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“Surgery doesn’t worry me. I’m nervous about how much it is going to change life . . . I just keep saying lifetime, lifetime, it’s a lifetime… You’ve got to tell yourself that this is it”
Patient participant from CMH on getting psychologically prepared for bariatric surgery








“I can’t think what bariatric surgery would be like without your help. We’d probably be lost ae. Without any other help we’d be lost. . . I don’t think there is more you could have done [to help]” 
Whānau participant, on Navigator support from The Fono
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[bookmark: _GoBack]Improving health literacy and whānau participation is critical to improve equity of access and equity of outcome for bariatric surgery. The purpose of this pilot initiative, He Awatea Hou, was to develop a programme to build patient and whānau health literacy, with an initial focus on Māori and Pacific whānau members enrolled for elective bariatric surgery. There were two distinct programme components including (i) a whānau programme to encourage healthy lifestyles and improve health literacy of patients and whānau through the support of a navigator, and (ii) a service programme to identify service barriers to health literacy and create an action plan to support health literacy at a service level. 
The pilot was undertaken at two bariatric services, including Counties Manukau Health (CM Health) and Waitemata District Health Board (WDHB). The evaluation of He Awatea Hou aims to determine the effectiveness of the whānau health literacy pilot project by measuring changes to patient and whānau health literacy and health outcomes, whānau ability to support patients through surgery and lifestyle changes, and delivery of services. 
He Awatea Hou navigator support demonstrates promise in improving patient, family and whānau health literacy, and patient health outcomes for elective bariatric surgery patients:
· CM Health participants achieved surgery sooner (p= 0.01166), and had shorter LOS for any post-surgery readmissions (within 20 days of surgery) (p<0.0001) and readmissions following their last outpatient clinic (t=4.68, p<0.0001). 
· Though they did not reach statistical significance, positive indicative trends were also notable for the following indicators: LOS after surgery, readmission rates within 30 days of last outpatient clinical, and appointment DNA rate. 
There were no statistically significant differences between comparison and intervention group outcomes for WDHB participants. Non-significant indicative trends for WDHB participants suggest that fewer patients achieved bariatric surgery, and average time to theatre was longer in the intervention group. The methodological limitations and discussion chapter identifies small sample sizes, together with enhanced advocacy in intervention group participants, potential differences in complexity of health status and needs, and potential research effects as potentially impacting on evaluation inconsistent findings across participating pilot sites. 
Patient feedback demonstrates a high level of patient acceptability and satisfaction with navigator support. Key strengths of navigator support that were identified by patients and whānau in qualitative interviewing included enhanced patient accountability for lifestyle behavioural change, availability and accessibility of holistic support, the provision of helpful information and resources, and genuine care (manākitanga) for bariatric patients and their family or whānau. Evaluation findings emphasise that the psychological (ie. emotional and social) impact of bariatric surgery is a central part of preparing for and making sense of bariatric surgery, and the extensive level of self and whānau directed care that is undertaken on the bariatric pathway. These findings emphasise the importance of supports (such as those provided by navigators) that address the emotional and social aspects of care, in the day-to-day context of long term commitments to lifestyle behaviour change.
Although they did not reach statistical significance, whānau supported by navigators indicated moderate to large improvement on the following indicators: 
· finding the doctors and nurses friendly and welcoming (d= .5) 
· feeling well informed (d= .5)
· feeling helpful supporting their whānau to reach their pre-surgery goals (d= .5)
· taking care of their whānau following surgery (d= 0.67). 
· pre-surgery preparation support from patients ‘brothers and sisters’ (d = .69), ‘other people in my household’ (d = .65), ‘other’ supports (d = 1.37). 
· post-surgery supports, including ‘my partners parents’ (d = .54), the ‘dietitian’ (d = .79), and ‘my brothers or sisters’ (d= .96)
A large effect size which favoured the comparison group was also calculated for ‘my children’ and ‘my partner’ both pre and post surgery, perhaps resulting from the introduction of navigator support which reportedly reduced burden of care on family or whānau. 
A service review was undertaken at CM Health and WDHB (July and October 2015 and August and December 2015, respectively), which successfully identified barriers to health literacy within each service and developed a plan with goals and actions to address the barriers. 
