effective. However, systems that identify children at

risk antenatally and postnatally, support early identification
of children who are developing conduct problems, offer
comprehensive assessment of children with established
conduct problems, and practice evidence-based interventions,
are more likely to be effective at reducing the overall
prevalence and severity of conduct problems.**2

There is also a large and growing evidence base of effective
interventions for severe conduct problems. In general, the
evidence suggests that early identification and intervention
(before school entry) holds the most promise for improved
outcomes.” As children become older, interventions tend to
take longer, require more qualified clinicians, and can be more
expensive —however there are a number of cost-effective
interventions available addressing severe conduct problems
in young people. ** The Advisory Group on Conduct Problems
has published an integrated series of reports looking at the
prevention, management and treatment of conduct problems
from early childhood into adolescence. The four reports
released to date focus on the identification, implementation
and evaluation of programmes and interventions. Effective
interventions for established conduct problems have
consistent features. These include *21415;
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> Interventions and programmes for the treatment of
conduct problems in children and young people that are
evidence-based.

> Multidisciplinary teams of senior professionals undergoing
regular clinical supervision.

> Clear referral pathways that include clear plans for
transition of care.

> Intersectoral relationships that are formalised e.g.
Memoranda of Understanding.
> Clear quality frameworks, regular reporting of outcomes,
and clear accountabilities.
In Aotearoa/New Zealand, there are likely to be considerable
inequalities in access to services for severe conduct problems,
driven by factors relating to location, clinical expertise, and
local or national funding priorities. These factors necessitate
a planned, flexible multi-system approach toward prevention,
early identification assessment, intervention, and on-going
management of severe conduct problems. Children and young
people with severe conduct problems are often already known
to health, education, police, justice and social services, and
require significant resources and support.
There appear to be significant delays in accessing services in
many areas, and in other areas, suitable services may be scarce
or non-existent.! Compounding this, adult mental health and
forensic health facilities are generally not suitable for children
and young people, for whom they were not designed.
Government recognises the costs of severe conduct problems
in children and young people, and has invested considerably
in prevention, early identification, and early intervention.
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Such investment includes funding for Well Child Tamariki Ora
services; child and adolescent mental health services; the
Before-School Check; NGO social services; suicide prevention;
the Prime Minister’s Youth Mental Health initiative; Whanau
Ora; and the Children’s Action Plan.**'” However at a local level,
such initiatives may not be brought together into a planned
and cohesive whole, potentially leading to duplication of costs,
and lost opportunities for more efficient and effective service
provision, secondary to limited integration and co-ordination
across sectors.
The Ministry for Social Development has recognised the
potential for improved outcomes from integrated planning
: and delivery, with policies including the Children’s Action Plan,
Appendlx B Investment in Services for Outcomes, and the Social Sector
Trials.'1822 The health sector however, does not have a national
CHILD integrated approach toward addressing severe conduct
DEVELOPMENT &  Pproblems for children and young people. Lack of access to
services; poor integration of services; lack of resources for
DISABILITY assessment, intervention and support; and lack of trained staff
can often result in considerable costs to the individual, family,
and community.
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EVIDENCE-BASED RATIONALE FOR GOOD PRACTICE

In the NZ context, the definition of child, youth and whanau-
centred care is drawn from the international health literature
around child-friendly health care, and patient and family-
centred care. Such initiatives have either developed core
principles that strengthen child rights within a health care
environment, or use a rights-based framework underpinned
by the United Nations Convention on the Rights of the Child
(UNCROC), in the provision of health services for children and
young people.

Child, youth and whanau-centred care is defined as,

... a best practice health care approach that centers on the
rights of children and young people, takes into account the best
interests of children and young people, supports the physical,
developmental, mental, emotional, social, cultural, and spiritual
needs of children, young people and their whanau; involves
collaborative partnerships between health care providers and
children, young people and their whanau; and results in the
best possible health care for children, young people and their
whanau experiencing health services within Aotearoa/New
Zealand.

