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EXECUTIVE SUMMARY

This report is a collation of the information gathered at the recent HCA cluster hui  (Wellington, Auckland, Christchurch) in  August / September.  The aims of the report are to highlight feedback from the membership and where possible add any information relevant to the discussion and key actions for HCA.

Feedback to support the ongoing development of the HCA proposals is captured and will be used to  enhance the options being investigated. The actions which fall out of the feedback are noted in the report.
Membership discussions followed an informal format and each cluster hui had its own style of how this was approached. Discussions have been developed according to key themes.
Evaluations show there is strong interest in the Cluster Hui concept with  recommendations that will help us improve on delivery and how we may develop the cluster idea for regions. A national managers cluster hui was promoted by the regions with low attendance rates.   Others felt the cluster concept is well suited to the wider social and health networks at the regional level.

Please feel free to provide feedback / corrections or omissions you think will add value to the report.
	Cluster Hui Schedule



	WELLINGTON

3 August 2011

Wellington Tenths Trust, 

Hikoikoi PETONE


	Present:

Mal Robson (HCA Chair), Muriel Tunoho (HUCHS & Board member), Sally Nicholl (HUCHS & Board Member), Maureen Collins-Lucic (Ora Toa), Keriana Kingi (Whaioranga), Triny Ruhe (Whaiora, Masterton), Hiueni Nuku (PUCHS & HCA Board member), Lydia Matenga ( Te Kotuku Hauora o Ngati  Apa & HCA Board Member) Whaea Jules Taniwha (Well Health Trust & HCA Board Member) Julius Waenga (HCA kaumatua) Jon Royal (HCA CEO), Honey Winter (HCA Te Wana Review Manager) Lisa Ngaia (Administration) Tania Forrest (Provider Support)

Apologies

Justine Thorpe ( Well Health Trust), Ara Swanney (Well Health Trust), Kirsten Smith (EVOLVE), Tavita Filemoni ( PHS Wgtn)

	AUCKLAND

10 August 2011

National Hauora Coalition

Avondale AUCKLAND


	Present

John Wigglesworth (HCA Board member, Hauora Hokianga) Dawn Rigby (Waiheke Health Trust)  Kimiora Gosman (Rural GP Network, Te Wana Reviewer), Jon Royal (HCA CE), Honey Winter (HCA Te Wana Review Manager) Tania Forrest (HCA Member Support)

Apologies: 

Raj Sethi ( Hauora Puketapapa) Michelle Burrows (Otara Health Inc) Louise  McCarthy Otara Union Health)

	CHRISTCHURCH

29 August 2011

Te Korowai Atawhai

Hillmorton Hospital

Annex Road 


	Present
Cathie Morton, Laila Cooper, Mariana Simmons

Apologies: Tagaloa Sua,’   Rachel Fonotia




1.0 INTRODUCTION

Cluster hui enable HCA members and staff face-to-face opportunities to share information (stories, challenges, opportunities) and collectively learn about the priorities relevant to the HCA network.  The clusters were implemented across three main areas. Members in areas other than Wellington, Auckland or Christchurch were invited to attend a cluster hui closest to their location. It should be noted that this feedback includes two individual member visits who said that had they been invited to the cluster hui and
 known about it earlier they would have attended.
2.0 MEMBER FEEDBACK ON HCA PROPOSALS
· National Hauora Coalition (NHC) Alliance
· Fee schedule for members 
· Constitution Amendments 

Feedback from the HCA members in this report is not representative.  Rather, the views captured are presented for consideration when finalizing the proposals.  The proposals will be presented at the AGM with a briefing outlining the consultation and endorsement processes.
2.1 National Hauora Coalition proposal
The National Hauora Coalition (NHC), formerly the Maori PHO Coalition was established in 2009 in response to Better Sooner More Convenient (BSMC) health policy opportunities within primary health care. Results from the May 2011 HCA Survey Series indicate a number of HCA members also hold membership with the NHC.  A record of meeting outcomes shows both parties (HCA & NHC) are considering a relationship. But no formal relationship has come of these discussions.  HCA members remain unclear about the purpose, opportunities and win/win or risk scenarios. Feedback shows greater clarity is required in order to support the proposal.
2.1.0   Member Feedback/ Recommendation
2.1.1 HCA endorsement and consultation process for alliance
2.1.2  A timeframe and description outlining  alliance option/s
2.1.3  A  description of current and potential benefits/risks of  alliance option/s 
2.2
HCA Fee Structure: Corporate, Associate, Affiliate
The draft fee structure proposal was initiated following member feedback from an HCA Review (2010) and anecdotal records showing that members are not getting what they are paying for. This data highlighted the need for HCA to demonstrate the tangible benefits of HCA membership type (Corporate & Associate) so members could better understand what services their fees are covering.
Current HCA Fee Structure: HCA Corporate members pay a percentage of their total PHC income. Associate members pay a set annual fee.
 Proposed Fee Structure Model
· The proposed Corporate member fee structure is the same the model used for the Te Wana Quality improvement programme, but with different pricing.
· Fees are determined by FTE workforce size (0-5, 5-10, 11-20, 20+) rather than a percentage of primary care income.
· A new affiliate membership category is proposed. This membership option captures organisations connected to HCA through the Te Wana programme.  Affiliate members  would receive none of the HCA benefits that paying members receive, however they may participate in cluster and other hui activities.
2.2.1
Feedback