The barriers identified across the two DHBs were similar:
· Health literacy is not understood or valued by all staff
· Understanding and use of the universal precautions approach to build patient health literacy is low amongst staff
· There are few formal policies or processes focused on health literacy
· There are limited opportunities patient and whānau involvement in the design and delivery of bariatric surgical services
· Patients identified gaps in support on the bariatric pathway
· Not all patients were able to access the support they needed from the service or their family to achieve successful outcomes
· The quality (actionability and readability) of written resources varied greatly 
· Effective communication strategies were not consistently utilised by all health professionals.
The service component of the pilot had minimal impact on the delivery of bariatric surgical services at either DHB because neither service was able to implement the Action Plan. Most of the actions were outside of the direct control of the PSG and relied on leadership and support at the organisational level of the DHB. 
A small number of interventions identified within the Action Plan were actioned by members of the PSGs at both DHBs. These included changes to chairs at the information session and consent processes at CMH, and patient nutrition resources at WDHB. However, other arguably more important actions within the plans were not achieved. Key barriers to action plan implementation included: lack of supportive systems, lack of leadership and management buy-in and support, and health literacy not being understood and valued by all staff. 
This evaluation report concludes with a total of six recommendations including operational and strategic recommendations to support health literacy with a service and systems focus, and evaluation recommendations for future research and evaluation regarding health literacy within bariatric services. 
[bookmark: _Toc494130742]Operational and strategic recommendations
1. Build patient and whānau health literacy through:
a.  the continued use of navigator or similar support to elective bariatric patients with further evaluation (see below), with particular emphasis on enhancing psychological supports for patients.  
b. increased opportunities for DHB facilitated peer networking and support, for example, patient support groups and/ or expert patient to support new patients pre and post surgery. 
2. Increase availability of health literacy training and development opportunities for healthcare professionals, with particular attention to:
a. developing understanding of a systemic (rather than patient deficit) model of health literacy which considers social and organisational factors.
b. strategies for enhancing communication such as the Universal Precautions approach. 
c. Ensure best practice processes are used for the development of all patient written information (e.g. Rauemi Atawhai) and pre-test information with bariatric patients and whānau.
3. Strengthen health literacy initiatives with appropriate resourcing to operationalise strategic priorities around health literacy, for example:
a. creating and increasing staff participation in development and training opportunities (as above).
b. enhancing accountability for health literacy through amended position descriptions, Key Performance Indictors (KPI) and senior leader portfolios. 
c. enabling release time for clinicians to participate in improvement projects or activities. 
4. Ensure DHB wide adoption of clear and consistent messages around weight loss strategies, especially those relating to nutrition.
[bookmark: _Toc494130743]Evaluation recommendations
For future evaluations, we suggest:
5. Including long-term follow up with bariatric patients to ascertain health outcomes of those patients who may decline or delay bariatric surgery. 
6. Resourcing support and evaluation adequately to enable larger study groups for the benefit of appropriately powering samples and reducing unanticipated biases or research effects. 
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[bookmark: _Toc494130745]Introduction
This report summarises evaluation findings from a pilot initiative He Awatea Hou, which aimed to build whānau health literacy, with an initial focus on Māori and Pacific patients enrolled for elective bariatric surgery and their whānau. The work was funded by the Ministry of Health and was awarded from a contestable tender process. The project team included Quigley and Watts, Toi Tangata and The Fono working in partnership with Counties Manukau Health (CM Health) and Waitemata District Health Board (WDHB).
This evaluation aimed to determine the effectiveness of the whānau health literacy pilot project by measuring changes to:
· Patient health literacy and health outcomes.
· Whānau health literacy.
· Ability to support the family member undergoing surgery.
· Ability to make lifestyle changes[footnoteRef:1] that are led and owned by the family. [1:  Lifestyle changes related to addressing obesity and other risk factors to improve health outcomes (including but not limited to nutrition, physical activity and effective condition self-management)] 

· Delivery of services (bariatric surgery) at Middlemore and North Shore Hospitals.