Within this definition, the terms family and whanau are

not considered to be interchangeable whereby family and
caregivers are considered to be a subset of whanau. In the
context of child, youth and whanau-centred care, the term
whanau includes both preeminent models of whanau —
whakapapa (kinship) and kaupapa (purpose driven) outlined
by te Kobmihana a Whanau. Whakapapa whanau is defined as,
“a collective of people connected through a common ancestor
(whakapapa)”#P? where “whakapapa whanau is an integral
part of hapu and hapu an integral part of iwi”#P¢ and kaupapa
whanau is defined as a collective of people who “are bound
together in relationships to fulfill a common purpose or goal.
Kaupapa whanau may or may not share whakapapa”.>P2¢
However it is important to acknowledge that these are not
mutually exclusive.

EVIDENTIAL SUPPORT FOR CHILD-FRIENDLY HEALTH CARE AND
PATIENT AND FAMILY CENTRED-CARE APPROACHES

There is strong evidential support for a child-friendly health
care and patient and family-centred care approaches toward
health service provision for children and young people.

316 Evidence also suggests that reconfiguration of child
health services, underpinned by articles of UNCROC can
improve quality of health care and child health outcomes.
1718 Furthermore, supporting child health care providers to
increase their understanding and practice of the articles of
UNCROC can lead to improvements in the quality of health
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service provision for children and young people. "¢

The Council of Europe have highlighted a number of important
benefits of child-friendly health care, a major benefit being
the integration of systems enabling collaboration between
governments, organisations, professional bodies, children,
young people and families, to plan health services for children
and improve existing health services. In addition to the body
of literature supporting the association between patient

and family-centred care and positive child health outcomes,
the American Academy of Pediatrics and the Institute for
Patient and Family-Cantered Care have highlighted a number
of benefits of engaging in patient and family-centred care
approaches toward health service provision for children and
young people. 2°

Patient and family-centred care builds upon child and

family strengths, 2223 and is grounded in the collaborative
partnerships between children, their families and health care
providers in the planning, delivery, and evaluation of health
care, and in health research and the education of health
professionals.* Recent literature inclusive of systematic
reviews and meta-analysis links patient and family-centred
care to improvements in child health outcomes, 3¢ as well as
improvements in child and family experience of health care,
*¢increased child and family satisfaction with health care
received, **?* increased satisfaction for health professionals
working with children and families,?® and reduction in child
health care costs.>%’

Evidence suggests that presence of family during invasive
procedures decreases anxiety for both children and parents.
In addition, parents who are prepared prior to invasive
procedures do not prolong procedures or increase anxiety
for the health professional.® There is also considerable
evidence that patient and family-centred care approaches
are associated with an increase in parents’ psychological
health,”**® and that this is associated with improvement in
the psychological health and wellbeing of their children. 7
Other evidence highlights the association between patient
and family-centred care and improved health literacy and self-
management, 1622327 leading to improvement in child health
outcomes.?>*%2” Decreased health service costs are secondary
to earlier discharges from neonatal units, fewer hospital
admission days, fewer re-hospitalisations, and reduction in
non-urgent emergency department visits. 162>-28

In addition to the large body of research, patient and family-
centred care is supported by a number of professional bodies
and organisations within the United States. These include
the American Academy of Pediatrics;*°2¢ Institute for Patient
and Family-Cantered Care;?® Institute of Medicine;* Institute
for Healthcare Improvement;**** and the American Hospital
Association.?? The Australian Commission on Safety and
Quality in Health Care also supports a patient and family-
centred care approach in the ‘Australian Safety and Quality
Framework for Health Care’??
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THE AOTEAROA/NEW ZEALAND CONTEXT

As outlined in the ‘Standards for the Care of Children and
Adolescents in Health Services’, core principles of patient and
family-centred care are supported in Australasia by a number
of professional bodies and organisations.?* Patient and family-
centred health care approaches are also endorsed by the
‘Health and Disability Sector Standards (Children and Young
People) - Audit Workbook’ which sets the requirement for
children and young people to experience quality health care
in safe and appropriate child/young people-friendly health
care environments.® In addition, the ‘New Zealand Triple Aim’
for quality improvement supports patient and family-centred
heath care. *

The ‘Charter of Tamariki/Children’s and Rangatahi/Young
People’s Rights in Healthcare Services in Aotearoa New
Zealand’ (the ‘Charter’) was launched in 2011 by the
Paediatric Society of New Zealand and Children’s Hospitals
Australasia.37 Based upon UNCROC, the ‘New Zealand Code
of Health and Disability Services Consumer’s Rights’, the
Australian Charter of Healthcare Rights’, and the ‘Charter

of the European Association for Children in Hospital’, the
‘Charter’ provides an approach toward the implementation
of rights for children and young people experiencing health
services within NZ.

