Case Study 4
The Samoan Self Management Education Programme for People with Long Term Health Conditions
Introduction
A growing body of literature shows quite clearly that in New Zealand Pacific peoples have poorer health outcomes, are more exposed to risk factors, exhibit more health risk behaviours and experience more barriers to healthcare use than other groups The chronic disease burden is particularly high, with higher prevalence of ischaemic heart disease, stroke, diabetes and chronic obstructive pulmonary disease (Ministry of Health and Ministry of Pacific Island Affairs 2004; Ministry of Health 2008).
Pacific peoples show higher levels of health-risk behaviour, and have a higher presence of risk factors, for the chronic conditions they experience. Pacific children and adults have high prevalence rates of obesity (Ministry of Health 2008; Ministry of Health 2009) and a higher prevalence of Metabolic Syndrome – a syndrome characterised by the presence of at least three cardiovascular risk factors (large waist circumference, high triglyceride concentration, low HDL concentration, raised blood pressure and high fasting glucose) (Gentles et al. 2007). There are also concerns over nutrition and over higher rates of smoking (Ministry of Health 2009) among Pacific people than the general population, which presents a serious threat to health.
The presence of such elevated rates of morbidity and risk factors suggest the need for urgent intervention. 
Aims of the project
The aims of the project were to provide Pacific people with broader capability and knowledge to better self-manage their health needs and the health needs of their families. It was intended to conduct the education using a Samoan language adaptation of the Stanford SME programme.
‘We wanted to get reach (into the community) and we wanted to make it effective so that it actually supports people....actually we wanted to create a bit of a movement as well; there was a groundswell within the churches around physical activity and health eating, and we wanted to create some movement around generally looking after your health.’
It was also intended to provide a ‘Train the Trainers’ programme for Samoan people, so they can train others to be leaders in their own communities.
What were the business drivers that prompted changes to service delivery? What were the other key drivers?
In an earlier roll-out of the Counties Manukau Diabetes Self Management Education (DSME) programme it had become clear that to deliver the programme content most effectively to Pacific people who had English as a second language, it would be necessary to present the materials in their own language. It was thought that health promotion messages for Pacific families would be best delivered by culturally-appropriate facilitators in a culturally-acceptable environment.
‘It was startlingly obvious when you observed <the facilitator> communicating the programme in Samoan (to Samoan people) that certainly lights were going on with people…compared to when they were sitting in a group when it was being delivered to them in English.’
A further lesson learned from the earlier programme that informed the development of the current intervention was that broader self-management education was required. And that a more structured programme would promote a particular facilitative approach and lead to greater consistency of process and content.

‘It was decided to use the Stanford model because in the current model (DSME), some aspects of the programme delivery...of the self-management education, were not being taught as well as they might be...there sometimes was a tendency for facilitators to go back to an information-giving approach. The Stanford is too structured to allow that.’
‘Some of the key things that came up in discussions were about health system navigation and communicating with healthcare providers...those were the two areas where there was most discussion.’
Setting
This group-based programme was delivered in a range of community halls and some churches. Counties Manukau DHB ran the Lotu Moui Healthy Churches programme with about 80 ‘Healthy Churches’, which served as a useful means of promoting the programme and generating recruitment.

The target population was Samoan-speaking people with a chronic health condition who were within the Counties Manukau DHB catchment. Family members were encouraged to be involved.
Approximately 250 people participated in the programme in its first 18 months.

Existing model of services delivery

People with long-term conditions in Counties Manukau may have had access to Chronic Care Management from their GP. However, it was thought that most of the participants in the current programme would have received little of no self-management education under the existing service model.
Self-management intervention

The intervention was an adaptation of the widely-adopted Stanford Chronic Disease Self Management Programme (the Stanford model). The Stanford model targets broad health behaviours and skills development (rather than being disease or condition-specific). The original Stanford programme would involve six sessions over a six week period, each of about two hours in duration. The programme was designed to help people gain self-confidence in their ability to control their symptoms and knowledge of how their health problems affect their lives. The small-group workshops are generally led by a pair of trained lay leaders (ie. not medical professionals) with health problems of their own. The meetings are highly interactive, focusing on building skills, sharing experiences and providing support.
Some changes were made to both the format and content of the Stanford model. The sessions were broken up a little more between topics, they included singing action songs, and each session was opened and closed formally with a prayer. More focus was on modelling healthy eating and time was spent allowing talk over the food at the break. This meant that the sessions would run for up to three hours.
‘One of the things we had to do was break down the sessions...the usual Stanford session is two or three topics, then a break for morning tea or afternoon tea, then there is the next hour and another two or three topics...for the Samoan version we would stop briefly between each topic and, usually, all stand up and sing a verse of an action song.’
The Samoan language version of the Stanford employed was a translation of the Australian Aboriginal L.I.F.E. manual, which is itself an adaptation of the original Stanford manual. The translation was trialled and checked with a reference group to ensure there were no cultural clashes and the intent of the content was retained and understood. The manual provided scripted content for the facilitators.
The content was altered only to include cultural context (which was a process contingent on the skills of the facilitators), and to include a discussion of grief and loss issues. An additional module was subsequently added at the request of participants and their families for specific diabetes information; this reflected the fact that the majority of the participants presented with diabetes. The general approach taken by the facilitators was one of individual support, responsiveness to client needs, and empowerment of clients to self-manage and take control of their own health. 
The theoretical concepts underpinning the intervention were the theory of reasoned action, social learning theory, self-regulation and self-efficacy. 