Whilst the fee proposal addresses what fee paying members can expect to receive for their membership type, it may not address the issue of ‘value for money’ members are seeking.   This is particularly relevant for Corporate members.
Upon viewing the fee proposal some members were able to more accurately assess how the membership type met their needs or otherwise. Others felt the fee structure could be further developed to reflect a ‘value for money’ approach by HCA working towards a core set of services that a baseline fee could cover.  Other members felt  a number of services within the  corporate membership  would be better suited to a fee- for- service option.  The fee-for –service option was promoted by some members as the ‘value for money’ option they seek and may be more attractive to potential members.
2.2.2   Member feedback questions/recommendation: 
2.2.3  Fee for service options – (4 members) Could members buy or choose a certain ‘package’ –   where members choose options  with a fee schedule to reflect them
2.2.4
  Presentation of fee schedule:  A one page landscape matrix with options and  ‘ticks’ under each service type against  the membership type would make the fee schedule an easier read
	2.2.5   ACTION: Develop an HCA proposals briefing which outlines the following:
· proposed fee structure
· What members can expect to gain or lose  as a result of the proposed change ie: a variance in the fees they currently pay now

· What HCA expects to gain from the restructure  ie: more  income, improved financial systems etc

· Investigate a  baseline and fee for service  fee structure option for Corporate membership.  Include an impact analysis demonstrating a  summary of benefits and risks



2.3 Constitution Changes
Growing membership is becoming increasingly necessary for HCA survival. With the integrative thinking among government sectors and communities, organisations are now working together more. HCA are forming relationships with social sector groupings who are demonstrating an interest in  the Te Wana programme and HCA advocacy  in the first instance.  The constitution amendments presented aim to position HCA for growth. 
2.3.1 HCA want to recruit members without having to wait for an AGM to formalise membership. 
            There are missed opportunities for a margin of HCA income potential (HCA business) and access to HCA benefits if organisations have to wait for an AGM to join. The removal of clause 6.3 in the HCA constitution would enable prospective members greater flexibility in when they can become members. Clause 6.3 in the constitution requests that members are nominated and endorsed at an AGM. 
           CONSTITUTION AMENDMENT: Remove clause 6.3
Member feedback: clause 6.3 serves to protect the values of HCA by ensuring new members are philosophically aligned to the HCA kaupapa. The HCA Board meetings could endorse interim membership until the AGM.
Option:   HCA board meetings could be a forum to endorse new members if the AGM turnaround time is too long to wait. New members could be welcomed and introduced to the wider network at the AGM.
	Recommendation

· Consider a board   endorsement process for new members.  




2.3.2   Open membership to the wider non-profit and community sector
            Aforementioned in 2.3 the health and social sectors (community and government) are addressing the   health and well-being of vulnerable populations in an increasingly integrative way.  HCA has the potential to support an increasingly wider sector committed to improving outcomes for vulnerable populations.  
           CONSTITUTION AMENDMENTS: 3.2, 3.4, 3.5, 3.9
           Member feedback: Feedback was mixed on this issue. HCA’s niche focus is community-driven primary health care for vulnerable populations. The constitution emphasises the primary health care approach. Some members viewed the current constitution as inclusive of   the wider non- profit sector. Others challenged that constitutional change is not required to build membership across the wider community driven groupings. They believe greater organisational stability and a clear upward growth trend within the community and social sectors should precede constitutional change. Other feedback indicates some members are fine with the wider sector/s focus in the constitution to attract growth in membership. Again some stated that the changes are more inclusive.
          Option: No change to 3.2, 3.4, 3.5, 3.9
3 MEMBERSHIP DISCUSSIONS
Members were invited to share’ issues on top’ and key interest topics. Information gathered at the three cluster locations is presented as key themes. 
· What members value most about HCA