[bookmark: _Toc494130746]Background
[bookmark: _Toc494130747]Obesity in New Zealand
Obesity is New Zealand’s leading modifiable risk factor for deterioration of health, and is associated with a range of chronic diseases including type 2 diabetes, ischaemic heart disease, ischaemic stroke and some cancers (Ministry of Health, 2015a). The World Health Organisation (WHO) recognises that obese individuals are at increased risk of sleep apnoea, gout, infertility, and musculoskeletal problems such as osteoarthritis (WHO, 2000, 2016). Those with a Body Mass Index (BMI[footnoteRef:2]) of ≥ 40 kg/m2 have the highest risk of ill health related to obesity, and use more health care services and resources (Calle et al., 1999; Arterburn et al., 2005). [2:  Body Mass Index (BMI) is an index of weight adjusted for height, and is calculated in adults by dividing weight in kilograms by height in metres squared (kg/m2) (Ministry of Health, 2015a). ] 

Over the past three decades rates of obesity have been increasing in New Zealand across all ages groups (Ministry of Health, 2015a). Findings from the New Zealand Health Survey (conducted in 2013/2014 and published in 2015) indicate that almost one in three adults (aged 15 years and over) are obese (32%) and a further 35 per cent are overweight but not obese (Ministry of Health, 2015a). Rates of obesity vary starkly between ethnic groups and are the highest among Pacific adults, with 61 per cent of males and 68 per cent of females obese (Ministry of Health, 2015a). Twenty-nine per cent of European/Pākehā adults, 12 per cent of Asian adults, and 47 per cent of Māori adults are obese. Pacific adults are 2.5 times as likely to be obese or five times as likely to be extremely obese than non-Pacific adults (Ministry of Health, 2015a). Māori adults are 1.8 times more likely to be obese than non-Māori adults (Ministry of Health, 2015a).
The causes of obesity are widely recognised as being complex and multi-causal, and are largely attributed to the obesogenic environments in which we live, for example, the increased availability of cheap, energy-dense and nutrient-poor foods, together with more sedentary lifestyles (Swinburn, 2008). Responses to obesity have changed over time. Bariatric surgery is an elective surgery which is offered in New Zealand as a tool for weight loss (Health Navigator NZ, 2017). It is particularly designed for people who are “morbidly obese”[footnoteRef:3] and who have been previously unable to lose and/or maintain weight loss through other methods, such as dietary changes, or those who experience significant health issues that relate to, or are exacerbated by, their weight (Ministry of Health, 2009). However, bariatric surgery alone is not sufficient to maintain improved health and quality of life in the long term and undertaking surgery is a major decision requiring lifelong commitment to improved lifestyle behaviours such as dietary intake, physical exercise and alcohol consumption (Adams et al., 2012).   [3:  “Morbidly obese” is a BMI category of  ≥ 40 kg/m2 (Obesity Surgery Society of Australia and New Zealand, 2017). ] 

The Clinical Guidelines for weight management in New Zealand adults outline three types of bariatric procedures available in New Zealand, all of which are performed laparoscopically. 
· Adjustable gastric banding “places an adjustable band around the person’s upper stomach to create a pouch with 15–30 ml capacity. Saline in the band can be increased or decreased through a port under the skin of the abdomen. The added volume of the band suppresses the person’s appetite, but intermittent refilling is required to maintain that feeling. Adjustable gastric banding can be reversed” (Health Navigator, 2017, para.11)[footnoteRef:4]. [4:  This surgery option is no longer offered at Counties Manukau Health or Waitemata District Health Board.] 

· A sleeve gastrectomy “removes the outer three-quarters of the person’s stomach and turns the stomach into a long gastric tube or ‘sleeve’. This operation cannot be reversed” (Health Navigator, 2017, para.11).
· A Roux-en-Y gastric bypass “involves changes to the person’s stomach and small bowel. The operation creates a small pouch in the stomach with a narrow outlet. Although the pouch’s capacity can vary, it is usually about 30 ml. A bypass of the small bowel is also created to reduce the absorption of food” (Health Navigator, 2017, para.11).
A fourth procedure, the duodenal switch, offered at WDHB, involves a partial sleeve to reduce stomach capacity, and rearranging of the small intestine so that a long segment of the intestine is re-joined to the last portion of the small intestine (separating from blood flow but still carrying digestive juices to limit food absorption) (Health Point, 2004). 
The New Zealand Government funds bariatric surgery for eligible patients across New Zealand on an annual basis. In 2008 it was recommended that district health boards (DHBs) should provide 915 bariatric operations annually; a number that equates to 0.5 per cent of the morbidly obese population. In 2012 there were 381 publicly-funded bariatric surgeries in New Zealand; 85 of these were for Māori patients and a further 51 for Pacific patients (Ministry of Health, 2016). In 2013/2014 this increased to 501 procedures; comprising 116 for Māori patients and 48 for Pacific patients (Ministry of Health, 2016). Finally, in 2015-16 there were a total of 429 publicly-funded surgeries, comprising 116 for Māori patients and 38 for Pacific (S. Morgan, personal communication, July 7, 2017). 
