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MIHI  
 

‘He kura te tangata’ 

 

Kei ngā whānau, koutou ngā whakarurutanga o te mate pukupuku, ka rere ngā mihi maioha ki a koutou. 
Mei kore ake koutou hei tūāpapa mō He Anga Whakaahuru. Waihoki ki a koutou ngā mātanga, ngā ringa 
whakaahuru o mua, o nāianei, e kore rawa e mimiti ngā mihi mō koutou e para tonu nei, e rapu tonu nei 
i te huarahi mō te noho ora ā-tinana ā-wairua o te hunga mate pukupuku me ō rātou whānau. Kāti rā, ki 
ngā ringa tōhaunui o te kaupapa, huri noa i te motu me pēnei ake, mā koutou, mā tātou tēnei Anga 
Whakaahuru e kawe ake, whakamaua kia tina. Inā ia te tūhononga o te whakaaro nui, o te 
māramatanga, e rite ai te whakataukī nei a ngā tīpuna, āe rā e hika mā ‘he kura te tangata’.  
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FOREWORD 
 

E ngā mana, e ngā reo, tēnā koutou katoa 

He mihi whānui tēnei ki a koutou e tautoko ana i te kaupapa nei. 

I acknowledge the work of so many who have contributed to the development of this Supportive Care 
Framework. Passionate people committed to ensuring the people and their whānau experiencing cancer 
are supported to access the things that really make a difference to them and their lives.  

We have strived to ensure a holistic approach and integrate whānau ora values and principles within the 
framework. As health providers we have a responsibility to keep it real and ensure the focus remains on 
the people requiring the care and support.        

“Look at me, see me, ask me, not why I am here, but what matters to me, this day, this time” 

These words remind us of the importance of being present with people and of walking alongside them 
while they determine their supportive care needs. Our job as service providers is to ensure the care 
provided is of quality, that our systems, processes and settings are adaptable enough to meet the 
diverse needs of whānau.  

What keeps the mauri of this unique person in front of us going? What is needed to maintain the mana 
of the person receiving care?  What considerations are given to the ōranga of the whānau journeying 
with their loved one? This Supportive Care Framework provides guidance and process to ensure we 
keep asking these questions.    

Nō reira, e rau rangatira mā, tēnā koutou, tēnā koutou, tēnā tatou katoa  

 

Stephanie Turner  

Project Sponsor 

Director Maori Health and Disablity  

MidCentral Health  

 

 

A cancer diagnosis is often unexpected and is always unwanted. It is crucial that supportive care services 
are provided at time of diagnosis in a person’s care and continue to be available along the whole cancer 
pathway as we live with or beyond cancer. I need to know what I can expect of my care team and that 
no matter where I live I can access services. 

Supportive care must also consider our loved ones, our whānau, as defined by ourselves. It is a very 
comforting feeling knowing everyone whom we will come in contact with has all the information to 
provide the support we need and that there is a point of contact to call if we are uncertain of anything. 
This will assure me that I am not alone in my journey. 

 If we are well supported and well cared for, with the help and support of our medical team, we can 
move forward and work on getting well again.   

 

Marj Allen  

Deputy Chair  

National Cancer Consumer Representative Advisory Group 
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INTRODUCTION 

This Supportive Care Framework has been developed to guide service planning and delivery for 
government, non government and private cancer care services in the Central Cancer Network (CCN) 
region and prospectively New Zealand. 

 

Supportive Care is described as: 

Improving the quality of life for those with cancer, their family and whānau through support, 
rehabilitation and palliative care ....... the essential services required to meet a person’s physical, social, 
cultural, emotional, nutritional, informational, psychological, spiritual and practical needs throughout 
their experience with cancer (MOH, 2010))1. 

 

The Supportive Care Framework includes an agreed set of overarching principles and components of 
supportive care delivery (The Model) which are implemented in a patient centred, consistent and 
quality manner (The Standards) to ensure the supportive care needs of patients and their whānau are 
continually identified and addressed (The Tools and Resources) by an informed, skilled and cared for 
workforce (The Workforce Plan). 

  

The shared vision is that: 

People affected by cancer experience an integrated and coordinated system of continued supportive 
care, overseen by an educated workforce, to ease the social consequences arising from their experience 
with cancer and to enhance their quality of life. 

 

This Framework utilises the following wording throughout the document and it is important that the 
reader has an understanding of these: 

 Person affected by cancer –this refers to both the person with cancer and those for whom the 
cancer has an impact.  

 Whānau – within this document the term whānau refers to both descent-based whānau, and 
whānau who come together for a common purpose. Metge (1995)2 defines the two kinds of 
whānau as whakapapa-based whānau and kaupapa-based whānau.  This acknowledges that for 
people, their whānau can be both their family of descent as well as those people they define as 
important who make up their support network.  

 Health and Supportive Care Workers - the term within this framework is used to apply to anyone 
working in the health system and non-government organisations (NGOs) as well as those 
working in social care agencies that may have contact with a person who is affected by cancer.  

 

A list of other terminology and definitions relevant to the Framework can be found in Appendix 1.  
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BACKGROUND 
Funding for the project was provided by the Ministry of Health under the Faster Cancer Treatment (FCT) 
programme. FCT is a major programme of work under the New Zealand Cancer Plan 2015 - 20183. 
Current focus areas of the programme include: 

  

Measuring the performance of health services through the cancer health target: 
85% of patients receive their first cancer treatment (or other management) 
within 62 days of being referred with a high suspicion of cancer and a need to be 
seen within two weeks by July 2016, increasing to 90% by June 2017.  

 

 Implementing national tumour standards to improve timeliness, quality and equity of care. 

 Multi-disciplinary Meeting (MDM) development to support high-quality decision making. 

 Care coordination via an investment in new Cancer Nurse Coordinator positions. 

 Psychosocial care via an investment in new Psychologist and Social Work positions from 
2015/16. 

 

Supportive care is identified as one of the key system enablers (diagram below) and is important across 
the entire patient pathway from suspicion of cancer, diagnosis, treatment and palliative care or 
survivorship. 

 

 
 

Figure 1:  NZ Cancer Plan – a framework for action (Ministry of Health, 2014)3 
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SUPPORTIVE CARE IN NEW ZEALAND 
 

In March 2010, the Ministry of Health published the Guidance for Improving Supportive Care for Adults 
with Cancer in New Zealand. The Ministry subsequently contracted Health Outcomes International (HOI) 
to undertake a targeted stock take of supportive cancer care in NZ and to develop a prioritised 
implementation plan. The National Supportive Care Implementation Plan was completed in 2011. 

 

This work, along with developments in supportive care internationally, has informed recent service 
development in NZ, including: 

 An increase in New Zealand based research building on the understanding that distress is the 6th 
vital sign in cancer care (endorsed by the International Psycho-Oncology Society, IPOS, June 
2009). 

 Development and implementation of supportive care and care coordination models, networks 
and resources including service directories by and District Health Boards (DHBs), regional cancer 
networks and the National Child Cancer Network and Adolescent  and Young Adult Network.  

 Greater recognition of the value that non-government organisations (NGOs) bring to the 
supportive care sector including travel and accommodation services, information resources, 
support groups, survivorship programmes, research and workforce development funding. There 
has been strengthening engagement across DHBs and NGOs providers to promote integrated 
approaches to access to these services. 

 Inclusion of a generic requirement to ensure access to supportive care within the national 
provisional tumour standards.  

 Investment in new care coordination positions including Cancer Nurse Coordinators and Cancer 
Navigators to support the FCT programme. 

 Identified new funding for additional psychological and social support roles within DHBs. 
Regional plans have been developed that identify where there is existing investment in these 
services, where the un-met need is and how this new funding will be used to assist those with 
high needs.    
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The diagram below, based on the Fitch Model (2000)4, reflects the levels and types of intervention the 
person affected by cancer may require. This model appears in similar formats in most supportive care 
work internationally as well as nationally. Essentially all health and supportive workers have a 
responsibility to ensure that people affected by cancer are asked what their needs are and directed to 
those who can assist them.  
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PERSON CENTRED CARE 
Person centred care in this context is about 

ensuring that when work is being undertaken 

both in terms of quality improvement and 

change to systems that the first consideration is 

the needs of the person affected by cancer. 

Whilst this work identifies the preferred 

description of ‘person centred’ it is accepted for 

the purpose of this exercise that those using 

patient centred are often coming from a similar 

philosophical basis. (Ahmad, N et al, 2014)5.  

The figure on the next page illustrates this 

concept from a health systems point of view 

where the person, who doesn’t exist in 

isolation, is the centre of all decision making. In 

addition an important aspect when considering 

person centred care is the role of non-

government organisations, cancer based but 

also social care agencies, and how they 

contribute to supporting whānau and the 

person affected by cancer.  

 

Person centred care is designed to reinforce a 

number of key concepts which are incorporated 

within the Framework. Key concepts include: 

 Shared decision making between 

person and professional 

 Self management of health 

 Manaakitanga (behaviour that 

acknowledges the mana of others as 

having equal or greater importance 

than one’s own) 

 Health literacy  

 Recognition of individual differences 

 Non-government organisations – health 

and social care 

 Working for the person not the system 

 Services delivered closer to home 

 

 

Why are we here? 

At some time in our lives 

Most of us will need health care 

Some more than others - to be fair 

 

Whatever we need, wherever we are 

You can be sure, mostly we don’t 

want to be there 

But sometimes we just need care 

 

Look at me, see me, ask me 

Not why I am here 

But what matters to me, this day, this 

time 

 

I will tell you if I know, if you listen 

openly 

I will tell you what I know about why I 

am here 

Will you, pay attention, hear what I 

say? 

Know who you are, and who I am 

And who we can both be 

To help each other with my health 

care on this day 

We are both here 

 

Chris Walsh (consumer)
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Figure 2: Person Centre Care (adapted from the Kings Fund by the Canterbury Clinical Network)
6 

with further additions by the Framework Steering Group. 
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EQUITY, MĀORI HEALTH AND PACIFIC HEALTH  
 

Avoidable health inequalities are unnecessary and unjust differences in the health of groups of people. 
In New Zealand, ethnic identity is an important dimension of health disparities. The Ministry of Health 
acknowledges that cancer is a significant health concern particularly for Māori and Pacific people and 
has a major and disproportionate impact on their communities. For these populations inequities exist in 
exposure to risk and protective factors for cancer, in incidence and outcomes, and in access to cancer 
services. 

Equity 
For people affected by cancer the social determinants of health play an important role (WHO) 7.  

For example a person’s cancer journey can also be influenced by: 

 Distance from treatment centres which create access issues   

 A person’s  socio-economic status which impacts on their ability to access care  

 Varying populations needs including a person’s age, gender, and sexual orientation can 
influence engagement 

 Whether a person can speak and/or understand English which creates barriers to care.  

Supportive Care planning and delivery need to ensure that equity is considered at each stage of the 
process.   

Māori Health 
The Treaty of Waitangi, New Zealand’s founding document, outlines the partnership between Māori and 
the government. From a health perspective the principles upheld in the Treaty can be described as 
follows: 

 Partnership - working together with iwi, hapū, whānau and Māori communities to develop 
strategies for Māori health gain and appropriate health and disability services 

 Participation - involving Māori at all levels of the sector, in decision-making, planning, 
development and delivery of health and disability services 

 Protection - working to ensure Māori have at least the same level of health as non-Māori and 
safeguarding Māori cultural concepts, values and practices. 

 

He Korowai Oranga: Māori Health Strategy 20148 outlines the Ministry’s commitment to improving 
Māori health and includes the following four implementation pathways: 

 supporting whānau, hapū, iwi and community development 

 supporting Māori participation at all levels of the health and disability sector 

 ensuring effective health service delivery 

 working across sectors 

The recently released Equity of Health Care for Māori: A Framework MOH 20149 guides health 
practitioners, health organisations and the health system to achieve equitable health care for Māori. 
There are three actions that support the framework: 

 Leadership: by championing the provision of high quality health care that delivers equitable 
health outcomes for Māori 
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 Knowledge: by developing a knowledge base about ways to effectively deliver and monitor high 
quality health care for Māori 

 Commitment: to providing high quality health care that meets the health care needs and 
aspirations of Māori. 

The Māori philosophy towards health is based on a wellness or holistic health model. The Te Whare 
Tapa Wha Model10 (imagery on page 21) describes the four cornerstones of Māori health as whānau 
(family health), tinana (physical health), hinengaro (mental health) and wairua (spiritual health) and is a 
well recognised model in the health sector. Consideration has been given to this model of health  to 
guide thinking to ensure the four taha outlined in Te Whare Tapa Wha are attended to in this 
framework.  

 

Whānau Ora, the wellbeing of whānau, is a key government policy area and is described as:   

Whānau Ora is an inclusive approach to providing services and opportunities to all families 
in need across New Zealand. It empowers whānau as a whole – rather than focusing 
separately on whānau members and their problems – and requires multiple government 
agencies to work together with families rather than separately with individual relatives. 
(Ministry of Social Development) 11 

 

Whānau Ora is about transformation of whānau with whānau who set their own direction. It is driven by 
a focus on six whānau outcomes identified by the Taskforce on Whānau Centred Initiatives:  

1. that whānau will be self-managing;  
2. living healthy lifestyles;  
3. participating fully in society;  
4. confidently participating in te ao Māori (the Māori world);  
5. economically secure and successfully involved in wealth creation;  
6. and are cohesive, resilient and nurturing (Te Puni Kokiri, 2013). 

 

Whānau Ora promotes integrated service delivery and a seamless and coordinated approach to meeting 
multiple needs (Ministry of Health 2010)1. The health and disability sector continues to promote a 
whānau-centred and holistic approach to quality service delivery. The outcome of the Whānau Ora 
approach in health will be improved health outcomes for whānau through quality services that are 
integrated (across social sectors and within health), responsive and whānau-centred. 

