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Key Messages

He hōnore
He kōroria
He maungarongo ki te whenua
He whakaaro pai ki ngā tāngata katoa

Communities can benefit from efficient working relationships formed between Community Health
Services and Primary Health Organisations.

On behalf of the Waka Hourua Māori and Pasifika Suicide Prevention Programme, Te Rau Matatini, I
would like to acknowledge Te Roopu Tautoko ki Te Tonga for their commitment to suicide prevention.
The invaluable E-referral setup located with General Practitioners and subsequent quality information
regarding access to community health services such as Te Roopu Tautoko ki Te Tonga will ensure that
suicide prevention, early intervention processes are easily accessible and available for whānau, hapū
and iwi.

Community Health Providers working collectively and in partnership means that whānau have access
to a multitude of support if required.
An E-referral system offered by General Practitioners (GPs) linked to Community Health Services is a
means to improve early intervention care for the community.
It is important that access to General Practice and cultural services is a smooth process for those who
need these supports

Dr Kahu McClintock
Te Kiwai Rangahau (Research and Evaluation Team)
Te Rau Matatini
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Background

The Otago region has a high proportion of youth and many students attending Otago University. The
national Māori population has increased by 30% in the last 15 years and of this total there are 73,
230 living in the South Island, which is an increase of 13% since the 2006 census. The average annual
Māori youth (15 to 24 years old) suicide rate between 2004 and 2008 for the Otago District Health
Board (DHB) was 22.3% of the total rate. In the Southland DHB region Māori youth accounted for
54.5% of all suicides.
In Otago, Māori community indicators have rated suicide and self-harming as one of the area’s most
in need of innovation and service investment. There is limited help seeking behaviour among the
whānau in relation to self-harming and few completed suicides sought professional help.
A Southern region response plan:
This plan, was offered from a collective of health, and social service providers and community
representatives already working with at-risk whānau and community, and supported by local and
central government agencies which includes an Electronic referral (E-referral) system, embedded in
the General Practitioner (GP) Southern Primary Health Organisation (PHO).
Referral through the E-referral system will ensure outpatients are followed up and achieve sustainable
recovery and led by the coordination of key agencies that whānau come to, or can be referred to, in
order to develop monitored care plans. This also has the potential to be rolled out to other locations.
These activities support the overall outcomes of the Waka Hourua Fund.
Desired Outcomes of the Waka Hourua Funded Initiative
• Families, whānau and communities are strongly connected to one another and people actively
participate in the wider community
• Families, whānau and communities have their own approaches and plans in place and are actively
building resilience and reducing risks of suicide
• People are informed about and assisted to access the services available to them
• Community leaders empower people, foster resilience and bring people and resources together
• Families, whānau and communities have stronger relationships and confidence to be able to talk
about their difficulties, and
• People bereaved by suicide receive the support they need within their families and whānau.
This initiative also aligns with Goal 1 of the Waka Hourua Outcome Framework, specifically the
pathways and indicators under Tertiary Prevention: Minimising the adverse impacts.
Pathways
• Identify risk within communities

Indicators
• Community health and social service
providers have established a common
agenda for working with communities

Te Kīwai Rangahau, Te Rau Matatini Research and Evaluation team was commissioned to provide
a review of the Waka Hourua Project: Te Roopu Tautoko Ki Te Tonga. This review summarises the
development of the project, its’ implementation and its’ initial evaluation
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Deliverables
Key Deliverables

Performance Standards

Project plan for development
of General Practice (GP) Suicide
Prevention E-referral system.

Achieved
Meet with Best practice advocacy centre (Bpac).
Finalise Navigator Job description to engage
navigator to co-ordinate activities required.
Complete project plan.
Achieved
Draft screening tool developed. Activities include
consultation within the Southern Primary Health
Organisation (PHO) network, establishing a forum
to discuss, negotiate and implement the tool across
GP clinics under the auspices of Southern PHO

Development screening tool to
ensure assessment is consistent
across providers and agencies.
This is a clinical document, using
existing language in the GP
profession
Development of E-referral across
other sectors
1. Promote referrals
2. Evaluate service value
Promote across other sectors eg.
Southern District

Promotional strategy targeting services/ agencies
with high Māori and Pasifika traffic

Status

Achieved

Table 1: Key deliverables

Project Background
E-Referral: A relationship with Southern District Health Board (DHB)
The community provider collective includes:
Te Roopu Tautoko ki te Tonga, Dunedin
Awarua whānau services, whānau support, Southland
Te Kakano nurse led clinic, Southland
Te Kakano nurse led clinic, Otago
Tokomairiro waiora inc – smoking cessation, South Otago
Ngā Kete Mātauranga Charitable Trust, Queenstown
Ngā Kete Mātauranga Charitable Trust, Southland
Ngā Kete Mātauranga Charitable Trust, Dunedin
Arai te uru Whare Hauora
Purpose:
To enable E-referral from GPs to Community Health Services, building on a relationship with Southern
Primary Health Organisation. Current programmes that are logged include:
•
Self-harm;
Smoking cessation;
•
Problem gambling; and
•
•
Domestic violence.
Outcome:
The ability for GPs to refer directly to Te Roopu Tautoko ki te Tonga means a seamless service, faster
and early intervention for the whānau.
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How it Works