There is a high demand for bariatric surgery in New Zealand, particularly amongst our Māori and Pacific communities. Despite experiencing high rates of overweight and obesity, Māori and Pacific populations are underrepresented in those patient groups who successfully undergo bariatric surgery.  
The pathway for patients to become eligible for bariatric surgery can take up to 18 months. It requires a commitment to weight loss by the patient and a range of health and psychological assessments and supports (see Figure 1). Improving health literacy and whānau participation is critical for improving equity of access and equity of outcome for bariatric surgery. 

[image: ]
[bookmark: _Ref492046132][bookmark: _Ref493856947]Figure 1: Pathways for bariatric surgery at Counties Manukau Health and Waitemata DHB
[bookmark: _Toc494130748]Health literacy
In healthcare our understanding of health literacy has evolved from being focused on consumer capacity (i.e. patient knowledge and skill deficit) to a more systemic model which considers the social and organisational factors that impact on a person’s capacity “to find, interpret and use information and health services to make effective decisions for health and wellbeing” (Ministry of Health, 2015, p.1). A health-literate organisation sets health literacy as a key priority for action, and aims to design systems, process and services that support ease of consumer access and navigation (Ministry of Health, 2015). 
Because of the way health systems and services are designed and delivered, patients face a series of demands on their health literacy. These demands impact on patients’ ability to access health information and services. Health literacy is supported by a health systems focus on:
· services being easy to access and navigate,
· effective health worker communication,
· clear and relevant health messages that empower everyone to make informed choices.
Health literacy is the interaction between the skills and knowledge of individuals and the demands of the health system. The Ministry of Health has identified six dimensions of health literacy: leadership and management, consumer involvement, workforce, meeting the needs of the population, access and navigation, and communication (Ministry of Health, 2015). 
Like those in other OECD countries, New Zealanders have poor health literacy skills and Māori are particularly affected (Ministry of Health, 2010). The literature is clear that low health literacy is associated with poor health outcomes (Nutbeam, 2008; Stewart et al., 2013; Taggart et al., 2012). Various researchers (Chinn 2011; Ferguson 2011; Ownby et al 2012; Stewart et al 2013; Taggart et al 2012) have identified that compared to those with high health literacy, people with low health literacy are more likely to report:
· poor health knowledge 
· poor understanding of health-related information, e.g. lower ability to understand labels and health messages, limited understanding of the benefits of cancer screening, poorer understanding of benefits and risks of cancer treatment options
· lower general health status
· worse intermediate disease markers
· higher incidence of chronic illness, e.g. diabetes
· later stage diagnosis of cancer 
· worse health outcomes and morbidity linked to their health condition
· reduced access and use of health services
· limited access to prevention and treatment programmes, e.g. lower uptake of screening
· engagement in harmful health behaviours, e.g. poor medicine adherence 
· low levels of illness and disease-related knowledge
· worse self-management skills, e.g. reduced ability to self-manage chronic conditions
· higher rates of hospitalisation
· higher use of emergency services
· incurring higher healthcare costs 
· higher social costs.
Perhaps most concerning is that low health literacy has also been associated with higher overall mortality rates (Ferguson and Pawlak, 2011; Stewart et al., 2013). 
Woodman and colleagues (2011) indicated that the health status of the patient’s entire family improves when intensive wrap-around support is extended beyond involving family members as partners in care to using the patient’s treatment as a motivator to improve family health. The potential social and health benefits of such a holistic intervention in bariatric surgery are significant when evidence indicates that around 60 percent of family members and 73 percent of children of bariatric surgery patients are obese (Ministry of Health, 2014). 
[bookmark: _Toc448414927]This pilot initiative, He Awatea Hou, aims to improve health literacy by building the skills and knowledge of individuals and their whānau, and by reducing the demands created by the bariatric services at CM Health and WDHB.