· Questions HCA members are asking and why HCA needs to listen
· Practice management
· Workforce
· Clinical
· Te Wana Quality Programme
· Possible research question
· Provider and client journeys

3.1   What members value about HCA
Re-affirming what members value about HCA helps HCA plan and make the best use of the finite resource available. 
3.2 Networking: Meeting with like-minded people was a key reason managers attended cluster hui and other network events like the National Hui. One manager suggested the next cluster explore ideas to strengthen collegial support for HCA managers. New managers could visit some HCA practices as part of their orientation and a  HCA managers blog type facility were some suggestions.  Others valued collegiality  especially in areas where there are few sector friends.  One manager for example experiences minimal direct contact with their DHB and so HCA connections are important. Managers in Auckland and Christchurch said they would have preferred a national cluster so they could access wider collegial benefits throughout the network. HCA staff said hui clusters are a much more effective way of learning about members key priorities etc.
	3.2.1  Recommendations

· HCA consider a national cluster instead of regional 1 x per year and one regional cluster hui per year.

· Explore collegial support strategies among managers at the next cluster forum




3.3    Advocacy
The advocacy space filled by HCA in the sector continues to be what members value about HCA.  In particular members’ issues get  tabled in a forum    which reaches the policymakers and political leaders. Managers frequently referenced past people and their contributions to effective advocacy. Discussions showed confidence in HCA advocacy appears to be highest when there is: 1) a strong membership focus   2) high level literacy on primary health care issues, 3) business acumen for non-profit community driven services, and 4) strong personal alignment to social justice values.   Face to face contact from HCA leadership was viewed as an important part of the advocacy process and  a key membership benefit they would like more.
  For HCA staff the ability to address advocacy priorities which leads to change can be a difficult process and not always aligned to the political environment or member expectations.
	3.3.1  Recommendations
· Invite member feedback before strategic meetings are attended. Ensure political briefings are developed around member feedback.

· Ensure the membership are informed  of meeting outcomes with stakeholders

· Address key advocacy priorities at cluster hui
· Consider feedback about member requests for more face to face contact with HCA 


3.4    Strategic relationships: 
HCA credibility allows the organisation and its people access to key sector intelligence. Relationships are built on a strong kaupapa, comprehensive understanding of the primary health care sector and wide ranging stakeholder connections. Discussions at the clusters show there are opportunities especially within the regions for HCA and social sector organisations to become involved. This thinking was encouraged at a recent political meeting with Minister Turia. Understanding potential and current relationships can support organisations to generate support and share resources.  Members are keen for HCA to take a leadership role here.  There are mapping tools available to identify providers and their services in specific locations.
	3.4.1   Recommendations

· Keep members informed about strategic updates – monthly
· Progress the development of an easy to understand tool which allows HCA to examine its relationships in a way that will lead to opportunities for collective strategic opportunities and to learn more about niche areas within and beyond HCA


3.5 Benchmarking activity

 In the past HCA have done benchmarking work around workforce and this has been very useful for practices when it comes to  pay negotiations etc. Benchmarking activity allowed HCA to support other members by learning how members achieved their goals and went about certain activities. Feedback suggested these benchmarkng activities could be  done in other areas of practice or clinical management

4.0    Questions members are asking themselves and why HCA needs to listen
	Member question
	Discussion
	HCA actions

	4.1   Choosing the right network support?  
	As changes take place (PHO downsizing & mergers, Whānau
 Ora developments, new backroom infrastructures and funding cuts) managers are having to choose carefully the type of support they are willing to pay for  which will help them achieve their goals and meet their needs.
A member asked HCA at a cluster why HCA was a better organisation for them to belong to as opposed to their Whānau
 ora collective?