Pacific Health 

Ala Mo'ui: Pathways to Pacific Health and Wellbeing 2014–201812   is the Government’s national plan for 
improving health outcomes for Pacific peoples. The plans long-term vision is: 

Pacific ’āiga, kāiga, magafaoa, kōpū tangata, vuvale and fāmili experience equitable health 
outcomes and lead independent lives. 

 

Ala Mo’ui seeks to achieve the following four priority outcomes: 

 Systems and services meet the needs of Pacific peoples 

 More services are delivered locally in the community and in primary care 

 Pacific peoples are better supported to be healthy 
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 Pacific peoples experience improved broader determinants of health. 

 

The Fonofale Model designed by Fuimaono Karl Pulotu-Endemann in 2001 is a recognised holistic model 
of Pacific health and incorporates values and beliefs important to Pacific people. It builds on the Te 
Whare Tapa Wha model and incorporates values and considerations. Together with Whānau Ora it aims 
to support the vision for Pacific families ‘Prosperity for all Pacific families in Aotearoa/New Zealand by 
supporting and building ’āiga, kāiga, magafaoa, kōpū tangata, vuvale, fāmili, family capability’ (Ministry 
of Pacific Island Affairs, 2013)13. 

 

 
 

Figure 3: Fonofale Model of Health (Pulotu-Endemann, 2009)
14

. 

 

The Supportive Care Framework seeks to address equity for all peoples and improve Māori health and 
Pacific health by: 

 Ensuring equity considerations are included in all components of the Framework 

 Mirroring the levels of the Equity of Health Care for Māori Framework by identifying actions 
to improve equity at the health system, health organisations and health practitioner levels  

 Embedding the concepts from the Māori and Pacific health models and Whānau Ora 

 Promoting culturally appropriate care considerations and competencies at all levels i.e. 
workforce, service/organisation and system  

 Inclusion of equity focused tools and resources   

 The  use of person centred care philosophies and values 

 Increasing the profile of working with whānau to improve overall health 

 Working intersectorally in line with the principles of Whānau Ora.  

 Outlining key practice points for groups at risk.  
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HOW THE FRAMEWORK WAS DEVELOPED  
The framework was developed by the Central Cancer Network (CCN) with input and guidance from 
national key stakeholders (see appendix 2 for Steering Group membership). 

 

Its development has been informed by literature reviews; sector workshops and expert advice to ensure 
that national and international evidence in this aspect of care are captured and built on. The following 
key literature is regularly referred to throughout the document: 

 Ministry of Health Guidance for Improving Supportive Care for Adults with Cancer in New 
Zealand 

 Health Outcomes International Implementation Plan for the Guidance for Improving Supportive 
Care for Adults with Cancer in New Zealand 

 Te Tiri Ti O Waitangi 

 He Korowai Oranga: NZ Māori Health Strategy  

 Equity of Health Care for Māori: A Framework 

 Te Whare Tapa Wha: Māori Health Model   

 Ala Mo'ui: Pathways to Pacific Health and Wellbeing 2014–2018 

 New Zealand National Provisional Tumour Standards 

 A Pan-Canadian Clinical Practice Guideline:  Assessment of Psychosocial Health Care Needs of the 
Adult Cancer Patient  

 Psychosocial care for cancer: a framework to guide practice, and actionable recommendations 
for Ontario  

 National Institute for Health and Care Excellence (NICE) Guidelines, UK 

 Cancer Care for the Whole Patient: Meeting Psychosocial Health Needs from America 

 Providing Optimal Care:  Supportive Care Policy for Victoria, Australia 

 
[See Appendix 3 for complete references)  

 

The draft Framework was widely circulated for sector feedback before being finalised. 

COMPONENTS OF THE FRAMEWORK  
There are four components to the Supportive Care Framework which are interlinked and inform each 
other to support both government and non-government supportive care service providers and the 
workforce to plan and deliver quality care.   

Supportive Care Model 

A model is a visual representation of factors required to provide effective care. Models provide the 
hooks to hang the components needed to deliver and measure this care, and supports the system to 
maintain a common focus and sense of united direction.  
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Standards of Supportive Care 

Standards describe the type of services that a person affected by cancer should have access to and 
provides a benchmarks for high quality care.  

Workforce Sustainability 

Workforce Competencies 

Workforce competencies provide the health and supportive care workforce with information on the 

skills and knowledge required to provide optimum supportive care for people affected by cancer. 

Caring for the Workforce 

This section includes a set of recommendations that organisations can consider in order to increase the 

overall health and wellbeing of their teams.  

Quality Tool 
Identifies key quality processes that need to be undertaken to ensure that tools and resources the 
workforce develop, adapt and utilise are appropriate. 

  

EVALUATION AND REVIEW OF THE FRAMEWORK 
This is the first comprehensive approach to the development of a Supportive Care Framework in NZ.  
The evidence base for this area of cancer care is growing and it is important that this informs the 
Framework going forward. It is proposed that this Framework is evaluated in two years to determine 
how well it has guided supportive care service planning and development prior to the content being 
reviewed and updated.  
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SUPPORTIVE CARE MODEL 
The model of care has been informed by the sector via the project workshops, Psychosocial Oncology 
New Zealand (PONZ) conference and steering group, influencing both the imagery and the content. Key 
concepts have also been drawn from international models.  

 

The koru (Māori for ‘loop’) is a spiral shape based on a new unfurling silver fern frond and symbolizes 
new life, growth, strength and peace, all aspects of which are important to people affected by cancer.  

The white circles over the koru reflect the premise that supportive care isn’t a linear process and the 
needs of the person affected by cancer should be considered continuously. 

Te Whare Tapa Wha reminds us that these interdependent aspects of a person all require attention in 
order for wellness to be maintained. The four taha need to all be attended to or each is affected, Taha 
Wairua (the capacity for faith and wider communication), Taha Tinana (the capacity for physical growth 
and development.), Taha whanau (the capacity to belong, to care and to share where individuals are 
part of wider social systems) and Taha hinengaro, (the capacity to communicate, to think and to feel 
mind and body are inseparable) 45. 

The person affected by cancer and the provider statements remind us that it is the partnership between 
the two that will deliver the best outcomes. 

 

The following principles provide the cradle and are important to be upheld when delivering supportive 
care: 

Whānau Ora  Meaning ‘family health’ Whānau Ora is an inclusive approach to providing 
services and opportunities to all families in need across New Zealand, 
working towards overall family health.  

Compassionate 
Communication 

Seen by the sector as being the core of supportive care. The ability by the 
workforce to communicate with people affected by cancer in a way that 
these people feel heard and valued.  

Resilience  The ability to tolerate and adapt to cope with difficult events.  

Collaboration of Care Collaborative care is when the system works together to support people 
affected by cancer with shared understandings and established processes.  

See Me as a Whole  A reminder that a person is more than a cancer diagnosis and this needs 
to be responded by using a understanding of Te Whare Tapa Wha. Based 
on the training of Lisa Cherrington and colleagues in the course “See me 
as a whole I am more than my cancer”.  

Manaakitanga Behaviour that acknowledges the mana of others as having equal or 
greater importance than one’s own. The need to preserve this mana in all 
interactions with a person who is affected by cancer.  

Rangatiratanga  Self determination and management of one’s self.  

Va A Pacific concept about the space that exists between people, the 
relationships that support and interlink all parts of a person. 
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STANDARDS OF SUPPORTIVE CARE  
Standards describe the level and quality of service that a person affected by cancer should have access 
to.  They are to be used by DHBs, NGOs, private providers, regional and national cancer networks and 
the Ministry of Health as the benchmark for high quality care. They provide the ability to measure the 
quality, access and impact of services. This is the first time that a comprehensive set of supportive 
standards has been developed in New Zealand. As such they are at times aspirational in nature and aim 
to reinforce where the system needs to get to, to ensure quality care is being provided. At the end of 
each standard is expert commentary on where we hope we can move to in the near future.  At the time 
the Framework is reviewed it is envisaged that what is currently considered aspirational will have gained 
sufficient momentum that further standards can developed.  

 

Currently the national provisional tumour standards3 contain versions of the following general standards 
that relate to supportive care: 

 All patients with [specific cancer] and their family/whānau have equitable and coordinated 

access to appropriate medical, allied health and supportive care services, in accordance with 

Guidance for Improving Supportive Care for Adults with Cancer in New Zealand1. 

 Patients with [specific] cancer have access to a [specific] cancer clinical nurse specialist or other 

health professional who is a member of the MDM to help coordinate all aspects of their care.  

In addition, various services and organisations have developed standards and quality measures that 
include aspects of supportive care. This work aims to expand on these general standards to support the 
sector to develop, improve and monitor quality supportive care services specifically for cancer. 

Objective  
By developing national standards for supportive care we aim to meet the following vision: 

People affected by cancer experience an integrated and coordinated system of continued 
supportive care, overseen by an educated workforce, to ease the social consequences arising 
from their experience with cancer and to enhance their quality of life. 

 

The Standards apply to any person or organisation that provides care and services to patients with 
cancer in New Zealand.   

It is also the intention that these Standards be used to develop key performance indicators that will be 
audited and used to drive improvements in services. 

How the Standards were developed  

The need for evidence-based practice has been recognised in the development of these standards 
however it is recognised that the evidence base is variable for different components of supportive care 
as this is an emerging field. Where national or international guidelines or standards already exist they 
have been used to inform this work.  

 

Where no clear evidence is available, expert opinion has been obtained through the national informed 
project steering group, wider consultation with key supportive care cancer sector stakeholders, relevant 
professional organisations and consumers. 
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Format of the standards  

Each component is formatted as follows: 

 Title that summarises the component of supportive care on which the standards are focused 

 Person Centred Statement that describes what the person affected by cancer expects 

 Standards that identify the level of performance to be achieved 

 Definition that describes the component of supportive care 

 Rationale which explains why the standard is considered to be important  

 Good Practice Points which relate to either service/organisation or system level. Good practice 
points are either supported by the international literature, the opinion of the Steering Group or 
the consensus of feedback from consultation with New Zealand clinicians involved in providing 
supportive care to patients with cancer 

 Stakeholder Perspective  has commentary from the sector identifying developmental areas 
which may influence future standard development 

Summary of the standards  
The standards are as follows: to be added once the standards are confirmed 

Monitoring requirements  

As noted previously it is the intention that these standards be used to develop key performance 
indicators that will be audited and used to drive improvements in services.  Indicators to measure access 
to and the effectiveness of supportive care, including understanding the patient’s experience of that 
care, should be identified and included in regional and national reporting. 

 

However there are difficulties currently in measuring supportive care, including: 

 Interdependencies between the different components of supportive care when you take a 
person-centred approach means it can be difficult to identify appropriate indicators 

 Feedback from the current regional service reviews against the tumour standards has identified 
that medical record documentation relating to supportive care needs is often lacking 

 Services may not routinely seek feedback from patients on supportive care specifically  to  find 
out what their experience of the services has been  

 There are no competencies currently in place to provide baseline information on the knowledge 
and skill level of the workforce  

 NGOs and private providers may not collect ethnicity data nor report data external to their 
organisations 

 
Output measures that DHBs and NGOs can implement are as follows: 

 Evidence of supportive care needs assessments being undertaken  

 Referrals to supportive care services  

 Workforce involved in delivering supportive care services  

 Involvement of consumers and Māori in service improvement activities  

 Evidence of policies and procedures relating to supportive care  

 Evidence of the use of care plans 
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For all of these measures it is important for ethnicity data to be captured and reported to ensure equity 
issues are able to be identified and addressed.  
 
Outcome measures however can be more difficult to identify and report. The Voice of Experience Survey 
(O’Brien et al, 2009)21 service reviews against the tumour standards and evaluation against the Cancer 
Nurse Coordinator initiative, AYA service review (MOH 2013)16  and the upcoming Psychologist and 
Social Worker investment and implementation of the NZ Cancer Health information Strategy (MOH, 
2015)22 are all contributing to this knowledge base.  
 
It is proposed that when this Framework is reviewed in two years time the sector will be better 

positioned to develop and implement an outcomes framework for supportive care. 
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1. Foundation Standards 
 

This section identifies overarching standards that provide the base requirements necessary for all other 
supportive care activity to be undertaken successfully.  

 

He aha te mea nui?     What is the most important thing in the world? 
He tangata, he tangata, he tangata  It is the people, it is the people, it is the people 
 

Standard 1.1 All patients affected by cancer and their whānau have equitable and coordinated access 
to appropriate medical, allied health and supportive care services, in accordance with 
Guidance for Improving Supportive Care for Adults with Cancer in New Zealand1. 

Standard 1.2 People affected by cancer have their supportive care needs regularly assessed at each 
point in the patient pathway.  

Standard 1.3 People affected by cancer and their whānau are proactively linked to services which are 
able to support their cultural and spiritual needs, including Māori and Pacific Health 
Providers. 

Standard 1.4 Alignment between palliative care and cancer care should occur to ensure a seamless 
transition for the person affected by cancer which is supported by inter-professional 
planning and reflects palliative care as a whole system responsibility.  

Standard 1.5 Formalised agreements and processes are implemented to enable Primary, Secondary 
and Tertiary Care Services and NGOs to work collaboratively to proactively meet the 
supportive care needs of people affected by cancer. 

Standard 1.6 Communications between health care providers includes the person’s name, date of 
birth, NHI and contact details and are ideally electronic3. 

Standard 1.7 Information about supportive care assessments and interventions is documented in the 
patient’s health record. 

Standard 1.8 The person affected by cancer and their whānau are involved with treatment and care 
planning by all agencies.  

Standard 1.9 Meaningful and sustained relationships are established with iwi and mana whenua, and 
Taura Here in the area.  

Standard 1.10 The physical environment enables conversations and therapeutic interventions to be 
undertaken in a manner that meets the privacy and cultural needs of people affected by 
cancer4. 

Standard 1.11 Service delivery planning is undertaken in a co-design manner so that it is inclusive of 
people affected by cancer and the broader health and supportive care team15.  