EVERY CHILD AND YOUNG PERSON HAS A RIGHT TO:

1.

Consideration of their best interests as the primary
concern of all involved in his or her care.

Express their views, and to be heard and taken seriously.

3. The highest attainable standard of health care.

10.

11.

Respect for themselves as a whole person, as well as
respect for their family/whanau and the family’s/whanau
individual characteristics, beliefs, tikanga, culture and
contexts.

Be nurtured by their parents and family/whanau, and

to have family/whanau relationships supported by the
service in which the child or young person is receiving
health care.

Information, in a form that is understandable to them.
Participate in decision-making and, as appropriate to their
capabilities, to make decisions about their care.

Be kept safe from all forms of harm.

Have their privacy respected.

Participate in education, play, creative activities and
recreation, even if this is difficult due to their illness or
disability.

Continuity of health care, including well-planned care that
takes them beyond the paediatric context.

Source: Children’s Hospitals Australasia and Paediatric Society
New Zealand (2011)
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For a DHB committed toward ensuring that services for
children, young people, and whanau are appropriate,

a number of processes supporting staff training and
professional development need to be in place. This training
needs to include staff that care for children and young people
in both dedicated and non-dedicated paediatric areas e.g.
Emergency Medicine, Intensive Care Medicine, Primary Care,
rural areas etc. Box 2 provides an outline of such processes
based upon the ‘Standards for the Care of Children and
Adolescents in Health Services’, the ‘Health and Disability
Sector Standards (Children and Young People) — Audit
Workbook’, the ‘Charter’, and the ‘Report of the Taskforce on
Whanau-Centred Initiatives’. 43>37:38

69

STAFF ARE SUPPORTED TO RECEIVE TRAINING/EDUCATION IN:

> Developmental stages children and young people.

> Anatomical, physiological, immunological differences for
children and young people compared with adults.

> Communicating with children, young people and families/
whanau at an appropriate developmental level, and in a non-
judgemental and empathetic manner.

> Whanau-centred care including understandings of
definitions and characteristics of whanau, ways of
effectively engaging with whanau, strengths-based
practice, and whanau-centred design and delivery of
services.

> Care and protection, child maltreatment, family violence.

> Care for children and young people with special needs.

> Paediatric life support. Basic paediatric life support.
skills are sufficient in most areas of the health service
where children are cared for. In clinical areas such as the
Emergency Department, inpatient paediatric medical
and surgical wards, surgical recovery areas and day care
facilities, and acute after hours services e.g. after hours
medical centre, life support training should be at the
advanced life support level.

> Breastfeeding.

Continued...
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Continued...

> Immunisation. Cultural competency enabling them to identify and

> Smokefree. respond sensitively to the belief and value systems of

> Sexual health. children, young people and their families/whanau. This

> Paediatric pain assessment and management including includes understanding of and application of the Treaty of
communicating strategies to assess using age appropriate Waitangi to health service delivery, and Maori and Pacific
pain score tools, minimise physical and emotional pain, models of holistic wellbeing influencing practice.
trauma and distress of children, young people, and The Charter of Tamariki/Children’s and Rangatahi/Young
families/whanau. People’s Rights in Healthcare Services in Aotearoa New

> Development of comprehensive assessments which Zealand, and the United Nations Convention on the Rights

reflect the individual needs of children, young people and
families/whanau e.g. use of appropriate tools e.g. HEADSS
assessment risk; developing developmentally appropriate
and meaningful care plans in partnership with the child,
young person and their family/whanau; and identification
of exit and/or discharge planning needs, including co-
ordination with schools, community services.

Knowledge of community support agencies/programs and
referral pathways to assist with identified health or social
needs.

of the Child (UNCROC) as a rights-based tool for health
and wellbeing.

The Code of Health and Disability Consumer Rights, and
the Privacy Code as they relate to children and young
people.

Informed consent for children and young people.
Knowledge of tools that support health equity
assessment, e.g. Health Equity Assessment Tool, Whanau
Ora Health Impact Assessment Tool, Whanau Ora Tool.
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STAFF TRAINING/EDUCATION IS SUPPORTED BY:

>

Access to support systems e.g. guidelines, pathways,
policies in order to provide equitable, consistent care
e.g. management of common paediatric presentations/
admissions guidelines.