	Greater knowledge of the different type of support networks that exist for our members  will help HCA identify strengths, vulnerabilities and potential as a national network


	4.2  How can HCA manoeuvre effectively within and between sectors?
	New alliances in pursuit of purchasing power. Reducing duplication in the sector through integrative thinking with like-minded organisations will enable organisations to be more focused on their 
niche strengths.  
	In 2010 a relationship management table was developed for HCA to track relationships against a set of core purpose categories

· Relationship type (values, business, advocacy, shared, political, Te wana, Primary Care, Clinical etc.
Start to populate this table



	4.3 With the downsizing of PHOs – what has been lost?
	This would be a useful question amongst the HCA network.

	This could be a useful question at the HCA National Hui


5.0    PRACTICE MANAGEMENT
5.1  Funding and sustainability
Viability continues to be the single biggest priority for members. The funding sources in table one below demonstrate where the funding leaks are. Managers argued that funding inequities had negative impacts on high needs people and their ability to access primary health care. Unlike other practices who can sustain increases in co-payments, HCA practices are more likely to build more doubtful debt rather than equalize cuts with greater income from patients.  Managers felt marginalised by their inability to call on their registered populations to make up the difference in funding cuts, and let down by a system which fails to maintain incentives for services committed to accessible and appropriate care for vulnerable groups. In summary the rising demand for low cost care against a shrinking funding pool is becoming untenable for managers.
5.2   Table one: Funding cuts
	Funding cuts impacting on HCA services



	· DHB  ( fund holder) discretionary pool  

· Health Promotion

· VLCA

· Financial Reserves - potholes

· Care Plus 

· SIA

· Refugee………………………….


HCA representation on the PHO Service Amendment Agreement Protocol (PSAAP) has ensured strategic involvement in funding discussions. Now PSAAP represents only 2 HCA PHOs. However the role of the HCA representative on PSAAP extends to all HCA members indirectly. Unfortunately PSAAP will terminate in 2012. It is unclear what entity will replace PSAAP or whether there will be a spot for HCA representation in its new look.
5.3  Short term contracts
Changes to contracts are not aligned to the alliance contracting rhetoric being promoted. Some services are having contracts reduced from three years to one year.  This in turn impacts on long term planning, workforce stability. Member discussions also show that these shortened contracts are also part of the merging processes being forced upon services through Whānau
 Ora, DHB negotiations etc.
6.0   WORKFORCE 
6.1   Doctor Shortages: GP shortages continue to threaten GP services who are located in high need communities. The doctor turnover rate for some organisations was high, yet quite stable in other services. Given the high level of clinical  leadership attributed to GPs – it remains an unmet HCA goal to recruit a GP to fill a HCA Clinical Advisor position. There may be other solutions or partnership potential to address this issue.

6.2   The medicalisation of barriers to employment. GP management of sickness or disability  eligibility sign-off is proving to be a challenge for some services who have a high number of sickness beneficiaries accessing their service. It also points to another issue of potential chronic unemployment status. The amount of time spent signing off on sickness benefit eligibility is time that could have been dedicated to clinical care. One perspective is that the role of sickness eligibility sign-off could be completed by other skilled clinical professionals and possibly in settings other than health centres. 
6.3   Nurse Practitioners  (NP)
The role of NPs within the sector is being explored. There are mixed views about the potential of NPs in the delivery of PHC within HCA members. Some argue that NPs are too expensive to employ and require a lot of support to achieve practitioner status. Others argue they will provide innovative solutions to PHC health challenges in the future if we plan appropriately for their space in  PHC workforce . HCA will survey how many HCA members employ NPs and their views on the role as it is and what they would like to see.
6.4   Unregulated workforce members
A literature review supporting the recent HCA Community Health Worker (2010) research indicates that the representation of unregulated workers within the overall  Maori health workforce is up to 50%. In addition Maori Providers rely heavily on this unregulated workforce to deliver their contracts.  HCA have the opportunity to advocate and learn more about the likely options for the unregulated workforce group in the future. 
6.5   Workforce Survey Series in  partnership with GPNZ

HCA worked with GPNZ in the development of a workforce survey for GP practices. Our input has ensured the survey includes a number of practice models which include the non-profit, community driven, Maori, Pacific and Youth practice models. The survey questionnaire is aimed at all regulated clinical and social service staff including Whānau
 ora practitioners. We did not promote the unregulated workforce members in this survey as this is an opportunity being further explored among other groupings. It is agreed that HCA will have access to the results of these surveys
7.0 CLINICAL
7.1   HCA Clinical Advisor

HCA Clinical Advisor – Having a GP at the strategic level advocating on behalf of HCA through the NZ Doctor magazine is missed. Alternative solutions strategies to gain doctor support for HCA advocacy issues should be explored by HCA.
7.2   Tamariki Ora