Standard 1.12  Proposed service changes take account of the potential impact on the supportive care 
needs of people affected by cancer, with equity assessments undertaken at all stages of 
the process. 
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2. Interpersonal Communication 

 

“Take time, be good at answering questions, make the patient know you are interested in 
them and their wellbeing” (Cancer Stories Project)

 23 

Standard 2.1 Within service delivery, appropriate time is scheduled to allow for full 
discussion, with the patient and their whānau1,15,17 

Standard 2.2 Communication skills training is a core component of all healthcare 
workforce training.  

Standard 2.3 Healthcare workers involved in difficult conversations for example “breaking 
bad news” have the required experience and skills.  

Standard 2.4 Organisations have services in place to support health workers to reflect on 
situations of difficult communications (for example supervision, case review).  

Standard 2.5 Interpreter services are available and health and support workers are skilled 
in their use.  

Definition ‘Interpersonal communication is the process through which health and social 
care professionals in discussion with people with cancer and their carers 
explore issues and arrive at decisions. It is most effective when there is 
mutual understanding and respect and an awareness of the individual’s roles 
and functions’19. 

Rationale Communication has been identified as being integral in the provision of 
quality supportive care 1, 4,15,16,17,18,19,20.   People affected by cancer require 
interactions where workers engage with them as a whānau as well as one to 
one. The person being spoken to needs to feel that the health and supportive 
care worker is engaged in the process, wishes to be asked questions and will 
take time to explain things in a way that can be understood.  

A point of difficulty a person affected with cancer can have is how they are 
informed that they have cancer, that it is not responding to treatment or that 
the cancer has returned. Breaking bad news is a skill which must be obtained 
by those working in diagnostic and treatment teams. It has been shown that 
effective communication from the beginning of a person’s engagement with 
services enhances their interaction with and satisfaction of services. 

The Health and Disability Code of Rights identifies that ‘every consumer has 
the right to effective communication in a form, language and manner that 
enables the consumer to understand the information provided. Where 
necessary and reasonably practicable, this includes the right to a competent 
interpreter’ (Health and Disability Commission, 1996)24.   

Good Practice Points 

Service/Organisation 

Services need to model good communication as this has been shown to 
reflect in how health workers respond to the people they are dealing with, 
that is, ensure the organizational culture is one of respectful communication.  

An effective way to improve communication is to allow staff to have 
opportunities to reflect on situations which have been difficult and which 
have either gone well or haven’t, to enable them to improve their 
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communication skills.  

Service development needs to factor in time for meaningful dialogue 
between the person affected by cancer and their treatment team.  

Support training for health workers in cultural competency to increase their 
communication skills.  

Ensure health workers have knowledge in cultural protocols of 
communication and engagement. 

Services ensure that methods of communicating e.g. via text, email, phone 
and face to face are appropriate and don’t increase potential inequities.  

Communication styles need to be adapted to the age and developmental 
understanding of a person affected by cancer with consideration of which 
methods are most appropriate.  

Interactions need to be respectful of additional challenges that a person may 
face such as hearing loss or English as a second language.   

Services should support and encourage ongoing training for senior staff to 
maintain their communication skills, including advanced training for staff 
involved in having difficult conversations.  

Sufficient notice of upcoming appointments is required to enable people 
affected by cancer to   have support people to attend appointments. 

Organisations should have in place approaches to ensure the breaking of bad 
news is handled well, including: 

 Before the person and their whānau attend the appointment ensure 
all information is present 

 A change in status should not be given over the phone unless agreed 
prior  

 Consideration as to who is invited to the meeting 

 Attendance of other professionals who the person affected by cancer 
considers supportive 

 With permission, whānau are informed of the change and agree with 
the person who they would like to contact them next and when  

Good Practice Points 

System 

Communications training is included as a core component of all health work 
force training programmes. 

Advanced communication training programmes are developed and 
promoted. 
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A Stakeholder Perspective 

The person diagnosed with cancer or any life-threatening disease is vulnerable not only to the disease 
itself, but also the fear of the unknown. They need: 

 Clear and simple communication with the person and their whānau which includes advice about 
the disease; the proposed approach to treatment and care of the person; the use of a care plan; 
and what opportunities exist for the whānau to contribute to the care 

 A responsive workforce available any time of the day or night, every day of the week to provide 
appropriate advice and support that treats the person who is dying and their whānau with 
compassion and empathy within appropriate cultural and spiritual aspects.  The workforce is fully 
trained in all aspects of care and is accessible and available for advice and the delivery of care 
and treatment for the person. 

 
Bob Fox – Palliative Care Council and Consumer 
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3. Information Support 
 

“I’m given the right information, at the right time and in a way that meets my needs” 

 

Standard 3.1 Information resources are evidence based, developed in a collaborative 
manner, fit for the NZ context and are provided at no cost to the person 
affected by cancer. 

Standard 3.2 Information resources and services are relevant (in their content, format 
and dissemination channels) to the needs of Māori, Pacific and culturally 
and linguistically diverse groups1, 15.    

Standard 3.3 Involvement of consumers and subject experts is actively sought in the 
design, development and evaluation of cancer information resources15.  

Definition “Information resources may be produced in any medium and may benefit 
either people with cancer or carers. They may include content specific to 
either the disease state itself, a particular manifestation or stage of the 
disease, various treatment, or support and rehabilitation options”1.  

Rationale  It is vital that people affected by cancer receive information that enables 
them to make informed decisions along the cancer pathway1, 17. It is also 
understood that when receiving bad news that people are not always able 
to process large amounts of information1, 18, 19. This means information 
needs to be repeated at different times and be supported by 
compassionate communication. 

People understand information in different ways so different methods of 
communicating information are needed.  Particular consideration must be 
given when developing information that is aimed at adolescents, young 
adults and children, to format and information media (app based, on line, 
imagery, tone).  

In the current era of easy access to large amounts of information it is 
important that people affected by cancer are directed to information that 
is evidenced based and appropriate to their situation.  

The involvement of consumers in the development of information 
resources is vital to ensure the information is developed in a way that is 
appropriate to the audience..  

Good Practice Points 

Service/Organisation 

Services will utilise information resources which have been evaluated 
against quality standards  

Information is available which is suitable for all age and developmental 
stages.  

Information needs to be in non technical language and available where 
possible in different languages.  

Areas for displaying information resources are accessible and the 
information is continually reviewed and updated.  

People are provided with accurate and clear information about services 
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available to them in a timely fashion e.g. eligibility for travel and 
accommodation assistance.  

The setting for information giving which is private and comfortable for 
people affected by cancer to ask questions about the information they are 
receiving.   

Information which is sourced from outside of the service, organisation or 
country is reviewed before it is used to ensure the content and language is 
appropriate for the NZ context and adapted as required. 

Health and supportive care workers need to be aware of what resources 
exist in the online community and be able to direct people affected by 
cancer to appropriate sources. 

The use of patient held diaries is encouraged and engaged with by the 
workforce.  

Organisations up skill their workforce so they are informed about 
alternative, complementary and traditional treatment and are able to 
engage in with the person affected by cancer about their choices1,15.   

Organisations should have a designated position/role that organises and 
maintains information and liaises with NGOs about provision of resources.  

To achieve consistency, when information changes all levels of staff and 
other community agencies need to be informed.   

Resources are developed with Māori so they are appealing to Māori in 
terms of imagery and content1, 15.   

Resources take into account the variety of cultural contexts they need to 
be used in and how they might be received1, 15, 17.   

Good Practice Points 

System 

There is systematic management to monitor and address gaps, overlaps 
and inconsistencies in the range of information resources and services 
available 1, 15.   
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A Stakeholder Perspective  

Using Smart Phones, laptops, tablets, and desktop computers is becoming an enabler to better 
health care through access to health details.  The National Health IT Board has priority areas in its 
current plan that supports New Zealanders accessing their personal health information 
electronically, and also promotes the development of shared care records. 

Giving patients’ real time access to their own health information, and access to who is in their care 
team, empowers them to be active participants in their health and wellbeing.  It allows them to 
share their health information with whom they want, when they want.   

Access to Smartphones and tablets is wide spread and acknowledged as one of the enablers to 
supporting the health of young people and those with long term conditions.  The cost barrier is 
rapidly reducing and the capability to share information through a hand held device has the ability 
to change the way health is delivered within New Zealand.  However we must be cautious that in 
accepting new technology we do not do so to the detriment of those who cannot or chose not, use 
it. 

We continue to be excited with the developments that are happening within this area as they are 
positive signs that consumers can and will become partners in their health care. 

Stephanie Fletcher – Chair, National Health IT Board Consumer Panel 
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4.  Social Support 

 

“People involved in my care help me to think about what I might need and how to 
better cope with what’s happening” 

 

Standard 4.1 The social support needs of people affected by cancer is proactively 
considered and addressed continuously throughout their care. 
1,4,15,16,17,18,19,20.  

Standard 4.2 All health and supportive care workers participate in education and 
training programmes to increase their awareness and understanding of 
the impact of social needs on the person affected by cancer and their 
whānau1, 4, 15,17,18,19.  

Standard 4.3 An integrated and coordinated system of continued social support 
provides timely, accessible services that meet the needs of the full range 
of populations17.  

Standard 4.4 Processes are implemented to enable active identification of populations 
which are more vulnerable within the cancer pathway.  

Standard 4.5 Health and supportive care workers proactively use evidence based tools 
or screening methods to assist in identifying and clarifying social needs 
from a holistic perspective1, 4, 15,17,18,19. 

Definition “Social Support encompassed those services that enable people affected 
by cancer to adjust to and cope with personal, domestic and financial 
challenges to their everyday lives resulting from cancer1”.  

Rationale People affected by cancer can find that many aspects of their lives are 
affected and changed by cancer.   

Awareness of all staff involved in cancer services to social needs will 
improve the likelihood of these needs being meet in a timely and 
responsive manner thereby preventing an increase in impact and a crisis 
response1, 4, 15,17,18,19.    

For people whose lives already have social challenges or existing stressors, 
whether at an individual level or within their whānau, the addition of 
going through a cancer journey can stretch resources even further. 
Supporting patients to manage the impact of cancer on social factors can 
be undertaken in a way that strengthens an individual and their whānau’s 
resilience, increases their health literacy and enables them learn self 
management skills in other areas of their life. Navigators and social care 
agencies may already be supporting these whānau and provide a key role 
in supporting them to manage the challenge that cancer brings.  

Information, social care and support are requirements change dependent 
on phase, impact and outcome of treatment. 

 Person-centered care requires people’s individuality to be respected and 
their life choices valued in a way which means they are not marginalised 
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during their care.  

Many agencies contribute to addressing social needs. Whānau Ora 
supports the concept that best health is achieved by inter-sectoral 
organisations working collaboratively to address all determinants of 
health including social factors. The services offered by cancer NGO’s and 
social care agencies provide a valuable role in supporting the person 
affected by cancer.  

Social care is a clinical consideration - the two cannot be separated when 
considering planning and treatment. 

Good Practice Points 

Service/Organisation 

Attendance and engagement in interdisciplinary meetings is expected 
from all members of the health care team to ensure quality care.  

Referral pathways are well established and utilised to maximise the 
support needed by the person affected by cancer from their communities.  

Referrals to social support services are undertaken with consent of the 
person.  

Information relating to the assessment and interventions related to  
supportive care is recorded in the patient’s medical record and is 
accessible to all members of the care team 

Health and support workers require knowledge about what services are 
able to offer to ensure that referrals are appropriate. The environment 
provides space for social care professionals to speak with people affected 
by cancer in private.  

Organisations need to model that they recognise and value social care 
input in patient care  

Respectful language must always be used when describing people with 
social care needs /additional difficulties so not to increase stigma.  

The National Travel and Assistance Policy is fully utilised to promote 
equity of access wherever possible. Its utilisation includes supporting the 
needs of the person with cancer in respect to the need for a support 
person to be with them. 

Good Practice Points 

System 

Planning for service changes takes into account the potential impact on 
the supportive care needs for people affected by cancer  

Investment in social care for patients affected by cancer is prioritised. 

Research is undertaken to identify effective social support services, 
interventions and measures to support those affected with cancer 1, 15.  

The development of NZ based tools for assessment is promoted to ensure 
the assessment itself does not create an inequity1, 15.   
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A Stakeholder Perspective 

It is imperative that the impact of a cancer diagnosis is considered within the context of 
people’s lives.  A diagnosis of any sort means that people are required to contend with new 
challenges in addition to the challenges and strengths that already exist in their lives. The 
interdisciplinary cancer team need to be able to identify and assess social needs and be able to 
recognise the social roles that people occupy. This requires health professionals to 
acknowledge the distress that ill-health can create, and refer Whānau to specialist social care 
professionals when required.  

The team need to be part of a plan which addresses these needs, and be knowledgeable about 
local and national social services and providers beyond health care. Assisting people socially 
requires practical assistance, emotional support and the ability to navigate complex systems 
and agencies. The social impact of cancer may not follow the same patterns or timetable as the 
physical impact of cancer or its treatment, and it is important to acknowledge that the social 
effects may occur after treatment has been completed, and may occur independently of their 
disease process or prognosis. 

Organisations in the non-governmental sector provide significant services to patients and 
Whānau  and it is particularly important to acknowledge the contribution that they make to 
the social wellbeing of patients and Whānau  who are affected by cancer. 

 

Clare Greensmith –Ministry of Health Lead , Cancer Psychology and Social Support 
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5. Psychological Support 

 

“Seek help with accepting your diagnosis and then seek help if you’re feeling down….” (Cancer 

Stories Project)
 23 

 

Standard 5.1 The psychological wellbeing of people affected by cancer is proactively 
considered and addressed at each   continuously throughout their care1, 

4,15,16,17,18,19,20.  

Standard 5.2 All workers participate in education and training programs to increase 
their awareness and understanding of the psychological impact on the 
person affected by cancer and their whānau1, 4,15,17,18. 

