
Karyn Sangster
Chief Nurse Advisor Primary and Integrated Care

Counties Manukau Health

Community Nursing – influencing the health of our 
communities – a perspective from Counties 
Manukau our journey towards integration

Date: Created by: 



Counties Manukau



Need for change 
21

52

21
47

20
33 20

74

21
63

22
42

23
94

22
09 22

58

22
14 22

35

22
12

1400

1600

1800

2000

2200

2400

2600

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36 37 38 39 40 41 42 43 44 45 46 47 48 49 50 51 52

Pr
es

en
ta

ti
on

s

Week

Weekly EC Presentations by Calendar Year

2012 2013 2014 2015 2016 UCL

2
1

5
2

2
1

4
7

2
0

3
3 2
0

7
4

2
1

6
3

2
2

4
2

2
3

9
4

2
2

0
9 2

2
5

8

2
2

1
4

2
2

3
5

2
2

1
2

2
1

9
0

2
2

1
8

2
1

4
3

2
0

9
0

2
0

3
2

2
1

4
3 2
1

8
9

2
1

4
5 2

2
0

1

2
0

1
4

2
1

1
9

2
2

0
1

2
2

0
9

2
2

3
3

2
2

2
5

2
3

1
9

2
2

7
7

1400

1600

1800

2000

2200

2400

2600

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36 37 38 39 40 41 42 43 44 45 46 47 48 49 50 51 52

P
re

se
n

ta
ti

o
n

s

Week

Weekly EC Presentations by Calendar Year

2012 2013 2014 2015 2016 UCL



Healthy Together Strategy

‘Healthy Together’outlines what we want to achieve for the people 
of Counties Manukau and how we will measure that achievement 
over the next 5 years. This strategy builds on our past successes 
and strong performance to:

• Provide high quality and high performing modern 
specialist and hospital based services

• Strengthen primary and community based services
to reduce the burden of disease and prevent ill 
health

• Achieve health improvement for all – with targeted 
support for our most vulnerable people and 
communities.



Challenges  

• Capacity

• Capability

• Change management

• Organisational support PHO/DHB



Guiding Principles for Transformation

• Change needs to be led with the patient at the 

centre 

• Strong clinical leadership 

• People must connect with the benefits, reasons 

and vision for the change

• The culture and practice of testing, measuring 

and ongoing learning is critical

• Organisational change - attention and focus 

with changes carefully phased

• Strong quality improvement focus  must be 

embedded

• Equipping and enabling the workforce







Changing the model of care

At risk individuals:

Change required 

• Care coordination

• Partners in health assessment

• Care plan 

• E shared care summary 



Proactive Planned Care 
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Case conferences to be used 

from time to time for very 

complex patients who need 

MDT input to their care plan
All ‘at risk’ patients should have a 
plan that is proportionate to their 

clinical and social needs, 
risks and ability to benefit: 
Logged on e-shared care 

Day-to-day 

Non-exhaustive examples

GP

Care pathways and 
agreed clinical protocols 

are used to inform assessment, 
care planning and coordination 

SME 
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under development, 

clinical criteria agreed 

in the meantime





Shared Care Plan
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Partners In Health tool - A mandated task or a 
good investment of time?

• “I have been caring for this patient for 15 years 
and had no idea they knew so little about their 
diabetes”  (GP)

• “A great starting point as we can see how much 
patients know about their health condition” 
(practice nurse)



ARI patients who have 

had 3 episodes or more 

in the 12 months before 

enrolment in ARI have 

reduced ED attendance 

rate and reduced IP 

episodes following 

enrolment in the 

programme. 



“Helping more 

than clients 

breathe easy”

“Feedback from General Practice is that e-shared care makes their role a lot easier, as 

they can see our participant’s goals and associated actions and reinforce this when they 

next see the patient in the practice.” 

Sarah Candy, Better Breathing Programme



Positives: Patient perspective

• Appreciate the extra time 
• Feel more listened to & heard
• Sharing of more in depth information - normally  

not time to discuss
• Enjoy having a particular nurse to relate to
• Care Coordinator is their point of contact
• Builds trust 
• Grateful for the offer of support
• Spread by word of mouth (patients already 

enrolled make recommendations about their 
friends/relatives/neighbours)



Positives: Nurse perspective
• Increased knowledge of patient story/Building a good relationship
• Ability not only to identify but also offer support to vulnerable 

cohorts
• Time to look at people holistically 
• Improved patient outcomes e.g. HBA1C, health literacy
• Coordination of care, referrals, pivotal role
• MDT meetings: sharing of information, expertise, building collegiality
• ARI has provided more focus and support from locality
• Networking with other disciplines & practices, sharing of knowledge 

and resources e.g. assessment tools, useful care contacts.
• Recognition of nurse input/time financially.





Creating nursing networks

• Build phone a friend CNS/ PC clinical champions

• Changing expectations of Senior Nurse roles 
and responsibilities across the system

• Creating connections and opportunities 

• Inclusion of Senior Nurses in PHO in DHB senior 
planning days

• Inclusion in education shared learning sessions 

• NEtP