Access to the required equipment for the care of children
and young people which meet appropriate guidelines.
Integrated multi-service delivery approaches toward
child and youth health service delivery, collaborative
relationships between providers, whanau, relevant
professional communities, government agencies.

Health service waiting rooms equipped with
developmentally appropriate toys, activities.

In non-dedicated paediatric areas, staff with

advanced knowledge in the care of children and young
people who, recognising their unique needs, negotiates
resources to provide for their safe and effective care, and
liaises with paediatric speciality services e.g. paediatric
liaison role.

There currently exist innovative practices within NZ that
align with child, youth and whanau-centred care. Paediatric
liaison nurses — a concept first developed twenty years ago
in the United States, are responsible for conducting quality
assurance, planning staff education, and acting as a child
and youth advocate, to improve the delivery of paediatric
emergency care.! This role is currently recognised within a
number of emergency departments in NZ. There is also the
potential for paediatric liaison nurses within NZ to form a
cooperative group, meeting regularly to network, discuss
common problems in caring for children and young people,
plan educational programs, share policies and procedures,
and assist with multicenter research in paediatric
emergency care.

Canterbury DHB have an established Family Advisory
Council that provides the mechanism by which parents and
caregivers offer advice and input into issues impacting upon
child health care and quality improvement.* Regarding
children and young people’s views, Regional Public Health,
through a collaborative participatory documentary film
project, provided support for children and young people from
Pomare in Lower Hutt to have their voices heard on issues
impacting upon their health and wellbeing. Using a child
rights framework underpinned by UNCROC, Pomare children
and young people provided their views, through artwork,
stories, songs, and drama, on the impacts of alcohol and
housing on their health and wellbeing. #°
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Governance is the process of decision-making, and the process
by which decisions are implemented, or not implemented.
Decision-making and implementation can involve both formal
and informal actors and structures. Clinical governance
includes the culture needed to ensure that healthcare
organisations —and all individuals within them —can assure
the quality of the care they provide, and are continuously
seeking to improve it.?

There are nearly as many different strategies and plans for
child health services as there are services themselves and little
consistency between them.>® There are also many different
ways of planning and strategising e.g. clinical governance,’
‘New Zealand Triple Aim’® and the ‘University of Kansas
Community Toolbox’? In addition, there exist resources that
support building equity improvement within health services,
for example, the ‘Roadmap to Reduce Racial Disparities’
released by the Robert Wood Johnson Foundation. This useful
resource provides a step-by-step guide to reducing health
inequalities.®

There is limited (but growing) evidence of strategies improving
outcomes, so ‘best practice’ cannot be defined. The ‘Cochrane
Effective Practice and Organisation of Care Group’found no
well designed studies of changing organisational culture

to improve healthcare performance.** The ‘Centres for
Disease Control Guide to Community Preventive Services:
Adolescent Health’* and ‘National Institute for Health and
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Clinical Excellence’ (NICE) ** offer evidence-based approaches
for reducing specificissues (e.g. alcohol-related harm to
adolescents) but not for planning of organising health services
generally.

However, examples of planning for child health services
where there is an emerging consensus can be described.
These include(but are not limited to) the following examples:
1) Standards; 2) Community Development; and 3) Wicked
Problems.

The NICE Specialist Neonatal Quality Standard contains nine
statements, each supported by specific quality measures.**
Three of the nine statements are listed as examples (Box 1).
Each statement is supported by specific quality measures
e.g. for Statement 1 (neonatal transfers), one measure is the
proportion of infants with diagnosed foetal malformations
delivered in a designated surgical centre.
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Statement 1 In-utero and postnatal transfers for neonatal
special, high-dependency, intensive and surgical care follow
perinatal network guidelines and care pathways that are
integrated with other maternity and newborn network
guidelines and pathways.

Statement 2 Networks, commissioners and providers
of specialist neonatal care undertake an annual needs
assessment and ensure each network has adequate
capacity.

Statement 3 Specialist neonatal services have a sufficient,
skilled and competent multidisciplinary workforce.

