
Case Study 3 
Māori Diabetes Self Management Education
Introduction
Diabetes is a metabolic condition which results in raised blood glucose, and it is an important cause of mortality and morbidity in New Zealand. It is associated with cardiovascular disease, renal disease, peripheral vascular disease and blindness.
The New Zealand Health Survey reported that one in 20 adults had doctor-diagnosed diabetes. This figure is likely a considerable underestimate of the true prevalence of the disease as it has an insidious onset and may go undiagnosed for several years. About one third of cases of type 2 diabetes are thought to be undiagnosed. The disease burden of diabetes in New Zealand falls disproportionately on Māori and Pacific populations, which have prevalence rates up to three times greater than other New Zealanders (Ministry of Health, 2008).
Although Europeans make up the majority of New Zealanders with diabetes, the greatest concern lies with the Māori and Pacific Islands patients who experience an earlier age at diagnosis, greater obesity, higher rates of smoking (in Māori), poorer diabetes knowledge, poorer glucose control, and more end stage renal failure and blindness.
Treatment goals for patients with type 2 diabetes are related to effective control of blood glucose, blood pressure and lipids to minimise the risk of long-term consequences associated with diabetes. This may be achieved through the use of medications and lifestyle changes. 
Aims of the project
The aims of the project were to provide community-based diabetes self-management education to improve glycaemic control for Māori with type 2 diabetes; to provide a culturally-appropriate intervention in venues Māori would feel comfortable; to provide whānau and individuals with tools that would allow them to live a full and active life in spite of their diabetes; and to provide a service that was affordable, accessible and culturally appropriate.
What were the business drivers that prompted changes to service delivery? What were the other key drivers?
The high rate of diabetes among Māori in the community was the driver for the development of the programme. The PHO had been running a mainstream DSME programme for six years, with generally good results. However, this programme had difficulty getting through to Māori whānau. It had trouble attracting Māori and retaining them in the programme. The project was the response to a request from the Waitemata DHB to two west Auckland PHOs to develop a Māori-focussed diabetes SME programme.
Setting
The community setting where the programme was delivered was a local marae that was identified as accessible, comfortable and affordable. The marae was run by kaumātua and kuia from the Waitakere District Health Board.
Existing model of services delivery

The target population was Māori with diabetes living in West Auckland. For this population it was thought that without the Māori programme, very few would have accessed Diabetes Self Management Education DSME services. The existing model of service delivery was a mainstream programme. This general programme had been running for some time, although with low Māori participation.
Self-management intervention

The self-management intervention was an eclectic model that involved six sessions of two and a half hours delivered weekly over six weeks. Between sessions there was telephone contact to support participants. There was a strong focus on cultural relevance and whānau inclusiveness. 
The programme was a combination of Māori Models of health; Te Whare Tapa Wha, Te Wheke, Te Pae Mahutonga, the Powhiri Process and the locally-developed Māori Diabetes Manual.
‘Whakawhanaungatanga (that’s the ability to connect with one another other) is a core part of the programme giving insight into what they deal with on a daily basis, including not only diabetes but their lives, dreams, challenges and responsibilities.’
The presence of the kaumātua and kuia to give advice and support was an important part of the programme and a way to remove barriers, and to provide monitoring. The programme included a whānau ora service with navigated pathways for participants requesting social, economic or housing interventions. 
‘The principal of Tino Rangatiratanga/self-determination is paramount.’
In addition to a strong cultural focus the programme drew on the content of the Stanford and Flinders models to address specific self-management, while bringing it into a Māori context. Topics of interest addressed included health literacy, health beliefs, goal setting and action planning. Experts in particular topic areas were brought in as guest speakers (eg. nutritionist, podiatrist). The programme sought to empower and motivate participants, and had a strong whānau support and involvement focus. It sought to establish or re-establish connections.
‘…the content of the programme is flexible and can bend to the needs of the whānau, even though there are set outcomes that we are out to achieve...’
‘…whānau support....whānau were encouraged to come along and be part of the programme.’
Providing food was an important aspect of the groups; education about healthy eating habits and developing the participants’ ability to be critical about the food they bought. 

To date approximately 200 people have been involved in the programme.

The coordinator looked at ways of encouraging participants to come to the group. In this regard several companies and organisations provided sponsorship in the form of products and resources (eg. healthy snacks, tee shirts...).
Roles taken by various parties to initiate and manage the new delivery model
The project was initiated by the Waitemata DHB; it was a collaborative initiative between two PHOs in West Auckland and the DHB. HealthWest PHO hired an experienced Māori self-management education facilitator (trained in the Stanford and Flinders models) to design and implement the Māori DSME programme.
Skills and methods of the leaders

The programme had a multidisciplinary team involved. The programme leader needed skills in self-management education, planning and organisation, group facilitation, action planning and cultural competence.