Roles taken by various parties to initiate and manage the new delivery model
The project was initiated and managed by staff from the DHB and run in partnership with PHOs. The majority of staff who were facilitators were employed by PHOs.
‘PHOs were very variable in their engagement and practices were hardly engaged at all.’
Skills and methods of the leaders
The skills required were group facilitation skills, how to run a ‘brainstorming‘ session, goal setting, problem solving and how to deal with difficult people in a group session, in addition to organisational skills.

‘The skill set they need to have....they need to be organised and understand the importance of preparation.’
Communication skills, people skills and an appropriate personality were important.
‘This isn’t a job for an introvert....good facilitators have something else.’
Training and qualifications of staff and additional training

Staff delivering the programme came from a variety of backgrounds, including health professionals. 
‘They were...a diverse bunch...practice nurses, community health workers, a dietitian...we had an industrial psychologist. ...a whole bunch of different people...there were too many health professionals really...not enough lay people in that group.’
The training for the Masters Training Facilitators (who would subsequently go on to train others) was conducted over a five-day period and by accredited Stanford model trainers from Australia.
Barriers and facilitators to implementation of the programme
Facilitators

Working with the church leaders was a facilitator, as was engaging with and spending time with the community. Having taken time to prepare the programme in the Samoan language with appropriate cultural consultation was important.
‘The fact that we had spent time with people in the community and that we had gone to the effort of translating it <the programme> into Samoan gave us a lot of credibility within the community, and that in itself overcame some barriers.
‘...the community responded by turning up to sessions and spreading the word.’
Having people employed by PHOs (rather than lay unpaid volunteers) delivering some of the programme helped to get the project established and added sustainability.

Having a facilitator who was employed directly by the DHB got around some inter-PHO rivalries, which enabled her to work with groups of participants who came from across PHOs. 
Barriers

Recruitment of participants was initially a considerable challenge, particularly from primary care. Recruitment issues were subsequently resolved primarily through word-of-mouth referral from within the Samoan community. 
Lack of engagement with primary care was a barrier. There were problems with engagement of some managers and leaders in primary care due to their opinions about the applicability of the Stanford model to the New Zealand context.

‘There was an assumption that Stanford was an American programme and it wasn’t going to work here in New Zealand...and in some cases that was a significant barrier.’
‘As most of the people delivering the programme were employed through primary care mostly they had to work through their PHOs, and the amount of support they were given was variable, dependent of the level of buy-in from the manager. ‘
There was also some resistance from PHOs with regard to cost and releasing employees for the time necessary for training.
There were initially some barriers related to different religious denominations and using church space; some people would be reluctant to go to another church to participate in the programme. This was resolved through accessing participants through church groups but delivering the programme (for the most part) in community halls. 
Although there had been agreement at the outset of the project to do so, there were problems working across PHOs. 
The project was set up on the Stanford model with the aim of recruiting volunteer lay facilitators to deliver the sessions. However, this proved to be a substantial barrier in this project as it was difficult to recruit unpaid volunteers from the community to give up their time to run sessions. 
‘We really struggled to get volunteers...<the idea of> being reliant on volunteers is a significant barrier.’
Notable successes and failures
Successes

The programme succeeded in engaging the community and produced a degree of momentum toward more interest in health management of individuals and families. 
‘Delivering the programme in Samoan was hugely beneficial and did generate the kind of movement we were looking for...it really engaged the community...it has now taken off like a rocket.’
Implementation of the Samoan translation was a success.
‘…it’s really relevant for people who have English as a second language.’
Positive changes in the lives of individuals and families were observed; who were seen to be more involved and engaged in activities to promote their health and manage their conditions. 

Participants themselves reported positive impacts on their own knowledge and confidence related to self-management and their confidence to take a more active role in their visits to their doctors.
‘Understanding of health conditions, what’s happening in the body, where in the body, and why, and what I can do was phenomenal.’
Failures

It was recognised that as well as being a success, it was also a limitation that the programme was available only in Samoan.
‘…a limitation was that it was only in Samoan... it should, at least, be available in Tongan.’‘
PHO and practice engagement was identified as a problem, which led to referral problems.
‘PHO engagement and practice engagement...it was a real problem getting buy-in and referrals from GPs...the majority of the people coming through were self-referrals.’
Process improvement / lessons learned. What would you do differently?
Having the ability to pay Samoan lay group leaders to deliver the programme would likely have improved the recruitment of lay facilitators and given some acknowledgement of their input.
‘…to be able to pay the Samoan lay leaders for their time.’
At the beginning of the project, work to engage PHOs, and get buy-in from them and from general practice. Be clear about what the project is trying to achieve. This was seen as critical.
Although engagement with the community was good, and in particular the church and other community groups greatly assisted, more could have been done about engaging the community. 
‘We could probably have done more about engaging the community; this was more a capacity issue than anything else.’
‘We could have used Pacific radio more fully....to improve recruitment.’
Communication directly with general practice (rather than via PHOs) would have been useful.
‘PHOs don’t communicate with their practices about this type of stuff half the time.’
‘Communicating directly with general practice...is very time intensive but maybe that’s what you’ve got to do.’
Have an Advanced Form in the general practice Patient Management Systems linked to an automated referral letter. This would enable easier referral from general practice into the programme.
Better use of appropriate media, communications, and marketing to promote the programme to referrers and potential participants would be useful.
‘Be much slicker about communication and marketing to referrers and participant.’
Order of magnitude of resources deployed
The budget to set up and initiate the programme was in the order of $120,000.
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