Another widely known standards document is the ‘Charter
on the Rights of Tamariki/Children and Rangatahi/Young
People in Healthcare Services in Aotearoa New Zealand’
published by the Children’s Hospitals Australasia and the
Paediatric Society of New Zealand.* The Charter lists eleven
rights for children and young people and explains what

each right means from a practical perspective. For example,
Right 6 states that “Every child has the right to information

in a form that is understandable to them”.*>P# Similarly,
Standards New Zealand has published the ‘Health and
Disability Sector Standards (Children and Young People) Audit
Workbook’,* providing a self-assessment and risk assessment
framework to help organisations assess their risk, and
prioritise actions accordingly.
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The ‘University of Kansas Community Toolbox™ offers a
conceptual framework for building healthier communities.
The toolbox is informed by extensive experience in
developing effective and sustained community health
initiatives across several countries. Examples of application
have been published.*”*® The conceptual framework is
outlined in Box 2.

1. Understanding Community Context e.g. assessing
community assets and needs.

2. Collaborative Planning e.g. developing a vision, mission,
objectives, strategies, and action plans.

3. Developing Leadership and Enhancing Participation e.g.
building relationships, recruiting participants.

4. Community Action and Intervention e.g. designing
interventions, advocacy.

5. Evaluating Community Initiatives e.g. program evaluation,
documentation of community and system change.

6. Promoting and Sustaining the Initiative e.g. social
marketing, obtaining grants .
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In 1973, Rittel and Webber coined the term ‘Wicked Problems’
to describe socially complex problems. These include issues
that child health services are ‘supposed to solve’ or at least
address, such as child abuse and poverty-related disease.*
Wicked problems are difficult to solve because they are
difficult to define; there is no stopping point; solutions are
not true/false but good/bad; there is no simple solution; the
problems are interconnected with other problems; knowledge
about them is incomplete or contradictory; there are many
people and opinions involved; and the economic burden is
large. Rittel and Weber also noted that many attempts to
address such problems failed, despite what should have been
good leadership and generous funding. Traditional planning
did not deliver the outcomes it should have.

Tackling wicked problems is an evolving science, however
evidence suggests the following is required for success*’:
holistic, rather than linear thinking; innovation and flexibility;
working across agency boundaries; an accountability
framework that does not constrain the response; effectively
engaging stakeholders, especially when behaviour change

is required; sophisticated communication and influencing
skills and collaborative teamwork as well as more traditional
project management skills; a comprehensive strategy and
focus; tolerance of uncertainty and failure; and patience and
persistence.
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There are several effective programmes in child and youth
health in Aotearoa/New Zealand. Examples include the
Hawkes Bay DHB’s ‘Family Violence Intervention’?* and ‘Before-
School Check’?? programmes, Waikato DHB's ‘Project Energize’
programme,? and the national improvement in immunisation
rates.”

These successful programmes shared features of all the

above approaches. All used quality frameworks, elements of
community development, and solutions to wicked problems
approach. In particular, all contained the following:

> intersectoral collaborations that effectively engaged
stakeholders

comprehensive strategies

published evidence base with fidelity

quality frameworks applied to the local setting

cognisance of local realities

vV vV VvV VvV Vv

clear plan and regular monitoring against the plan using
specific outcome measures
> named leader accountable for the plan.
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In addition, there is evidence of health service processes to

enable Maorito work in partnership with, and contribute

toward, DHB strategies for improving Maori health and

achieving equitable child and youth health outcomes?*%":

> In Lakes DHB, Maori partners have the status of a
governance body, signing off the DHB’s Statement of Intent
and Annual Plans. Lakes DHB’s Annual Report also provides
detailed description of both governance and health service
initiatives toward the improvement of Maori health
outcomes. #°

> In Counties Manukau DHB Annual Report 2011,%® measures
of progress toward the reduction of disparities in health
outcomes (outlined in the ‘Whaanau Ora Plan 2006 —
2011°)?” were reported against DHB performance results.
Among these for children and young people were avoidable
hospitalisations for 0 — 14 years, and increasing the number
of children who are fully immunised at 2 years of age. 2

7
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EVIDENCE-BASED RATIONALE FOR GOOD PRACTICE

Primary care is health care received in the community,
delivered by generalist first-level services, such as general
practice services, mobile nursing services, community health
services and pharmacy services. Primary health care covers

a broad range of health and preventative services, including
health education, counselling, disease prevention and
screening.* Primary care services have four main components:
first-contact access for each new need; long-term person
focused care; comprehensive care for most needs; and
coordinated care when it must be sought elsewhere.?