Evaluation

The diagram shows how services are interwoven. The strategy is measured through whānau successful
outcomes and captured through an online score card. The Asana application tracks collective work
against client/ whānau, who are labelled as ‘projects’ for the sake of developing a common language
and understanding. The new I.T allows you to track and measure everything, whilst doing it as all
actions are captured e.g. emails- asana project application, scorecard online software, goggle for mind
mapping and analytics to identify patterns, trends, data and information into knowledge that can be
managed.

Initial evaluation of the E-referral process identified several issues. These acknowledged barriers
and tensions to the strategy which included:

HOW IT WORKS
Cloud based
storage and
analytics

•
•
•
•
•
•
•
•
•

FLOW OF INFORMATION

E-referrals are new for GP-patient interaction;
The time it takes for GP’s to make an E-referral;
Time pressures on GP’s to screen a certain number of patients per day;
No financial drivers to prioritize this practice other than care and concern;
GP usually only address the aliment presented by the patient;
GPs are unaware of the Community Health Services available in the community;
GP’s do not have a relationship with Community Health Services;
Providers are not used to collaboration with GP clients and vice versa; and
GP clinics are often confused about which provider to ring about issues which fall outside of
health.

Solutions that have since been offered include:
1. assessment
to determine risk
level and agencies
already attached.
Assess whether
primary,secondary of
teritary assessment
required.

Client referred
from whanau or
agency

2.

we make contact
with agencies. They
become part of the
collective for this
particular individual/
whanau

Make appointment
with external services.
Address travel and
cost issues. Advocate
with the client i.e. we
attend with them

information is shared
with the original
agency or whanau
making the referral.

•
•
•
•
•

they are kept up
to date with our
whanau engagement.
By our example
they understand the
importance of sharing
whanau information

we become acutely
aware of client journey
when they next see
our services.

Daisy chain of agencies
within the collective
realise the importance
of sharing information.

Professional
development and
measure of progress
is measured against
whanau success.

Rolling workshops with GP’s throughout Otago to discuss the E-referral process.
Adopt a drop-down box on the GP’s screen. Anecdotal evidence from informal meetings with GP’s
indicated that changing screens and searching is time consuming.
Promote E-referrals to support whānau recovery within the community.
Promote the provider contact to GP’s as a conduit for all other services provided by the collective
of providers. This will mean GP’s have a permanent contact person (s).
Strengthen relationship with the practice nurses, who may have a better scope in fielding wider
health and social service issues.

Achievements acknowledged were:
•
•
•
•

E-referral is in place and up and running
Cultural and workforce development with Southern PHO which involves 90% of the GP’s
throughout Otago
Referral relationship with Māori Liaison Team within the community.
Software employed to coordinate services and whānau leaders engaged with high risk individuals

Tracking high risk whānau was identified as problematic but could be addressed by:
Score card enables collective to coordinate and measures progress
Cloud based software

Figure 1: Flow chart of how software works

•
•

Emerging issues
•

•

PAGE

5

Utilizing software to improve tracking of high risk individuals
Building a referral relationship with Māori Liaison team (MLT) in the community.

Having software to support better coordination and provide “on time data” has meant addressing
the enquiry and response service. Poor servicing can leave a negative perception with other
providers within the collective.
Transition from GPs to adopting new tools, requires professional development.

PAGE

6

EVALUATION

TE ROOPU
TAUTOKO KI
TE TONGA
Conclusion

Infographic
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Te Roopu Tautoko ki Te Tonga is working to ensure that the community they serve has seamless access
to the range of essential health services that provide early intervention. Health providers working
collectively and with the regional PHO is an important component of this initiative. The E-referral
system operated from the PHO and linking with community health providers like Te Roopu Tautoko
ki Te Tonga is a significant part of this development thus ensuring GP’s can offer a connection with
Community Health Services if required by whānau.
The initial monitoring of this new development has identified the continued need to raise GP’s
awareness of Community Health Services available for whānau while building a closer relationship
with them. In addition, improving the E-referral process is dependent on prioritising its’ utility at a
local, regional and national level by GP’s and then the response from the Community Health Services.
Te Roopu Tautoko ki Te Tonga is committed to making health care more accessible for the community
and therefore improve health outcomes for whānau.
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