Standard 5.3 Staff providing advanced psychological interventions are qualified to do so 
and provided with further training to enhance these skills for the cancer 
context1,15,17,19.  

Definition “At the broadest level, psychological services involve those services 
concerned with attending to how people think, act, react and interact1”.  

Psychological standards apply in differing levels for those who provide 
emotional support through to more structured therapeutic interventions 
such as those delivered by Social Workers, Counsellors, Psychologists and 
Psychiatrists17, 18,19. Within the requirements for therapeutic intervention 
there are further specialties which require standards of their own. These 
standards seek to support access to these specialist services rather than 
define what form these services should take. 

Rationale People are affected by cancer in an emotional as well as physical way. 
Studies have shown that within the treatment population the level of 
distress which requires intervention is between 30 to 60 percent19.  It is 
recognised that those supporting the person with cancer may also be 
emotionally affected and may have significant psychological needs1.   

Research has identified various points of screening or assessment linked 
with the patient moving through treatment stages, or at specific points in 
the cancer pathway. What is recognised from the workforce involved in 
this work is that assessment for psychological need has a place 
throughout the cancer continuum in a systematic fashion but also should 
be responded to when there is evidence of need.  

Psychological issues which arise can have an impact on the person’s 
engagement with their treatment, the side effects they experience and 
their recovery. Issues can vary widely from those requiring specialist 
interventions via psychology or psychiatry to a time limited adjustment 
reaction which requires the less specialist intervention.  It is important for 
people affected by cancer and the workforce involved in their care that 
there are processes in place to access this specialist help when needed 
but also that all staff have skills to screen for the emotional impact of 
having cancer.  

It is accepted practice internationally that cancer treatment centres have 
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a screening system in place for distress. Studies have shown that staff 
cannot always accurately gauge how much distress a person is 
experiencing or what is causing that distress.  Screening is a process which 
is undertaken on every person with cancer and is a process of identifying 
potential issues. Assessment is a more in-depth conversation with the 
person affected by cancer to understand their ongoing needs. This means 
that the role of all staff is to screen for the need for intervention and for 
some staff their roles are to assess.  

Good Practice Points 

Service/Organisation 

Services utilise a well developed algorithm defining the referral pathway a 
person is guided down if and when psychological care concerns are 
identified. A referral model based on a tiered level of specialist service 
need is developed for each treatment service1, 4,15,17,18.  

Links between services are clear and agreed so that those affected by 
cancer have access to psychological services appropriate to their needs1, 15, 

17, 18.   

Service design incorporates the principles of Whānau Ora ensuring that an 
inter-sectoral approach for service provision is utilised. 

Services employ health practitioners with the requisite skills and 
qualifications to meet the psychological needs of people affected by 
cancer1, 15, 17, 19.  

All staff are provided with debrief opportunities after a particularly 
difficult or distressing intervention. 

Within primary health the use of the Kessler 10 is recommended and 
should be understood by secondary/tertiary services to allow transfer of 
information regarding anxiety and depression which may be present pre-
morbidly at high suspicion.   

http://www.bpac.org.nz/BPJ/2009/adultdep/assessment.aspx 

https://www.tac.vic.gov.au/files-to-move/media/upload/k10_english.pdf 

Organisations implementing distress screening need to consider the 
following: 

 Whole service education and service development to occur if 
screening tools are to be implemented to ensure a readiness to 
respond to referral. 

 Communication skills need to be part of a distress screening 
package as a conversation is the best method to capture the 
information around someone’s mood, coping and distress levels17  

 Monitoring of use and barriers to use of screening  tools need to 
be identified 

 Only tools which have been adapted to and validated in the New 
Zealand context should be used to contribute to Māori Health 
gains. To date the Distress Thermometer is an accepted screening 
tool and one for which there has been New Zealand adaptation 
and validation.  

https://webmail.midcentraldhb.govt.nz/owa/redir.aspx?C=7aaoiJnGQU2vztUMYPO0pjKcF4X6ldII4I7y-VC56C5yaKsOWLxj9_m96_lhukKSXSFcU4-VkB8.&URL=http%3a%2f%2fwww.bpac.org.nz%2fBPJ%2f2009%2fadultdep%2fassessment.aspx
https://webmail.midcentraldhb.govt.nz/owa/redir.aspx?C=7aaoiJnGQU2vztUMYPO0pjKcF4X6ldII4I7y-VC56C5yaKsOWLxj9_m96_lhukKSXSFcU4-VkB8.&URL=https%3a%2f%2fwww.tac.vic.gov.au%2ffiles-to-move%2fmedia%2fupload%2fk10_english.pdf
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Good Practice Points 

System 

Investment in psychological care services for people affected by cancer is 
prioritised. 

Research is undertaken to identify effective psychological services, 
interventions and measures that support those affected with cancer15.  

The development of NZ based tools for screening and assessment is 
promoted to ensure the tool itself does not create a inequity1,15.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

A Stakeholder Perspective 

Screening for distress has become a common topic of publication and point of discussion. 
The aim is to correctly identifying people who are distressed, why they are distressed and 
what is the most appropriate means of responding to this. Research has shown that health 
professionals in normal practice are not good at identifying patients with anxiety and 
depression and this has led to many advocating for the routine screening for distress using 
a standardised instrument (Fallowfield, Ratcliffe, Jenkins, & Saul, 2001; Mitchell & 
Kakkadasam, 2011; Mitchell, Vaze, & Rao, 200925 - 28). However, there are a number of 
problems with this which need to be worked through. Very little research has actually been 
performed looking at the effectiveness of distress screening in reducing distress. While is 
seems logical that screening for distress will be beneficial for patients the research on this is 
actually unclear (Meijer et al., 2013)26. More work is needed in this area to understand 
what the key factors are and how best to improve outcomes for people who are distressed. 

Another issue is that some do not feel confident identifying distress and worry that they 
have no way to address distress when it is identified. To help with this, work is underway on 
a resource which will assist health professionals in how best to address the identified cause 
of the distress. Training to increase people’s confidence in this area would also be 
beneficial. 

Identifying more distress has significant resource implications. Even with the recent 
investment in this area will not be enough to meet the need if routine screening is 
implemented. This emphasises the need to accurately identify the level and source of 
distress so that limited resources can be best allocated. It is important to recognise that not 
all distress is due to psychosocial causes and so the means of reducing the distress may 
come from other professionals. It may be that at first step in New Zealand is not to 
implement routine screening but to equip people to perform an accurate brief assessment 
of distress when it is identified and to decide on what is the appropriate response to what 
is identified. 

 

Dr Don Baken – Psychologist, Massey Cancer Psychology Services 
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6.  Care and Support Coordination 
 

“Tell us how people can ask questions after their appointment”  

(Cancer Stories Project)
 23

 

 

Standard 6.1 

 

People affected with cancer have access to an appropriate health and 
supportive care provider(s) to coordinate their care and documentation 
clearly indentifies who is the identified contact(s). 

Standard 6.2 All health care plans identify what supportive care needs exist for the 
person affected by cancer and how they will be addressed.   

Definition “Care and support co-ordination refers to a comprehensive approach that 
seeks to achieve continuity of care and support, drawing on a variety of 
strategies that strive for the delivery of responsive, timely and seamless 
care across a person’s cancer service pathway”1. 

Rationale Services to people affected by cancer are provided by many disciplines and 
types of organisations5.  The person affected by cancer may have complex 
needs throughout their pathway which requires the collaboration and 
coordination of responses to these needs 1, 15.    

Recognition of the value that all services bring is best supported by 
collaborative care models which incorporate input from a variety of health 
and supportive care workers in a way that is understood and clear to the 
person affected by cancer. This cannot be assumed to be occurring but 
needs direct intervention and attention to ensure organisations are 
working together effectively.  It is well recognised that continuity of care 
across providers depends on communication and sharing of information so 
that the person affected by cancer can be supported in a timely and 
consistent way.   

Care and support coordination is a shared responsibility for the workforce, 
service and system. For the person affected by cancer the key is that they 
know who to contact and how, at any point within their cancer journey.  

Good Practice Points 

Service /Organisation 

Promote the use of information systems/mechanisms which support the 
combination of biomedical, psychological, cultural and social care17.  

Supportive Care is integrated within clinical pathways such as Map of 
Medicine and Health Pathways.  

People affected by cancer have access to appropriately skilled supportive 
care services at point of need.  

In both policy formation and practice, palliative care is recognised as an 
essential component of care and support coordination for people. 

Palliative care provision reflects the interdisciplinary skills, communication 
and understanding of the roles required to deliver a comprehensive 
service20. 

Services actively take steps to ensure they are working together rather 
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than working in silos. 

Administration processes and IT support have a role in supporting care 
coordination.  

Health and supportive care workers communicate with people affected by 
cancer to develop a plan that identifies how their goals of care including 
how functionality, wellbeing and whānau stability are to be addressed.  

The process for transferring care between services is clear and transparent 
accompanied by appropriate documentation.  

Good Practice Points 

System 

Supportive Care providers establish healthy networks which model 
collaborative practice to support the person affected by cancer. 

 

 

 

 

 

 

 

 

A Stakeholder Perspective 

A diagnosis and treatment for cancer is stressful, often requiring patients and 
Whānau  to access care from a number of different treatment and service 
providers.   In New Zealand all health professionals play an important role in 
assisting patients to navigate the often complex health care system, supporting 
access to quality care in a timely way.  A few health professionals such as cancer 
nurse coordinators and Māori navigators provide specialist patient coordination 
services, which focus on supporting patients who are most likely to experience 
gaps or barriers to care and link them to established treatment and support 
services. 

Effective cancer care coordination supports a person centred, assessment based, 
interdisciplinary approach to integrating health care and support services where an 
individual’s needs and preferences are assessed, a comprehensive care plan is 
developed and outcomes are monitored (National Coalition on Care Coordination, 
2011).  To achieve this health professionals working in cancer care require ongoing 
education and training focusing on competencies that support care coordination, 
such as assessing and screening for clinical and supportive care needs, facilitating 
self-care and supporting effective communication across multidisciplinary teams.  
At a system and service level further development is required to build 
infrastructure that promotes complex care coordination, such information 
technology that support transition of the patient across services and transparency 
of patient assessment and care plans.  

 

Natalie James, Ministry of Health Lead, Cancer Nurse Coordinators 
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7.   Whānau Support and Involvement 
 

“Close family support is very important – whānau and aroha”  

(Cancer Stories Project)
 23

 

 

Standard 7.1  A culture of whānau inclusion in decision making is embedded in all 
services and organisations that provide supportive care to people affected 
by cancer. 

Standard 7.2 Services provide training to the health and supportive care workforce to 
implement Whānau  related policy and  undertake effective whānau 
engagement 

Definition Whānau refer to both descent-based whānau, and whānau who come 
together for a common purpose. Metge defines the two kinds of whānau 
as whakapapa-based whānau and kaupapa-based whānau.  This 
acknowledges that for people their whānau can be both their family of 
descent as well as those people they define as important, who make up 
their support network.  

Statistice New Zealand led by Te Atawhai Tibble (Ngati Porou)30 “adopts a 
model that considers both whakapapa and kaupapa whānau valid and 
leaves it to the individual to define their own whānau20”. Kaupapa-based-
whānau can for the person affected by cancer, be their work colleagues, 
social or sports group, or for some, those who support them from 
agencies. For others this network is combined with their whakapapa 
whānau who again by some is defined as the nuclear family and for others 
the extended family.  The key feature is that the person affected by cancer 
considers them their whānau.  

 

Rationale In line with a holistic understanding of health is an understanding that we 
are supporting the whānau regardless of who has the cancer diagnosis. 
Healthy families (Whānau Ora) is a key factor in creating healthy 
individuals both in terms of lifestyle support as well as care giving 
responsibilities. Whānau commitments can impede engagement and need 
to be addressed in order to minimize distress. Assumptions around the 
level of whānau support should not be based on cultural stereotyping but 
rather an open minded enquiry into the persons support network.  

Clear understanding of any custodial issues and parental responsibilities 
need to be documented where appropriate.  Consideration of the 
provision of resources which fit the context and age of the children 
involved is needed.  Staff need to have a understanding of whānau based 
policies such as Enduring Powers of Attorney (EPOA) and Advanced Care 
Planning (ACP). Assisting with anticipatory guidance around whānau 
issues can be beneficial for the person affected by cancer and staff 
especially in times of unplanned admission.  
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Research has also begun to indicate that at times it can be the partner or 
main caregiver whose needs are not recognised and these needs may be 
significant.  This includes those who are in relationships with young 
people who have cancer and the needs of this group require ongoing 
consideration and input. 

Whānau make up a large portion of our unpaid care giving workforce and 
require input as part of the support network. With societal shifts meaning 
the whānau network can be geographically spread, consideration needs to 
be given to new methods of engagement for information giving and 
support.   

Good Practice Points 

Service/Organisation 

Work needs to be undertaken by the organisation to ensure a standard of 
practice is followed regarding whānau meetings including the facilitation 
of and recording of outcomes.  

The workforce treats every health encounter as an opportunity to 
improve overall whānau health.  

Systems are in place which proactively addresses issues that arise 
regarding family violence and an awareness of the organisation’s policies 
and procedures for response, if required, is promoted.    

Policies around death and dying should be reflective of Tikanga practices 
and the inclusion of whānau in decision making and service provision. 

Polices need to reflect that information is shared, with consent, with 
whānau in a way that they can also understand and be supported to help 
with decision making.  

Elderly couples in particular need to be assessed in terms of their 
dependence on each other and systems need to be in place to identify and 
respond to this population proactively.    

Adolescents and young adults need to be considered in light of their age 
and development to ensure that their whānau involvement is in line with 
their wishes.  