Within the description of good practice, an upper age level of
18 years has been used. However, it should be highlighted that
there are inconsistencies across health services providing care
for children and young people with respect to relevant ages.

ACCESS TO PRIMARY CARE SERVICES

Access to health care can be defined as the timely use of
health services to achieve the best possible outcomes.? Access
to health care is one of the components of a framework

used to define the quality of care that individuals receive.
Dimensions of access include: geographical proximity and
physical access to premises; availability of services and
practitioners; and organisational (such as appointment)
systems. Access is whether or not “individuals can access
health structures and processes of care which they need” 615
Significant barriers to accessing care include travel time to the

provider service, time to wait for an appointment,® cost, ” and
out-of-hours service provision.®

Greater and better provision of primary health care services,
and delivery of care from an identified primary health care
physician has consistently shown a positive relationship

with health outcomes, including all-cause mortality, disease-
specific mortalities, infant mortality and self-rated health,
after account has been taken of socioeconomic, and lifestyle
factors.?

The impact of many childhood illnesses is reduced with

early intervention with access to primary care being pivotal
to improving health outcomes. ® Timeliness and coverage of
childhood vaccination is better at primary care practices that
are more resourced, and have organised to enrol children at

a younger age.’ For families with children and young people
with disabilities, it is recognised that families need help to
connect and coordinate between varied services, and receive
timely access to specialist and diagnostic services'® for which
primary care has a key role.

Access to primary care is recognised as important to reducing
health inequities.** Increased access to primary care for high
needs groups by Capital and Coast DHB lead to improved
health outcomes for these population groups.*?
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AMBULATORY SENSITIVE HOSPITALISATIONS (ASH)

Ambulatory sensitive hospitalisations (ASH) are mostly

acute admissions in those aged < 75 years of age, that are
considered potentially preventable if well managed in primary
care.> While ASH rates have traditionally tended to focus

on primary care provision (particularly in general practice),

it is important to remain aware that many other aspects of
the health care system — hospital supply and configuration,
emergency care department management, community care
provision etc. —can have an effect on ASH. It is important to
note the deliberate use of the word ‘sensitive’in the title of
ASH —not all these admissions would be able to be prevented
even in a perfect health system. Moreover, many ‘unplanned’
admissions are planned in the acute sense by the primary care
clinician, and are not ‘avoidable’ given current health service
resources, and the psycho social circumstances of children and
their families.

In NZ, ASH accounts for approximately 24% of all medical

and surgical discharges (approximately 370,000 admissions).
However, discharges for Maori and Pacific peoples are
disproportionately higher than other groups being 28%

and 31% respectively.** While ASH is commonly reported as
rates for whole populations there are significant differences
between ASH in adults and in children. In children, infectious
causes of admissions predominate, although asthma is the
most common single condition.* Most affected are pre-
school children, Maori children, and those living in deprived
neighbourhoods.** Data from Counties Manukau District
Health reports the following common causes for acute

admissions in children < 15 years of age: whooping cough
and acute bronchiolitis, cellulitis, respiratory infections/
inflammation, neonate (>2.5kg), bronchitis and asthma,
gastroenteritis (< 10 years of age), other circulatory system,
otitis media and upper respiratory tract infections, hip/femur
fractures, and viral illness.'”

Determining the reasons for high or low ASH rates are
complex, as it is in part a whole of system measure. The
Agency for Healthcare Quality and Research suggests that
admission rates can serve as proxy markers for primary care
access and quality, with high admission rates indicating
difficulty in accessing care in a timely fashion, poor care
coordination or care continuity, or structural constraints such
as limited supply of primary care workers.*® This indicator can
also highlight variation between different population groups,
prompt debate and raise questions about health service use
as to why differences exist, stimulate improvement through
this debate that will assist with DHB planning to reduce
disparities.*?
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EVIDENCE-BASED RATIONALE FOR GOOD PRACTICE
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Adolescence is a developmental period with unique
challenges and opportunities. Unfortunately Aotearoa/
New Zealand (NZ) has a poor record when it comes to young
people’s health. Rates of youth suicide, death from motor
vehicle injuries, unintended pregnancy and drug and alcohol
use have been among the highest in the Western world.