‘They also needed to have a Māori background and have knowledge in Te Reo and to feel at home on the marae.’
Training and qualifications of staff and additional training

Staff delivering the programme came from nursing backgrounds and were trained in Flinders and Stanford models of self-management.
Barriers and facilitators to implementation of the programme
Facilitators

Getting sponsorship from various organisations (in the form of contributed healthy food items, healthcare products and educational resources) was a useful part of the programme.
‘It was like a koha from a Māori perspective...it’s that recognition that there are people out there willing to support us...and knowing that we are not alone.’
Having access to an appropriate venue (the marae) was useful.
Promotion of the programme was done through the Māori media and, particularly, through whānau networks, which facilitated recruitment.
‘We did a heap of marketing prior to the start using all the Māori media including TV & Te Karere, local and regional newspapers, but more importantly the ‘kumara vine’ letting the word out to whānau. Found GP referrals unreliable and not many in number....the best form of referral are from people they trust.’
An important facilitator in the running the programme was the presence of the kaumatua and kuia to give advice and support and confidence to the participants.

Barriers

There was a need for more Māori workforce to support the programme (eg. Māori nutritionists, podiatrists, psychologists).

There were problems getting buy-in and referrals from GPs and other health care and community organisations. This was offset by recruitment through recruitment through whānau networks.
There were some issues with having adequate funding.

Notable successes and failures
Successes

The formation of an ongoing Māori diabetes self-help group to allow continuing support for DSME group participants. This has also led to training and development of leaders for the support group.
There was greatly improved understanding and ‘ownership’ of their conditions by participants.

‘It was really transforming.’
‘When they came they were all absolutely all over the place...their blood levels...they weren’t testing, a lot of them…they had no idea how to...it was astounding. The ownership wasn’t there, they hadn’t taken ownership of their conditions.’
Early indications suggest positive clinical outcomes.
‘…the clinical indications are looking great.’
The PHO ProCare wants to take the programme to run in the Kaipara region, which is an indication of the value of the programme.
Improved confidence and health literacy.

Use of Māori networks and the media were successful methods of recruitment.

The inclusion of telephone contact with participants was an important and successful way to keep participants engaged and support their motivation for change. 
Failures

There is a need for more Māori workforce development to support the programme (eg. Māori nutritionists, podiatrists, psychologists).
There were problems with getting referrals from general practice, despite considerable time being spent informing practices of the availability of the programme.
‘…we found GP referrals unreliable and not many in number.’
Process improvement/lessons learned. What would you do differently?
Access to adequate administrative support was seen as important.
‘…clearer guidelines around admin support would have been good.’
‘…setting up the project meant having to work on many different levels...from the admin level, to the recruitment level, the referral level, database....so, I was it.’
Establish good relationship with GPs to promote buy-in, and improve the referral process through appropriate use of IT systems. For example, put an Advanced Form on the Practice Management System to make the referral process easier.
‘…there are so many services wanting to work with them (GPs) and their patients, I think it is still really important to have a person that has a really good relationship with GPs, and that there’s a really good referral system like an Advanced Form, that can go straight from the GP to the service...IT generated.’
‘We want make it easy for both sides, particularly for the GP because they are dealing with so many different things...take advantage of the technology that is becoming available.’
Contact participants by telephone between sessions to monitor their progress and build motivation. 
‘…we would call them a few days before a session as a remind call and to see how their week’s going, how they are going with their goals, do they need any help....it’s really important...it just shows them they are not on their own.’
Build up a good rapport with the participant’s practice nurse.
If possible have a consent form signed by the participant to allow the facilitator to discuss their case with the Practice Nurse and GP and to allow access to lab results.

‘Sometimes they don’t know how to ask their doctor for their lab results or what it means.’
Negotiate the ability to work across PHOs at the outset.
The context in which the information is provided...really does make a difference in individuals’ ability to understand and retain information.

Selection of appropriate facilitators is key; facilitators need the right skills.

‘Facilitators have to be able to build trust and be able to listen.’
Have a list of all the resources in the community that are available to participants, such as contact details for other support groups or services.
Have community champions involved to support the programme.
‘It’s having a network of people that the community feels they can trust...it’s being referred by someone they trust.’
Order of magnitude of resources deployed
To set up and run the programme in the first year cost in the order of $20,000.