Good Practice Points 

System 

Include Whānau Ora concepts in supportive care service policy 
development and research. 
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A Stakeholder Perspective 
 

The pressures that cancer exert on whanau influence the manner in which 
whanau members share cancer information including their awareness of a 
cancer diagnosis, who has had cancer and who is best placed to provide careand support, 
often from within the whanau.   The cancer experience of whanau members influences how 
they respond to cancer, from pre-diagnosis to palliative care, and this experience is too 
often influenced by a shared history of poor outcomes and poor experiences.  Care and 
support for whanau relies on whanau and family knowing what services they require, who 
will provide these services and where appropriate services are located.   

Provided by multiple agencies, support and care for whanau affected by cancer endeavours 
to take into account the situation of whanau affected cancer learnt from the experience of 
its providers in order to accommodate the needs of whanau.  In the future support and 
care will fit seamlessly with the needs of whanau and enable whanau to empower support 
and care through the incorporation of whanaungatanga as a natural component of support 
and care. 
 

John Waldon, Researcher 
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8.  Wairua and Spirituality  

 

“It was probably that type of healing, the wairua, that I didn’t realise I needed.”  

(Cancer Stories Project)
22

 

 

Standard 8.1 The spiritual needs of people affected by cancer is proactively considered 
and addressed along the journey or at each intervention point1, 

4,15,16,17,18,19,20.  

Standard 8.2 Systems are in place to ensure people affected by cancer and their 
whānau are fully informed of their right to be cared for in a manner which 
is in agreement with their spiritual beliefs.   

Definition Wairua is a Māori concept which recognises the spiritual essence of a 
person and their life force. This determines us as individuals and as a 
collective, who and what we are, where we have come from and where 
we are going. The capacity for faith and wider communication. 

Spirituality means different things to different people. It may include (a 
search for): one’s ultimate beliefs and values; a sense of meaning and 
purpose in life; a sense of connectedness; identity and awareness; and for 
some people, religion12.  

Rationale Increasingly wairua and spirituality is being recognised by the health 
sector as an important facet of a person’s wellbeing that is needed to be 
understood.  Spirituality is not just about religion. People with cancer have 
their sense of meaning, identity and sometimes faith challenged. 

“There is however, strong evidence that if the human elements of 
compassion and hope, understanding and relationship between carer and 
cared for are ignored, then we are forgetting and losing a crucial element 
of the healing process” (NHS, 2009) 32.  Health and supportive care 
workers acknowledgement of a spiritually based issue/need for the 
person affected by cancer and attention to the existential questions has 
been shown to improve overall health both mental and physical. “Patients 
and physicians have begun to realise the value of elements such as faith, 
hope and compassion in the healing process”” (NHS, 2009)32 

The spiritual care needs of the workforce are also important as they are 
integral to maintaining a sense of compassion and hope.  A patient’s 
death in particular needs be acknowledged within a workplace and can 
affect staff in a variety of ways. While it is an expected event in health 
care it can have a cumulative effect on the workforce.  A workforce who 
pays attention to their own sense of compassion, hope and meaning will 
be a more responsive workforce to these issues and deliver more 
responsive care.    
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Good Practice Points 

Service/Organisation 

There is an organisational approach to how spiritual care need is 
identified and there is a referral pathway to how this need will be 
addressed.  

Health and supportive care workers are encouraged to participate in 
spiritual awareness education.  

A level of cultural competency within the health workforce is maintained 
to ensure they are able to integrate the spiritual beliefs of Māori into care 
and are aware of where to access additional support. 

In order to facilitate the broader needs of people in terms of spirituality, 
expertise from nga hahi Maori (Maori churches) should be identified and 
made available 

There is the provision of spiritual enhancing spaces within the buildings of 
the organization, including designated space for contemplation and 
reflection from a religious or spiritual stance. 

Spaces and time for reflection will increase the health and wellbeing of 
the workforce as well as that of the person affected by cancer. 

People affected by cancer should be asked about their spiritual care needs 
and guided to the appropriate services.  

Policies and procedures for cultural safety in relation to Tikanga practices 
are in place, for example the use of karakia before procedures or 
meetings.  

People affected by cancer should be able to seek support from own 
spiritual advisor as well as the support offered by the pastoral care 
services.  

Good Practice Points 

System 

Spiritual support services are included in relevant healthcare contracts 
and service specifications. 

Research is undertaken to identify effective spiritual support services, 
interventions and measures that support those affected with cancer, 
including Māori1, 15.  
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A Stakeholder Perspective 

 

Spirituality in healthcare is slowly re-emerging.  Internationally there is developing evidence that 

attending to spiritual needs is important in both a discrete and connected manner.  That is, spiritual 

needs are an important aspect of being human and are often deeply impacted by a cancer diagnosis, 

therefore need attention in a holistic healthcare approach.  Further attending to spiritual need impacts 

on other dimensions of well-being, for example physical outcomes41.  

There are still contested areas in this field, but this is not unusual in medical and health care research 

generally.  In New Zealand it makes good sense to use the language of spirituality, spiritual needs and 

care, as it fits well with many of our health models, indigenous and other ethnic approaches42, 43.  

Regarding spiritual care, it is important not to be reductionist.  We take spirituality out of the whole to 

understand it, develop research, evidence and approaches, but must not forget the artificial separation 

of these dimensions.  How a person's spirituality is constructed and nurtured within the context of their 

whole life matters just as much as the constituent parts. 

The challenge ahead is integrating explicit spiritual care into our health system in ethical, inclusive and 

appropriate ways. All healthcare professionals implicitly impact on the spiritual well-being of those in 

their care. But implicit care likely misses explicit spiritual needs.  Part of this challenge is to see beyond 

religious spirituality (less than 20% of us), to the spiritualties of the majority of New Zealanders.  

Further, as healthcare professionals, our own spirituality needs to be explicitly considered, as we all fit 

onto the continuum between secular or atheist spirituality through to religious spirituality.  From 

personal reflection and understanding, the next challenge is working in a system or framework that has 

not traditionally made space for spiritual care (by and large). Therefore policies, guidelines and 

standards, such as those here in, give direction to practice. Finally and most importantly for patients 

and their family members, is the actual care that includes assessing and attending to spiritual needs in a 

patient-led ethical approaches, with systems that allow for the recording and ongoing considerations of 

such needs. 

  

Dr Richard Egan, PhD DPH(Otago) BA(Hons) MPhil(Massey) DipTchg(Wgtn) 
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9. Living with and beyond cancer 

 

“I’m now living with a different person. I’m not the person I was. My body is not the body it 
was….” (Cancer Stories Project)

 23
 

 

Standard 9.1 

 

 

People affected by cancer moving from intervention into follow up have a 
planned approach to their continued medical and supportive care needs 
which is clearly documented, reviewed regularly and understood by the 
person and their whānau1, 15, 17, 18.   

Standard 9.2 

 

The follow-up care plan is communicated to Primary Care and other 
community-based care providers. 

Standard 9.3 

 

All patients are assessed for their rehabilitative needs and referred 
appropriately, irrespective of the patient’s age. 

Definition The terminology ‘living with and beyond cancer’ used in the Framework 
reflects recognised survivorship and rehabilitation concepts.  Rehabilitative 
Support following the treatment of cancer attempts to maximize the 
ability of those who have been treated for cancer to function as fully as 
possible in their everyday life; promote independence, dignity and quality 
of life; and generally assist them to adapt to living with cancer long term1. 

Survivorship refers to the period of time extending from the time of 
diagnosis through to death. The period is divided into acute, extended and 
permanent phases1. 

Rationale Living with and beyond cancer identifies the ever increasing need to 
ensure people are being assisted with next steps and direction once active 
treatment is completed. Evidence shows that many people affected by 
cancer have unmet needs at the end of active treatment or struggle with 
consequences of treatment that need to be managed. More people are 
living longer with cancer and it is now considered a chronic disease.  The 
impacts of increasing treatment options and the disease process itself will 
result in new challenges for people affected by cancer and the system. 
Inter-professional involvement is important as treatment ends to 
maximize the person’s return to functioning or managing with new 
limitations.   

All people affected by cancer have a need for their physical and 
psychological and social care effects to be recognised and responded to 
regardless of age17. Within this area there are differences in how children 
with cancer are supported and an acknowledged set of services and input 
(Late Effects Assessment Programme).  Similar services are required for 
adolescents and young adults who receive treatment through the adult 
cancer service, and do not have access to the LEAP programme, this is an 
area that needs addressing  
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This is an emerging space in NZ and as such these standards do not seek 
to cover all aspects which need to be considered, acknowledging this is 
work that needs more considered attention33.  

People’s needs in survivorship are as unique as they are in treatment so 
solutions need to be as flexible as possible. 

Good Practice Points 

Service/Organisation 

When discussing treatment options which may have long term quality of 
life impacts, these potential impacts are explained to assist with decision 
making.  

Planning for service delivery includes post treatment provision and clinical 
reasoning for follow up processes18.   

Transfer of care service plans are evident and audited for consistency17, 18.  

Services and health professionals utilise patient contacts to promote 
secondary prevention strategies, that is, healthy choices.  

Organisations consider the work undertaken already within the LEAP 
programme for children as a valuable resource to inform service 
development for adults, in particular the adolescent and young adult 
population.   

A response to survivorship issues is based within the community and 
primary setting where possible to support the person’s return to 
community services.   

Health services which focus on rehabilitation should be utilised at the 
earliest opportunity to maximize the physical improvements a person can 
make post treatment. Rehabilitation still has a role even when prognosis is 
non curative as this period of time can extend for a number of years.  

Good Practice Points 

System 

Chronic care modelling should be utilised to inform developments in 
survivorship practice and service design. 

Transfer of care to primary care is evident in all pathway and service 
development  
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A Stakeholder Perspective 
 

The needs of someone living with and beyond cancer is as unique to the person as those during 
intervention. How cancer has impacted on someone and their whanau can be different and 
influenced by such a differing set of factors that the most important response from services is to 
acknowledge that difference and respond accordingly.  Children who have a cancer diagnosis 
have a robust system of follow up which is long lasting and long reaching and automatically 
considers the psychological needs of the child.  Support from the NGO sector for caregivers and 
siblings is invaluable in ensuring their need for ongoing support as tertiary services reduce. The 
LEAP programme provides the adult services with a challenge that despite the bigger numbers all 
people affected by cancer should receive this kind of robust service.  

For adolescents and young adults the services depend on which part of the system has treated 
them and here the ongoing support from Canteen provides a vital transition.  For adults in 
general the planning for support post treatment, whatever that may be, is as varied as the 
services involved in treating them for cancer.  The NGO sector continues to grow in this area, 
services such as Kia ora e te Iwi from the Cancer Society provide an example of how these 
agencies can support people going forward and together with primary health, need to be part of 
a person’s return to the community they live in.  

When we look to the future we see an international response which acknowledges these 
differences and proposes a set of pathways which correlates to the needs of the person.  It 
recommends that people are seen by an inter professional team to ensure an Allied Health 
response to these needs.  This acknowledges that an Allied Health team may be able to offer 
assistance and solutions on how to manage going forward.  We need to ensure that the services 
that can help people are offered at the right time in their journey to minimise the physical 
impact of cancer as much as possible and this is where Allied Health and Rehabilitation services 
need to be considered promptly and with clear goals in mind.  Living with and beyond cancer is 
in its infancy in New Zealand and we look forward to addressing the system changes needed in a 
way which acknowledges each person’s unique experience.  

 

Sue Wragg, Regional Oncology Social Work Director, Central Cancer Network 
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WORKFORCE  SUSTAINABILITY 
This section provides information on workforce competencies and how to care for the workforce to 
support workforce sustainability. 

 

Workforce Competencies 
Workforce competencies provide the health and supportive care workforce with information on the 

skills and knowledge required to provide optimum supportive care for people affected by cancer. 

Competencies are commonly regarded as a way of assessing the “combination of skills, knowledge, 

values and abilities that underpin effective practice” (MOH, 2014)34 

 

 The value of having an agreed set of competencies is multifaceted, including; 

 People affected by cancer can have confidence in those caring for them 

 Gaps in learning for health care workers can be identified and addressed within professional 

development plans 

 Health and supportive care workers can use them when orientating to new services 

 The recruitment process can be supported by having clear competencies included in position 

descriptions 

 Providing a focus for the development of new educational and training programmes 

 

For the health and supportive care workforce many people may already be very skilled in aspects of care 

and intervention. They may also already meet the competency requirements they need to meet for 

registration purposes.  
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The model presented in the diagram below describes the varying practice interventions of the workforce 
in providing supportive care. In applying this model, all health and supportive care workers, regardless 
of practice setting, are likely to have contact with people affected by cancer and will therefore require 
some level of capability in  supportive care screening and assessment. Some will, however, require 
specialised and advanced competencies in cancer control, as their practice needs them to respond to 
the particular health and support needs of people affected by cancer. The knowledge and skill set for 
this group is an emerging space in the NZ context.  

 
 

 
 
 
Within the New Zealand context there are important areas of work which complement the 
competencies for the workforce including: 

 

  The Health Practitioners Competence Assurance Act 2003 which provides a framework for the 
regulation of health practitioners in order to protect the public where there is a risk of harm 
from professional practice.  Within this many of the workforce involved in supportive care are 
required to meet core competencies set down by their professional bodies such as the Medical 
Council, Nursing Council and other professional organisations.  
 

 The Social Workers Registration Act 2003 which apply to all Social Workers including those 
working in health. Social Workers must maintain their professional development and meet the 
competencies outlined within the Act.  

 

Within cancer services specific competencies for the workforce are a developing area and will be 

influenced by many key pieces of work including.  

 

http://www.health.govt.nz/our-work/regulation-health-and-disability-system/health-practitioners-competence-assurance-act/responsible-authorities-under-act
http://www.bing.com/search?q=the+social+workers+registration+act+2003&src=IE-TopResult&FORM=IETR02
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1 The Knowledge and Skills Framework for Cancer Nursing 201434 which separates out the 

requirements for all nurses as well as specialist oncology nurses.  It provides a focus to 

professional development and acknowledges the advanced and specialist skills required.  