YOUTH SPECIFIC SERVICES

Young people require developmentally appropriate services,
delivered at sites that are accessible by public transport,

or in schools, and are low-cost or free.? Young people in NZ
experience numerous barriers to health care,? including those
that are related to the developmental stage of young people,
and those systemic barriers that reflect an inability of current
systems to meet the needs of young people (Box 1). 2 Ongoing
efforts to improve youth health in NZ therefore require
specific youth health services.

DEVELOPMENTAL:
lack of confidence

fear of embarrassment

perception of lack of confidentiality

need to have privacy and be independent
other priorities

vV VvV VvV VvV VvV Vv

lack of future thinking.

SYSTEMIC:

> cost
> appointments not accessible

> transport problems

> perceived as healthy

> main health issue mental health.

Source: Bagshaw (2012)
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Youth specific services, whether they are provided in schools,
the community, or in the hospital, have the ability to provide
improved access, more appropriate care, comprehensive

health care, and specialised interventions to improve youth
health outcomes and morbidity.* For example, school-based
health care (SBHCs) are primary health care services located

in schools that provide youth-appropriate health services
through their accessible, low-cost, youth-focused services and
comprehensive care.® High quality school-based health care
has the potential to greatly improve the health status of young
people in NZ by increasing health care access,®” providing
comprehensive health care, improving access to mental health
care,® preventing unwanted pregnancies,® and reducing alcohol
and substance use disorders.*

However, access to youth specific services can be extremely
variable nationwide, reflective of the current distribution of
services. A number of areas in NZ do not have youth one-stop
health services or school-based health care services, to meet
their youth population’s needs.?

SUPPORT FOR YOUNG PEOPLE WITH CHRONIC ILLNESS/DISABILITY
In NZ, approximately 18% of secondary school students
report a long term chronic health condition or disability, and
7% of secondary school students report a long term chronic
health condition or disability that impacts significantly on
their activities or functioning. ** During adolescence, chronic
health conditions can often worsen due to disease progression
or problems adolescents face around trying to comply with
treatments and care. Adolescence is also a period in which
young people are transitioned to adult health services from
paediatric services, and many young people find these
transitions difficult and challenging.

Health services can do a lot to help and support young people
with chronic health conditions and/or disabilities. 2 At present
there is substantial variation in the level of support for young
people with chronic illness and/or disability nationally.*?
Providing better support to young people with chronic illness
can improve theirimmediate wellbeing, and enhance long-
term health outcomes. Young people with chronic illness and/
or disability, who are well supported through the adolescent
period, are more empowered to look after themselves, have
better relationships with health care clinicians, are more

able to access appropriate medical care, and have better
engagement with services.**
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Health Board

Steve Chadwick
Rose Laloli, Project Manager

Johnny Louie, Portfolio Manager — Child & Youth, Bay of
Plenty District Health Board

Dr William Rainger, Public Health Physician, NZ College of
Public Health Medicine

Gilli Sinclair, Project Manager, Counties Manukau DHB
Craig Tamblyn, Chief Executive Hospice Waikato

Dr Adrian Trenholme, Royal Australasian College of
Physicians, NZ Paediatrics & Child Health Division,
Paediatrician, Counties Manukau DHB

Mark Vella, CEO, Total Healthcare Trust
Mollie Wilson, CEO, PSNZ

Primary care

>

Professor Tony Dowell, Dept of Primary Health Care and
General Practice and Deputy Dean, University of Otago
Wellington

Bridget Allan, Chief Executive, Te Awakairangi

Health Network

Dr Margaret Chavasse, RNZCGP representative, General
Practitioner, Tauranga

Richard Hamblin, Director of Health Quality Evaluation,
Health Quality & Safety Commission, Wellington

Dr Catherine Jackson, Public Health Medicine Specialist,
Auckland Regional Public Health Service

Dr Aniva Lawrence, General Practitioner, Clinical Director
of Adolescent Health Te Tai Tokerau and Manaia PHO,
Northland

Johnny Louie, Portfolio Manager — Child & Youth, Bay of
Plenty District Health Board

Dr Jim Primrose, Chief Advisor, Sector Capability and
Implementation Business Unit, Ministry of Health