A member requested information about Tamariki Ora funding.  Clarity was sought confirming shifts in fund holding from the DHBs to the National Health Board. Some providers who are still being funded via the DHB have had their Tamariki Ora contract specifications reduced and therefore funding. It was unclear whether the contract changes were a result of other primary care arrangements at play and greater funding going to Plunket or otherwise. 
One member provided an example of   the benefits of  a small   Tamariki Ora provider  in  a high need isolated community.    This provider was known and trusted by the community. Staff were able to get into the homes of deeply deprived or challenged families due to the trust and ongoing relationships built.  Care continuity from pre-natal to early childhood meant families maintained their early childhood programmes.  Now as a result of larger organisations taking over, some Tamariki Ora contracts have been lost and the losers are the families.
8.0   TE WANA PROGRAMME
8.1    Some members showed interest about opportunities for   growth and change  within   Te Wana. Discussions focused on   GP practices disengaging with  Te Wana,   a growing number of   community social service organisations  interested in  Te Wana and a request for an overall Te Wana update. 
Feedback from HCA members providing GP services indicate that participating in more than one quality programme Cornerstone Programme (RNZCGP)  and Te Wana is inefficient.  Although members value Te Wana, they said it is difficult to convince boards to stay on both programmes when the need to find efficiencies is paramount.  Members identified the following advantages of being on Cornerstone
· free  enrolment for a period of one year (good timing)

· Promoted widely by DHBs
· GPs prefer Cornerstone due to the clinical standards 

· The programme is more streamlined e.g 2-3 day review period, e-tools, staff release time not a requirement as part of the reviewer pool process
8.2   What is Te Wana’s involvement in Whānau
 Ora?

Some members requested an update on Te Wana’s involvement in Whānau
 Ora.   At this stage HCA are able to inform the membership that Te Wana are working towards promoting Te Wana as the accrediting  body for Whānau
 Ora standards.   Some Whānau  Ora providers are on Te Wana already. This means a potential pilot scenario could support a newly developed  Whānau
 Ora module for trial. The development of the Whānau  Ora standards would be owned and authored by Whānau Ora expertise. The Te Wana programme could provide the quality programme framework in which the optional Whānau
 Ora module could sit alongside the  core module.  Further work is being done to support this project idea. Updates will be communicated to the network as they arise. 
8.3    What is happening with the National Hauora Coalition and Te Wana?

An update was sought about the progress on the role of Te Wana within the Coalition. Again this work is being further investigated as part of the HCA National Hauora Coalition alliance proposal.
	8.4  Recommendation

· Disseminate the Te Wana Strategic Plan to interested membership


9.0   Possible research question
A Wellington member has received funding to implement a feasibility study for an Integrated Family Health Centre (IFHC). Part of the feasibility study will require the fund recipient to explore a IFHC that will serve a range of population groups, not just high need low income groups. A researchable question discussed among the cluster centred around 
9.1    What is the right size for a viable sustainable HCA type service  focused on high need populations?
10.  Provider and Client Journeys
Rather than list the provider and client journeys shared by members at the clusters we identified these are key communication topics we could be developing a communication strategy around to ensure these stories are captured. The stories could be a strategy used to  track health policy impacts for vulnerable populations. The HCA National Hui working group have called for expressions of interest to share  client and provider journeys as part of the Hui programme as a result of these discussions. 
EVALUATIONS
What members found most helpful about the hui

· Feedback suggests the most valued part of the clusters was the opportunity to catch up with other HCA people

· Being listened to, and an opportunity to discuss issues

· Learning about other members at the regional and national levels

· Sharing information

What members found least helpful about the hui
· More notice around date of the Cluster Hui would have enabled greater attendance

· Too much time was spent by HCA talking at its members, remember to keep Cluster hui about the membership
· Most members said they would have liked more members attend the hui

What we could do better for another cluster hui
· Others said they valued the updates by HCA

· All attendees said they would come to another Cluster Hui

· Christchurch and Auckland cluster attendees said they would  prefer  a national cluster hui so they could be part of the larger conversations

· More time dedicated to hearing the issues confronted by members who are all doing the same inspiring things in their communities

· Tighter control on HCA presentations OR more time for the Cluster Hui
Recommendations
· Process unclear around feedback on HCA proposals

· More face to face contact from HCA leadership with individual members

Commendations
· Great venue – Wellington

· Good HCA Team cohesion
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