2 A National Professional Development Framework for Palliative Care Nursing in Aotearoa 

New Zealand also provides a platform for all nurses to consider their competencies in this 

area as well as more specialist Palliative Care roles. www.pcnnz.co.nz 

3 Cultural competency frameworks such as Te Pou from the mental health sector  provides  an 

ideal framework for  assessing and maintaining cultural competencies in relation to 

responsiveness to the needs of Māori. They have also developed a similar framework for  

working with Pacific people((Te Pou o Te Whakaaro Nui, 2009)35 

4 Non-regulated professions - There is work being undertaken by Careerforce to consider the 

needs of this workforce and a five year plan is currently out for consultation (click for the 

link). The inclusion of the non-regulated workforce in the competencies is imperative to 

achieve the best outcome for people affected by cancer. 

(http://www.workforceinaction.org.nz/ ) 

  
The following competencies are organised to align with the components of supportive care and in 
addition, include specific competences relating to cultural and service improvement skills and 
knowledge. They consist of competency statements a worker or manager can consider they have 
attained and link to educational resources which support learning for gaps identified.  
 

“Culturally safe principles – refer to those modes of thinking, planning, and acting that acknowledge and 
respect the defining characteristics, customs, values, and beliefs of a person from a particular population 
group.  The principles respect differences between people including but not limited to: age, gender, 
spirituality, sexual orientation, ethnic origin, migrant status, disability, socio-economic status, and 
employment.” NZQA. This document does not set out to discuss this important topic in its entirety. 
Rather it sets out to look at the potential sources of education and resources the workforce can utilize it 
further improve their skills and gain education in this area.  It prompts the workforce to consider what 
action they need to take to ensure they are prioritising the need to improve Māori health and address 
the equity challenges people affected by cancer face every day.  

 

 

 

 

 

 

 

 

 

 

 

The tools and resources below the competencies will be finalised after feedback. 
Evaluation of potential platforms to host this work are underway and the examples are 
there to give stakeholders an idea of what type of resources will be linked.  

http://www.health.govt.nz/publication/national-professional-development-framework-palliative-care-nursing-aotearoa-new-zealand
http://www.health.govt.nz/publication/national-professional-development-framework-palliative-care-nursing-aotearoa-new-zealand
http://www.tepou.co.nz/
file:///C:/Users/stephaniefl/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/stephaniefl/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/stephaniefl/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.IE5/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.IE5/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.IE5/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.IE5/2QDAOE77/(http:/www.careerforce.org.nz/news/careerforce-news/say-kaiawhina-stakeholder-engagement-survey/).
http://www.workforceinaction.org.nz/
http://www.google.co.nz/url?sa=t&rct=j&q=&esrc=s&frm=1&source=web&cd=1&ved=0CBwQFjAAahUKEwi36-rD4bjHAhVCx6YKHdBTA2k&url=http%3A%2F%2Fwww.nzqa.govt.nz%2Fnqfdocs%2Funits%2Fdoc%2F25987.doc&ei=rlvWVbfcO8KOmwXQp43IBg&usg=AFQjCNEYJBmdcBafGn7KAb4KLvYOZwvpoA
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1. Cultural Safety  

 

Competencies 
1.1 Can reflect on how the principles of the Treaty of Waitangi are evident in their practice.  
1.2 Is able to reflect on their own culture and background (world view) and consider how it 

impacts on interventions with others. 
1.3 Can demonstrate an understanding of equity, why it is important and what actions are 

taken to contribute to its achievement by their service and as an individual.  
1.4 Consider what professional development opportunities are needed to improve both 

personal and service capability in delivering equitable care, including use of innovations 
which have been shown to improve Māori health outcomes.  

1.5 Ensure an understanding of the Code of Health and Disability Services and how this should 
be implemented.  

1.6 Model respect and appreciation for te reo and tikanaga Māori and undertake education to 
increase responsiveness and abilities such as learning karakia and greetings.   

1.7 Be able to identify local iwi and pathways to access further support and information from 
local Māori services  

 

Training and Resources available: 

 www.mauriora.co.nz  Online foundation course in Cultural Competency for health as well as 
other resources.  

 http://www.health.govt.nz/our-work/populations/Māori-health/Māori-health-models a 
brief outline of Māori Models of Health.  

 Equity Framework http://www.health.govt.nz/publication/equity-health-care-Māori-
framework also in Appendix.  

 He Korowai Oranga http://www.health.govt.nz/our-work/populations/Māori-health/he-
korowai-oranga 

 Te Pou  http://www.tepou.co.nz/resources/lets-get-real-real-skills-plus-seitapu-working-
with-pacific-peoples/113 

 Te Puni Kōkiri http://www.tpk.govt.nz   Explanations of concepts such as Whānau Ora.  

 http://www.health.govt.nz/publication/pacific-cultural-competencies-literature-review 

 www.eclad.com  Online training courses targeted for health on working with those from a 
culturally and linguistically diverse background.  

 

 

 

 

 

 

 

http://www.mauriora.co.nz/
http://www.health.govt.nz/our-work/populations/maori-health/maori-health-models
http://www.health.govt.nz/publication/equity-health-care-maori-framework
http://www.health.govt.nz/publication/equity-health-care-maori-framework
http://www.health.govt.nz/publication/pacific-cultural-competencies-literature-review
http://www.eclad.com/
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2. Interpersonal Communication 

 

Competencies 
2.1   Is able to listen and respond to people in a compassionate manner in order to enable 

informed decision making which creates an atmosphere of collaboration 
2.2   Understands how people affected by cancer vary in their information/decision making 

preferences and depth of information 
2.3   Is able to engage in dialogue which encourages questions and clarification1, 15. 
2.4   Is able use interpreters effectively when required and can demonstrate good practice steps 

in these interactions.  
2.5   Is able to communicate effectively in times of high distress for the person affected by 

cancer 1,15,17,19  by being able to explain complicated information in a way that can be 
understood and using a variety of mediums to reinforce the information given (written 
summary, information resources, availability for follow up)  

2.6   Is able to demonstrate te reo me ona tikanga practices when caring for a person affected 
by cancer including use of karakia 

2.7   Is able to clearly communicate and explain the involvement palliative care and its purpose 
to meet  the needs of the person affected by cancer and their whānau  

2.8   Demonstrates language and terminology using plain language where possible which takes 
account of the age, sensory and developmental needs of the person affected by cancer 

2.9   Is able to communicate effectively with those from other services in a collaborative manner  
 

Training and Resources available: 

 http://www.york.ac.uk/media/crd/Evbriefingcareplanning.pdf  A set of online videos 
about person centered care. 

 

 https://central-districts.cancernz.org.nz/en/cancer-information/living-with-
cancer/supportive-care-research-reports/  He Kähui Körero Taumahatanga o te Mate 
Pukupuku Cancer Stories ProjectAotearoa / New Zealand narratives of encounters with 
cancer.  

 http://ethniccommunities.govt.nz/sites/default/files/files/Lets_Keep_Talking_Online.pd
f Working with Interpreters 

 http://www.scie.org.uk/socialcaretv/video-player.asp?v=palliative-care-or-end-of-life-
care  A useful short video which considers the language we use in palliative care.  

 

 http://www.macmillan.org.uk/Documents/AboutUs/Commissioners/Patientexperiences
urvey_Toptipsguide.pdf Improving cancer patient experience an easy to read guide 

 

 

 

 

 

http://www.york.ac.uk/media/crd/Evbriefingcareplanning.pdf
https://central-districts.cancernz.org.nz/en/cancer-information/living-with-cancer/supportive-care-research-reports/
https://central-districts.cancernz.org.nz/en/cancer-information/living-with-cancer/supportive-care-research-reports/
http://ethniccommunities.govt.nz/sites/default/files/files/Lets_Keep_Talking_Online.pdf
http://ethniccommunities.govt.nz/sites/default/files/files/Lets_Keep_Talking_Online.pdf
http://www.scie.org.uk/socialcaretv/video-player.asp?v=palliative-care-or-end-of-life-care
http://www.scie.org.uk/socialcaretv/video-player.asp?v=palliative-care-or-end-of-life-care
http://www.macmillan.org.uk/Documents/AboutUs/Commissioners/Patientexperiencesurvey_Toptipsguide.pdf
http://www.macmillan.org.uk/Documents/AboutUs/Commissioners/Patientexperiencesurvey_Toptipsguide.pdf
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3. Information Support 

 

Competencies 
3.1 Keeps abreast of changes in information that occur 
3.2 Familiarises themselves with the information resources available most relevant to their 

scope of practice 
3.3 Is able to evaluate information from alternative sources for its validity and accessibility for 

people affected by cancer 
3.4 Is able to communicate information when significant stressors are occurring including 

diagnosis and relapse, in a way which acknowledges that the person affected by cancers 
ability to absorb information may be reduced at times of stress1,17,19.   

3.5 Is able to provide strategies to counteract the affect of stress to ensure a person is fully 
informed.  

3.6 Is able to provide neutral information about traditional and complementary supports 1,15. 
3.7 Utilises contacts with whānau to give information to increase health of the whānau as a 

whole 
 

Training and Resources available: 

 Information resources are often a key activity of the Cancer NGO’s. Refer to their websites 
for availability of information about disease specific resources. 

 http://www.hiirc.org.nz/ Health Improvement and Innovation Resource Centre.  

 http://www.healthnavigator.org.nz provides information and links to a variety of health 
conditions.  

 http://www.health.govt.nz/publication/tikanga-rongoa Ministry of Health.  Traditional 
Maori medicine.  

 Guidance for Improving Supportive Care for Adults with Cancer in New Zealand (2010) has a 
section on Alternative and Complimentary Medicine.  

 

 

http://www.hiirc.org.nz/
http://www.healthnavigator.org.nz/
http://www.health.govt.nz/publication/tikanga-rongoa
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4. Social Support 
 

Competencies 
4.1 Is aware of the social challenges that may impact on the overall wellbeing of a person 

affected by cancer 
4.2 Utilises established referral pathways to gain additional support for the person affected by 

cancer and their whānau1, 4, 15.  
4.3 Is aware of their organisation’s risk assessment processes for managing concerns regarding 

family violence; child protection; suicidal risk; and vulnerable adults  
4.4 Is able to identify organisational policy on responding to elder abuse and neglect and know 

how to gain further assistance.  
4.5 Is able to identify and understand the roles undertaken by the wider inter-professional 

team, community and social support agencies and primary care provider in supporting 
people affected by cancer1,15,17,19.  

4.6 Is able to assist each person to identify support networks based on a personalised 
assessment of their needs as opposed to assumption of networks on a cultural basis 

4.7 Considers referrals to Māori health and social agencies in a proactive rather than reactive 
fashion with the persons consent 

4.8 Works with community agencies which support people from culturally and linguistically 
diverse backgrounds in a joint partnership with their sharing of cultural knowledge and the 
health workers understanding of cancer 

4.9 Is able to provide information and key contacts on accessing support for travel and 
accommodation 

4.10 Is able to identify aspects of someone’s social situations that may impact their decision to 
engage in treatment and refer for support 

 

Training and Resources available: 

  Information on Social Care in NZ Including family services, older adults and other 
services https://www.msd.govt.nz.  

 Family Violence resources http://www.areyouok.org.nz  

 Elder abuse resource and services. https://www.ageconcern.org.nz  

 Information re Enduring Powers of Attorney.  
https://www.msd.govt.nz/documents/what-we-can-do/seniorcitizens/your-
rights/epa/easy-read-version-of-the-epa-brochure.docx  

 Community Agencies which support refugees. 
http://www.refugeetraumarecovery.org.nz/programmeservices/programmes-2    

https://www.redcross.org.nz/what-we-do/in-new-zealand/refugee-services  

 

 

 

https://www.msd.govt.nz/
http://www.areyouok.org.nz/
https://www.ageconcern.org.nz/
https://www.msd.govt.nz/documents/what-we-can-do/seniorcitizens/your-rights/epa/easy-read-version-of-the-epa-brochure.docx
https://www.msd.govt.nz/documents/what-we-can-do/seniorcitizens/your-rights/epa/easy-read-version-of-the-epa-brochure.docx
http://www.refugeetraumarecovery.org.nz/programmeservices/programmes-2
https://www.redcross.org.nz/what-we-do/in-new-zealand/refugee-services
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5. Psychological Support 

 

 

Competencies 
 
5.1   Undertakes training and education on the psychological needs of people affected by cancer  
5.2 Understands different ages and developmental needs and stages and their impact on responses  
5.3 Incorporates the importance of understanding different cultural context expressions of distress 

in populations culturally and linguistically diverse from their own1, 15. 
5.4 Recognizes individuality and difference in people’s reaction to stressful events   
5.5 Is proactive in looking for signs of difficulties and gives space for distress to become evident   
5.6   Is equipped to respond to immediate distress and provide supportive interventions until/if 
further specialist intervention is required1, 15, 17. 
5.8  Understands the role, function and access criteria for all members of the interdisciplinary team, 
and is able to identify reasons for escalation to more specialized support  
5.9 Undertakes ongoing training which increases their understanding of how different cultures 

grieve and the customs around illness and death  

 

Training and resources available 

 http://www.cancer.gov/about-cancer/coping/feelings/anxiety-distress-hp-pdq#section/all  A 
brief outline of this which would improve baseline understanding of depression and anxiety 
in the cancer context.  

 Psycho Oncology New Zealand www.ponz.org.nz 

 How different cultures cope with death and dying. http://www.ecald.com/Resources/Cross-
Cultural-Resources/Toolkits-Manager/type/View/ID/1856  

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 

http://www.cancer.gov/about-cancer/coping/feelings/anxiety-distress-hp-pdq#section/all
http://www.ponz.org.nz/
http://www.ecald.com/Resources/Cross-Cultural-Resources/Toolkits-Manager/type/View/ID/1856
http://www.ecald.com/Resources/Cross-Cultural-Resources/Toolkits-Manager/type/View/ID/1856
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6. Care and Support Coordination. 