Leani Sandford, Interim General Manager Pacific, Auckland
DHB

Dr Adrian Trenholme, Paediatrician, Counties Manukau DHB
Mark Vella, CEO Total Healthcare Trust

Jane Wilson, Nursing Director Women'’s, Children’s & Public
Health; Community Rehab & OPH, Dunedin Hospital,
Southern DHB
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Youth health

>

A VAR VAR VS

Dr Simon Denny (Chair), Paediatrician and Senior Lecturer
in Youth Health, Faculty of Medical & Health Sciences,
University of Auckland

Gill Accorn, Nurse Practitioner (Youth Health)

Dr Jess Allen, Paediatric registrar

Prof Shanthi Ameratunga, Professor of Epidemiology, School
of Population Health, Faculty of Medical & Health Sciences,
University of Auckland

Darna Appleyard, Planning & Funding, Waitemata DHB

Dr Sue Bagshaw, Director of the Collaborative, Christchurch
Emma Barnes

Ruth Bijl, Assoc. Strategy & Planning Manager, (Youth &
Women), ADHB nominee

Jon Bishop

Barbara Bradnock, Paediatric Society of NZ, Portfolio
Manager — Child & Youth Health, Midcentral DHB

Beth Daniel, Adolescent Public Health Nurse,

Bay of Plenty DHB

Dianne Dawson, Nurse specialist (youth health)

Dr Bridget Farrant (SYPHANZ/RACP), Adolescent Physician,
Centre for Youth Health, Kidz First Community, Counties
Manukau Health

Theresa Fleming, Lecturer, Dept of Paediatrics: Child and
Youth Health, University of Auckland

Dr Helke Florkowski, Paediatrician, Nelson

Marlborough DHB

Cate Fraser-lrwin

vV V vV VvV VvV VvV V V V V V V V V V Vv

Celeste Gillmer, Nurse Educator, Auckland District
Health Board

Daniel Gotz

Dr Rachael Harry, Hepatologist, New Zealand Liver
Transplant Unit, Auckland Hospital

Dr Hamish Howie, General Practitioner, Centre for Youth
Health, Counties Manukau DHB

Jenny James, Portfolio Manager — Child & Youth,
Taranaki DHB

Maria Kekus, Nurse Practitioner (youth health) and Chair
person SYHPANZ

Gayle Lauder, Youth Health Nurse

David Lui, Director/Senior Consultant, Focus on Pacific
Trissel Mayor

Mandy Milne

Jenny Munro

Juliet Nelson

Paula Ngatai

Diana Nicholson

Sam Orchard

Dr Tania Pinfold, Clinical Leader Rotovegas Youth Health
Lou Roebuck

Dr Vicki Shaw

Gilli Sinclair, Project Manager, Counties Manukau DHB
Rana Vette

Lynley Walker

Clare Wilson

Sue Wilson
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YOUNG PEOPLE’s ADVISORY GRouP (YPAG) 2013

vV V V V V V V V V V V VvV

Tamatu Abraham
Brittany Dick

Michael Ellender

Kareem Iposu
Kuramahaurangi Kotlowski
Bonnie Milne

Korihi Patuwai
Samantha Taito
Pravinkumar Thayaparan
Waiongana Weeks
Christopher Wood

Fiona Wu

YouNG PeoPLE’s ADVISORY GRouP (YPAG) 2011-2013

vV VvV V V V V V V VvV Vv

Prashan Casindar
Kieran Denton
Alexander Kroch
Runy Lindstrom
Amanda Ngo
Jessica Palairet
Aroha Selwyn
Jacob Smith
Tawera Taylor
Izaia Tilialo

COMPASS SECRETARIAT
Rodney Farrant

Dr Paula King
Karen McKechnie
Carina Owen
Victoria Parsons

vV vV VvV VvV VvV VvV

Dr Terry Quirke

Special thanks to Dr Amanda D’Souza and Donna Provoost for
all their support and hard work.

Thank you also to all the staff at the Office of the Children’s
Commissioner: Audrey Barber, Rebecca Blaikie, Zoey Caldwell,
Dr Justine Cornwall, Michelle Egan-Bitran, Sheryn Elborn,
John Hancock, Jay Ikiua, Kirsten Le Harivel, William Leith,
Anna Santos, Kirsten Sharman, Maggie Wear and Marlane
Welsh-Sauni.