 

 

Competencies 
 
6.1  Workers engage collaboratively with other providers to support the person affected by cancer 

and their whānau and are able to provide information about other provider’s accurately4  
6.2 Is aware of the specialist and community palliative care resources which exist and how to utilise 

them 
6.3 Is able to address any concerns regarding role confusion and overlap with other professions or 

service providers proactively  
6.4 Is able to communicate with people affected by cancer to develop a plan that identifies how 

their goals of care including how functionality, wellbeing and whānau stability are to be 
addressed  

6.5 Explains the roles additional to their own which contribute to the wellbeing of people affected 
by cancer  

6.6 Is aware of the different considerations required dependent on the age of the person affected 
by cancer across the life span. 

 

Training and resources available  

 Person centered care video around how to improve shared decision making. 
http://personcentredcare.health.org.uk/resources/shared-decision-making-videos-magic-
programme 

 A organisation which works with families who may have several services involved with them 
to improve coordination http://www.strengtheningfamilies.govt.nz/ 

 www.hospice.org.nz An outline of resources across the palliative care spectrum.  

 Ministry of Health.  (2014). Building of Knowledge and Skills for Cancer Nursing.  Wellington: 
Ministry of Health. Has a section on Care Coordination skills and expectations.  

 

  

 

 

 

 

 

 

 

 

 

http://personcentredcare.health.org.uk/resources/shared-decision-making-videos-magic-programme
http://personcentredcare.health.org.uk/resources/shared-decision-making-videos-magic-programme
http://www.strengtheningfamilies.govt.nz/
http://www.hospice.org.nz/
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7. Whānau Support and Involvement 

 

 

Competencies 
 
7.1   Undertakes interventions which support whānau functioning and needs  
7.2 Is aware of the importance of Enduring Power of Attorney and who to refer to for additional 

advice and assistance  
7.3 Has undertaken Level One Advanced Care Planning training and is able to identify appropriate 

staff to assist the person further  
7.4 Proactively addresses issues that arise regarding family violence and is aware of the 

organisation’s policies and procedures for response 
7.5 Is aware of the signs of abuse including elder abuse and neglect and is able to refer 

appropriately 
7.6 Is  aware of resources to support the wider whānau including children, adolescents and older 

adults1,15 
7.7 Is aware of the impact of age and capability on consent giving 
7.8 Participates in family meetings and is aware of their role and function   
7.9 Knows how to access support for complex family dynamics, appropriate to their role 

 

Training and resources available  

 http://www.skip.org.nz/information-for-parents/child-development-and-behaviour/ages-
and-stages.html 

 http://www.tpk.govt.nz/en/whakamahia/Whānau whānau-ora/ A diagram which explains 
the concepts behind Whānau Whānau Ora.  

 www.advancecareplanning.org.nz  Level One free training on understanding advance care 
planning.  

 www.skylight.org.nz  Resources on Grief and Loss for children.  

 Cancer in the Family Booklet available from the Cancer Society which provides advice on 
talking to children. 

 

 

 

 

 

 

 

 

 

http://www.skip.org.nz/information-for-parents/child-development-and-behaviour/ages-and-stages.html
http://www.skip.org.nz/information-for-parents/child-development-and-behaviour/ages-and-stages.html
http://www.tpk.govt.nz/en/whakamahia/whanau-ora/
http://www.advancecareplanning.org.nz/
http://www.skylight.org.nz/
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8. Spiritual Support 

 

 

Competencies 
 
8.1   Ensures those affected by cancer are offered spiritual support, at a time they need it 
8.2 Is familiar with and know how to access both spiritual information resources and spiritual 

leaders  
8.3 Is aware of and able to participate in a discussion with the person affected by cancer about their 

spiritual needs  
8.4 Has an understanding of how their own beliefs and spiritual beliefs which may be challenged 

within the work environment  
8.5 Maintains a level of cultural competency that ensures they are able to integrate the spiritual 

beliefs of Māori affected by cancer into care and are aware of where to access additional 
support  

8.6 Is able to utilise self-care techniques to ensure that their own sense of hope and compassion is 
maintained 

8.7 Has an understanding of the different religious and cultural rites around death and where to 
access additional advice and assistance  

 

Training and resources available  

 http://www.ecald.com/Resources/Cross-Cultural-Resources/Toolkits-
Manager/type/View/ID/1862 Working with religious diversity.  

 http://hdl.handle.net/10523/442 A link to Dr Richard Egan work “What is Spirituality” - NZ 
based work. 

 NHS Education in Scotland. Spiritual Care Matters.  An introductory resource for all NHS 
Scotland Staff (2009).  This is an education resource aimed at health staff.  

 www.cantbelieveihavecancer.org  A cancer and spirituality website.  

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.ecald.com/Resources/Cross-Cultural-Resources/Toolkits-Manager/type/View/ID/1862
http://www.ecald.com/Resources/Cross-Cultural-Resources/Toolkits-Manager/type/View/ID/1862
http://hdl.handle.net/10523/442
http://www.cantbelieveihavecancer.org/
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9.       Living with and beyond Cancer 

 

 

Competencies 
 
9.1    Demonstrates an active intent to ensure the person transitioning out of secondary and tertiary 

treatment services does not feel dismissed or abandoned 
9.2 Continues to assess the support needs of the person affected by cancer, regardless of the place 

on the pathway 
9.3 Understands the concepts of rehabilitation and is able to articulate the need for, and the 

referral pathway to rehabilitation services  
9.4 Considers the needs of carers and parents and how to link to appropriate supports to re-enter 

the workforce 
9.5 Uses contacts to promote secondary prevention strategies  
9.6 Is aware of how to incorporate the primary care provider in ongoing work or at transfer of care 
9.7 Has an understanding of the consequences of treatment and key considerations in working with 

a person living with or beyond cancer. 
9.8 Can consider the impact of treatment long term on a person affected by cancer in relation to 

their age and development and the different considerations which need to be addressed  
9.9 Is aware of how to access resources that are age and developmentally appropriate to support a 

young person or child 

 

Training and resources available  
 A online education course. www.cancerlearning.gov.au/survivorship   
 Outline of considerations for children with link to LEAP information.   

http://www.kidshealth.org.nz/long-term-follow-childhood-cancer  
 A UK based resource that provides an outline of a variety of impacts in a easily understood 

format.  Cured but at What Cost Long term Consequences of Cancer and its treatment July 2013 
Macmillan Cancer Support.  
 

 

 

 

 

 

 

 

 

 

 

 

http://www.cancerlearning.gov.au/survivorship
http://www.kidshealth.org.nz/long-term-follow-childhood-cancer
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10. Service Improvement 

 

 

Competencies 
 
10.1 Can identify actions which improve the delivery of supportive care in their organisation 
10.2 Contributes to policy and protocol development for areas within their scope of work which 

improves delivery of support care. 
10.3 Participates in wider stakeholders groups and networks of supportive care  
10.4 Understands and uses co-design principles in service improvement activity.  
10.5 Utilises the Equity Framework to evaluate change  
10.6 Responds to request for research when able, to improve supportive care overall  
10.7 Contributes to supportive care service delivery.  
10.8 Uses the resources from the framework to further enhance both their individual work but also 

their service.  

 

Training and resources available  

 http://www.hqsc.govt.nz/our-programmes/consumer-engagement/publications-and-
resources/publication/2162/ A guide to consumer engagement.  

 www.health.org.uk A series of resources and practical guides on improving health care with 
a person centred focus from the Health Foundation. 

 http://www.health.govt.nz/publication/equity-health-care-maori-framework The equity 
framework to guide actions to improve Maori Health gains.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.hqsc.govt.nz/our-programmes/consumer-engagement/publications-and-resources/publication/2162/
http://www.hqsc.govt.nz/our-programmes/consumer-engagement/publications-and-resources/publication/2162/
http://www.health.org.uk/
http://www.health.govt.nz/publication/equity-health-care-maori-framework
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A Stakeholder Perspective 

PONZ is a national organisation which provides a national multi-disciplinary focus for 
the support, promotion and advancement of psychosocial oncological developments 
amongst the range of health professionals working within, or supporting, oncology and 
palliative care services in New Zealand.  It provides a forum for health professionals to 
come together to discuss and develop knowledge in supporting people with cancer.  
PONZ holds a national conference each year and maintains a website and Facebook 
page. 
 
PONZ is ideally placed to provide professional development both nationally and in the 
regions.  Work is currently being invested in regional development with the set-up of 
local PONZ groups which will allow the development of not only a national strategy for 
professional development but also those tailored to specific local area needs but with 
support from the national committee.  It is planned that further development of the 
PONZ website will facilitate communication and dissemination of information to those 
in the workforce in a practical and easily accessible way.   

 

Kathryn Taylor, President, Psycho-Oncology New Zealand (PONZ) 
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Caring for the Workforce 
 

Working with people affected by cancer is a very rewarding area to work in. However, as with many 
other areas of health, the worker is exposed to high level of individual and whānau distress, 
bereavement and workplace stress.  The need for the workforce to remain compassionate is important 
to ensure they can respond appropriately to the person affected by and also for maintaining their own 
health.  

Health of the workforce refers to both a workers mental and physical wellbeing and also applies to 
issues such as retention, engagement and stability. Studies have shown that workplace stress has an 
impact on staff performance, efficiency and number of complaints. Compassion fatigue is probably the 
most commonly understood umbrella term in cancer services to describe the impact on staff of caring 
for people.  

  

Literature review has identified the following key considerations: 

 There can be resistance from the workforce itself to consider the possibility they are affected by 
the outcomes for the person they are working with   

 Workplace culture can contribute to a sense of either despair or wellbeing.  

 Forming relationships with people is part of quality care however this also means the worker can 
then suffer an emotional impact when witness to that persons physical suffering.  

 When compassion fatigue is present there is a impact on worker health, an increase in sick leave 
and utilisation of unhealthy coping mechanisms (alcohol, drugs, overeating). These mechanisms 
are often seen by the workforce as a normal reaction to the job  

 There is a contributing relationship between compassion fatigue in the workplace and poor 
communication between staff 

 Management modelling can increase the fatigue by not acknowledging the reality of its 
occurrence or not encouraging ways of addressing it 

 Compassion Fatigue  is an under-reported and under-responded to area 

 Compassion fatigue can be found in any part of the workforce including but not limited those in 
administration, cleaning and food services, through to senior medical staff  

 Compassion fatigue which is not attended to will lead to burnout and ineffective working 

 

 

 

 

 

 

 

 

 

 

 

The resources  and tools below which support the actions will be finalised after feedback. 
Evaluation of potential platforms to host this work are underway and the examples are 
there to give stakeholders a idea of what type of resources will be linked.  
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The following outlines actions that all service providers can take to ensure their workforce is maintaining 
their compassion and to counter compassion fatigue.  

 

 Action: Have in place consistent processes and policies to support how an organisation will 

respond after a traumatic event or a death with additional difficulties such as complex pain 

management. 

Purpose:  Allow staff to reflect on different strategies, changes needed, and move forward 

Resource: Keene, E. a, Hutton, N., Hall, B., & Rushton, C. (2010). Bereavement debriefing 

sessions: an intervention to support health care professionals in managing their grief after  

the death of a patient. Pediatric Nursing, 36(4), 185–189. 

 

 

 Action: Have events which acknowledge the importance of the person who has died to the staff 

and support attendance at events (bereavement support).  Inter disciplinary meetings (MDTs) 

should acknowledge these losses as a team 

Purpose: Supports an organisational culture which acknowledges bereavement and loss ensures 

all participants in care are aware 

Resource: Fetter, K. L. (2012). We grieve too: One inpatient oncology unit’s interventions for 

recognizing and combating compassion fatigue. Clinical Journal of Oncology Nursing, 16(6), 559–

561. doi:10.1188/12.CJON.559-561 

 

 Action: Structured case reviews  (Action reflection,  Schwartz rounds, peer supervision ) 

Purpose:   Encourages reflective practice in the absence of individual supervision to increase 

responsiveness 

Resource: Thompson A (2013) How Schwartz Rounds Can Be Used to Combat Compassion 

Fatigue.  Nursing Management, 20 (4).  

 

 Action: Training on a yearly basis in self care and stress management  

Purpose:”Professional self-care can be defined as the utilization of skills and strategies … to 

maintain their own personal, familial, emotional, and spiritual needs while attending to the needs 

and demands of their clients” Newell et al 2014     

To equip the workforce with skills to self identify and self manage the situations they are placed 

within.  

Resource:http://ponz.org.nz/uploads/file/2014%20Conference/ToppingupCompassionPONZ201

4.pdf.   An example of training offered at MidCentral Health regarding self care.   

 

 Action: Behaviour is modelled by management which encourages the acknowledgement of the 

impact of caring for people under distress.  

Purpose: Helpful to younger or less experienced staff as it encourages an attitude responsiveness 

rather than denial to distress and fatigue. 

Resource:http://www.business.govt.nz/worksafe/information-guidance/all-guidance-

https://webmail.midcentraldhb.govt.nz/owa/redir.aspx?C=k3IqpeeR0UOYeXKbQfPzqejpHt1PrNIIve0a8dDTwUNt2BoPnjVjqA8xRkABtsnLRHQeNgvx1fk.&URL=http%3a%2f%2fwww.business.govt.nz%2fworksafe%2finformation-guidance%2fall-guidance-i
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items/stress-and-fatigue-reducing-their-impact-advice-for-employers-and-

employees/stressfatigue-p.pdf 

 

 

 Action: Team building activities, acknowledgement by management of difficult situations, busy 

periods or compliments. Creation of a team culture.  

Purpose: To encourage a team culture which encourages healthy work habits, supports the 

discussion of difficult situations, and forms a support network 

Resources: Pipe, T. B., Buchda, V. L., Launder, S., Hudak, B., Hulvey, L., Karns, K. E., & Pendergast, 

D. (2012). Building personal and professional resources of resilience and agility in the healthcare 

workplace. Stress and Health, 28, 11–22. doi:10.1002/smi.1396 

 

  

 Action: Promotion of services such as Employee Assisted Programme (EAP) and Occupational 

Health Services should be encouraged  

Purpose:  To develop policies around staff wellness and actions as a organisation.  

Resources:. http://www.eapservices.co.nz/  

http://www.business.govt.nz/worksafe/tools-resources/bullying-prevention-tools 

 

 

 Action: Research about compassion fatigue specifically within cancer services is occurring and 

should be used by educators  to establish what would be effective for theirtheir work area 

Purpose: To recognise the value addressing compassion fatigue plays in increasing workforce 

resiliency 

Resource: Stress, satisfaction and burnout amongst Australian and New Zealand radiation 

oncologists (Leung, Rioseco & Munrol, 2015).  

Burnout among psychosocial oncologists : an application and extension of the effort – reward 

imbalance model. Rasmussen, V., Turnell, A., Butow, P., Juraskova, I., Kirsten, L., Wiener, L., 

Grassi, L. (2015). A study based on NZ and Australian Psycho oncology professionals.  

 

 

 

 

 

http://www.eapservices.co.nz/
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Quality Tool 
 

This section provides information on quality processes and a Quality Checklist that can be used to 
evaluate tools and resources for use in supportive care service delivery. The health and supportive care 
workforce is always seeking to improve service delivery by developing new resources or adopting / 
adapting resources already in use in other parts of the country or internationally.  Caution needs to be 
taken when seeking to implement resources/tools which have not been validated for the population 
they will be used with or when seeking to adapt already validated tools without additional research. 
Using this checklist in project groups when changing tools and resources the service uses, will give a 
framework to assist in decision making.  

 

Listed are key tools which can be used by the sector to ensure that the resources they are seeking to 
develop or implement meet quality standards. They also support the development process itself by 
providing guidance on approaches that maximise engagement. 

 

Health Equity Assessment Tool (HEAT) 

This Guide is designed to facilitate the use of one such tool: the Health Equity Assessment 
Tool (HEAT).  HEAT aims to promote equity in health in New Zealand. It consists of a set of 
10 questions that enable assessment of policy, programme or service interventions for their current or 
future impact on health inequalities. The questions cover four stages of policy, 
programme or service development: 
 

1. Understanding health inequalities. 
2. Designing interventions to reduce inequalities. 
3. Reviewing and refining interventions. 

4. Evaluating the impacts and outcomes of interventions. 
http://www.health.govt.nz/publication/health-equity-assessment-tool-users-guide  
 

Whānau Ora Health Impact Assessment (WOHIA) 

The Whānau  Ora Health Impact Assessment (Whānau  Ora HIA) is intended for use by sectors that have 
a role to play in the wider determinants of health. The tool can also be used by communities or groups 
affected by the other sectors to inform their input into the development of policies. The particular focus 
of the Whānau  Ora HIA is how the policies of these sectors can support Māori  health and wellbeing and 
reduce inequalities. 

http://www.health.govt.nz/our-work/health-impact-assessment/Whānau-ora-health-impact-
assessment  
 

Health Service Co-design Toolkit 

This guide will help you work with patients to understand their experiences and make improvements to 
healthcare services.  It provides a range of flexible tools for working effectively with patients in service 
improvement work. While the focus is on patients themselves, the tools can be equally applied to other 
groups such as frontline staff, Whānau , and carers. 

http://www.healthcodesign.org.nz/  

http://www.health.govt.nz/publication/health-equity-assessment-tool-users-guide
http://www.health.govt.nz/our-work/health-impact-assessment/Whānau-ora-health-impact-assessment
http://www.health.govt.nz/our-work/health-impact-assessment/Whānau-ora-health-impact-assessment
http://www.healthcodesign.org.nz/
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Engaging with consumers: A guide for district health boards 

This is a practical guide was developed by the NZ Health Safety and Quality Commission to help DHBs, 
and the health and disability services they fund, to engage better with consumers. It covers consumer 
engagement in the design and delivery of services, as well as the development of policy and governance 
procedures 

http://www.hqsc.govt.nz/our-programmes/consumer-engagement/publications-and-
resources/publication/2162/ 

 

NHS Change Model 

The NHS Change Model provides a useful organising framework for sustainable change and 
transformation that delivers real benefits for patients and the public. It has been created to support the 
NHS to adopt a shared approach to leading change and transformation. The NHS Change Model is not 
rocket science - it brings together what we know helps make change happen and who needs to be 
involved. 

http://www.nhsiq.nhs.uk/capacity-capability/nhs-change-model.aspx  

 

Ensuring Quality Information for Patients (EQIP Tool) 

The aim of EQIP is to provide a method of assessing in a fair and rigorous manner, the quality of 
consumer health information according to published quality criteria. EQIP can be used by anyone, 
although it was originally designed for use by information producers and providers in an audit setting. It 
can also be used by information producers as a quality check tool as the information is being written. 

http://www.centralcancernetwork.org.nz/file/fileid/30183  

 

A Framework for Health Literacy  

The Ministry of Health developed this framework because it is committed to a health system that 
enables everyone living in New Zealand to live well and keep well. Building health literacy is an 
important part of this, and the framework outlines expectations for the health system, health 
organisations and the entire health workforce to take action that: 

 supports a ‘culture shift’ so that health literacy is core business at all levels of the health system 

 reduces health literacy demands and recognises that good health literacy practice contributes to 
improved health outcomes and reduced health costs. 

http://www.health.govt.nz/publication/framework-health-literacy  

 

 

http://www.hqsc.govt.nz/our-programmes/consumer-engagement/publications-and-resources/publication/2162/
http://www.hqsc.govt.nz/our-programmes/consumer-engagement/publications-and-resources/publication/2162/
http://www.nhsiq.nhs.uk/capacity-capability/nhs-change-model.aspx
http://www.centralcancernetwork.org.nz/file/fileid/30183
http://www.health.govt.nz/publication/framework-health-literacy
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Quality Checklist 
 

Name of the Tool/Resource _________________________________   Date  

  Comments  

Co Design/Consumer 
involvement 

Is there evidence in the document or the background 
information which indicates that consumers have been part 
of the development? 

 

Does it use person centred language?    

Who is the language aimed at, workforce or consumer?  

Māori Health 
Outcomes 

Does its use support the components of the Equity 
framework?  

 

In implementation is consideration given to the use of tools 
such as the HEAT to ensure it supports Māori health gains? 

 

Pacific Health  

Is it reflective of Pacific understandings of health?   

Does it take account of the words not available to describe 
technical aspects of the disease? 

 

Evidence based  

Has it been reviewed against the EQIP or Write Mark?   

Is the resource from a recognised provider of information?   

Are the references present or accessible?  

Culturally appropriate  

Is the use of language appropriate to the audience?  

Is the use of imagery appealing and reflective of local 
population? 

 

Has the imagery and its meaning been considered for its 
meaning in other cultures.  

 

Age/Developmentally  
Appropriate  

Is the content suitable for all ages?  

Does it have relevant and engaging imagery aimed at age 
group?  

 

Is the language suitable for all ages?   

Is the format accessible by different technologies i.e. app or 
website? 

 

If for children, does it come with parent/teacher guide for 
use? 

 

IT enabled  

IIs the format adaptable and compatible to being IT 
enabled? 

 

Is it available and accessible online?  

Is it changeable and able to be updated?  
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  Comments  

Is it available at no cost?   

Empowering People  

Does it reflect self care/management strategies?  

Does it encourage questions and dialogue?  

Is it readable by the population it is aimed at?  

Is it accessible by all?  

Standardised  

Does it reflect the Standards that currently exist in the New 
Zealand system? 

 

Can it be used by all client groups   

What was the thinking behind its creation was it to target 
only a certain population 

 

Understood 

Can you understand all it says?   

What level of cancer knowledge would you have to have to 
understand it?  

 

Are the medical terms explained adequately??  

Works in team 
approach  

Does the language support an interdisciplinary l team 
approach?  

 

Is it a resource that everyone within the team can 
understand?  

 

Does it give information a team member may not agree 
with? 

 

 

 

___________________________________________________________________________ 

Decision regarding the tool / resource:  

 Suitable for use as is 

 Requires adaptation 

 Not suitable for use look for alternative 
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APPENDIX 1: TERMINOLOGY AND DEFINITIONS 
These are a range of terms and varying definitions currently used in the sector relating supportive care.  

 

Psychosocial 
Care 

Psychological and social services and interventions that enable patients, their families 
and health care providers to optimize biomedical health care and to manage the 
psychological/behavioural and social aspects of illness and its consequences so as to 
promote better health20.  

Supportive Care Supportive care aims to: Improve the quality of life for those with cancer, their family 
and whānau through support, rehabilitation and palliative care. In this guidance 
document, supportive care and rehabilitation services include1’The essential services 
required to meet a person’s physical, social, cultural, emotional, nutritional, 
informational, psychological, spiritual and practical needs throughout their experience 
with cancer’1. 

Care 
coordination 

 

Care and support co-ordination refers to a comprehensive approach that seeks to 
achieve continuity of care and support, drawing on a variety of strategies that strive 
for the delivery of responsive, timely and seamless care across a person’s cancer 
service pathway1. 

Psycho Oncology  

 

Psycho Oncology is the field of study concerned with psychological, social and 
behavioural aspects of cancer. 

BPOS  

Patient Centred 
Care 

Providing care that is respectful of and responsive to individual patient preferences, 
needs, and values, and ensuring that patient values guide all clinical decisions. 

Institute of Medicine 

Whānau Ora Whānau Ora is an inclusive approach to providing services and opportunities to 
whānau /families in need across New Zealand.  It empowers whānau as a whole – 
rather than focusing separately on individual whānau /family members and their 
problems – and requires multiple government agencies to work together with whānau 
/families rather than separately with individual relatives.  

Professor Sir Mason Durie – Chair, Whānau Ora Governance Group (2013) 

Collaborative 
Care  

 

Is a model of care which “comprises systemic identification of need, integrated 
delivery of care by care managers, ….. the stepping of care based on systematic 
measurement of outcomes37. 

Strengths based  

 

Strengths based practice is person centred and focuses on strengths, resources and 
potential future outcomes that the people bring along with an issue or crisis38.  

Multidisciplinary 
Team (MDT) 

A group of health care workers who are members of different disciplines, each providing 
specific services to the patient 

Mosby’s Medical Dictionary 

Interdisciplinary  

 

Team Members “from different disciplines who collaboratively and interdependently 
plan, implement and evaluate outcomes of the care provided to patients and 
families”39 
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Transdisciplinary Transdisciplinary teams are comprised of professionals from different disciplines who 
teach, learn and work together across traditional disciplinary or professional 
boundaries39.  

Social Worker 

 

Clinical staff that hold the relevant qualification and experience to achieve 
registration with the Social Work Registration Board who may hold positions in 
various organizations. Within health Social Workers focus on addressing the 
complicating psychosocial factors a person may be facing.  

Counsellor Persons who can come from a variety of training and backgrounds that would meet 
the criteria for joining NZ Association of Counsellors From a variety of theoretical 
basis they provide intervention to patients around issues which may arise during or 
after treatment.  

Patient 
Navigator 

 

An appropriately trained person who provides support and guidance through a cancer 
journey for people affected by cancer1.  

Cancer Nurse 
Coordinator 

These DHB roles focus on improving the experience for patients, including their family 
and whānau, with cancer or suspected cancer and improve overall access and 
timeliness of access to diagnostic and treatment services for patients with cancer40. 

CNC service specification (MOH 2012) 

Adolescent & 
Young Adult 
Cancer Key 
Worker  

A health professional who is responsible for the psychosocial assessment & support, 
advocacy, co-ordination and education of 12-24 year olds diagnosed with cancer, and 
incorporates a youth development approach within their practice. 

Community 
Worker 

Persons who hold a variety of positions within health and social systems who work to 
support the patient and the wider community.  

Allied Health  

 

Allied Health is a term used to describe a broad group of health professionals 
{excluding medical and nursing} across a range of vocations which includes but not is 
exclusive to Social Work, Physiotherapist, Occupational Therapist, Speech Therapist, 
Dietician ,Psychologist, Radiation Therapist and many other technical and scientific 
professions.  
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APPENDIX 2: PROJECT MEMBERSHIP 
 

Project 
Sponsor 

Stephanie Turner, Director Māori Health and Disability MDHB 

Project  
Steering 
Group 

Anna Hoek-Sims, Consumer / AYA rep Louise Sue, AYA Key Worker CDHB 

Audrey Fenton, Medical  Oncologist 
CCDHB / CCN Medical Director 

Marj Allan, National Cancer 
Consumer Representative Advisory 
Group 

Bart Baker, Clinical Director RCTS / 
CCN Medical Director 

Melissa Warren, CNS, CCDHB 

Bob Fox, Palliative Care / Consumer 
representative 

Nicola Lawrence, Ministry of Health 

Don Baken, Clinical Psychologist and 
Research Consultant, Massey 
University 

Pam Ritai, National Cancer 
Consumer Representative Advisory 
Group 

Deb Ingham, General Practitioner 
Pauline Wharerau, Supportive Care  
Coordinator – Manawatu Centre, 
Cancer Society 

John Waldon, Research 
Rebecca Weeks, Support Services 
Coordinator, Leukaemia & Blood NZ 

Kathryn Taylor, Psycho-Oncology NZ 
Co-President 

Robyn Beauchamp, Paediatric 
Social Worker, ADHB 

Linon Nanai, Oncology Nurse, CCDHB Sally Stewart, Ministry of Health 

Lisa Cherrington, Māori Health 
Psychologist 

Wendy Davie, Information &  
Supportive Care Manager, Cancer 
Society 

Lorraine Sayers , Social Work Team 
Leader, HBDHB 

 

Project Team Sue Wragg, Project Manager CCN 

Jo Anson, Network Manager CCN 

Carol Wrathall, Equity Manager CCN 

Steph Whittington, Project Support CCN 

Joanne Doherty, Evaluator, Doherty and Associates 
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