[bookmark: _Toc494130749]Programme rationale and logic
The development of He Awatea Hou commenced with an extensive ‘Discovery’ or needs assessment phase which involved understanding the health problem and the factors contributing to it, identifying causal pathway models, assessing community resources, looking at what services/programmes already exist, identifying evidence for successful programmes, and examining ethical considerations. The discovery phase included:
· a scan of the literature relevant to health literacy and bariatric surgery 
· a stocktake of local nutrition and physical activity services
· interviews with Māori and Pacific patients who had recently completed bariatric surgery (six Māori and four Pacific), to better understand their reality,
· interviews with 14 staff including the bariatric surgical team, hospital administrators and managers, and DHB staff.
Information from the needs assessment[footnoteRef:5] was synthesised in a report which was used to inform the design of the pilot programme. A full copy of the ‘Discovery phase’ report is available from the Ministry of Health. The pilot has approval from the Health and Disability Ethics Committee (#15/CEN/37) and locality approval from both CM Health and WDHB. The pilot was designed in conjunction with the WDHB and CM Health Project Steering Groups (PSG).  [5:  The needs assessment and subsequent reporting (‘Discovery report’) was not part of the evaluation process. ] 

The programme was whānau-centric and focused on developing healthcare services that support health literacy, with the aim of:
a) ensuring people with complex/chronic health needs who have been referred and accepted for elective bariatric surgery are effectively supported by whānau and health services in preparing for surgery
b) working with whānau of the patients through:
· lifestyle changes that are led, and “owned”, by the family so that good nutrition, physical activity and effective condition self-management become the norm (particularly for parents and their young children),
· plans developed by the individual and their whānau to improve health literacy and to effectively participate in, understand, and manage their elective journey.
There were two distinct programme components:
a) Whānau programme to encourage healthy lifestyles and health literacy.
The whānau programme aimed to recruit 40 patients and their whānau at the start of their bariatric surgery journey (25 at CM Health and 15 at WDHB).  Navigators were central to the whānau programme, supporting patients and their families to develop health literacy, and acting as a link to the service when health literacy barriers were identified. Navigators supported each whānau for up to one year. 
b) Provider/service programme to identify service barriers to health literacy and create an action plan to support health literacy at a service level. The methodology for service review is presented in the ‘Methodology’ section. 
The service programme was informed by a review of health literacy undertaken for each service.  The review used the Ministry of Health’s Health Literacy Review: A Guide (Ministry of Health, 2015).  This is further described in the report methodology. 
[bookmark: _Toc448414930][bookmark: _Toc494130750]He Awatea Hou (the whānau programme)
He Awatea Hou draws on the strength of the whole whānau to support patients through their bariatric journey and to support the whānau in their own journey. He Awatea Hou means ‘a new dawn’ and draws on the idea of a new day, a new start and a new opportunity. The aim of the programme is to support health literacy for patients and their whānau in two ways:  firstly, around bariatric surgery and secondly, lifestyle changes that are led and owned by the family.
He Awatea Hou provides support through a navigator who works with each patient and their whānau. The navigator is a key link between the service and whānau components of the pilot programme. A programme resource was also developed to assist patients and whānau through the bariatric journey. 
The programme logic for He Awatea Hou is presented in Figure 2 at the end of the introduction chapter.  
Navigators
In total there were four funded positions for He Awatea Hou; two Māori positions at Toi Tangata, and two Pacific positions at The Fono. These included two navigator positions (in total 1.0 full time equivalent (FTE) position), who delivered the frontline support to patients and their whānau. The additional positions consisted of two management positions: one at Toi Tangata managing the training and ongoing workforce development needs, and the other at The Fono managing logistics and recruitment. 
Navigators had basic training in nutrition and/or physical activity to certificate level[footnoteRef:6]. They also underwent an introduction to the whānau health literacy project and its goals, intentions, structure and relationships. Navigator training was developed by a range of stakeholders across the DHBs, Toi Tangata and The Fono, was coordinated by Toi Tangata, and was delivered from August to October 2015. Further, navigators also attended orientation training at the relevant DHBs, spending time becoming familiar with the staff, processes and different surgeries undertaken. This included attending the group information session, first specialist appointment clinic (with the surgeon), dietitian clinics pre-surgery, pre-operative group sessions with the dietitian and clinics with the clinical nurse specialist. Competencies were developed for each DHB and these were signed off by the DHB at the end of the training and orientation. [6:  Certificate of Pacific Nutrition, covering healthy eating, healthy lifestyles and life-course nutrition. Provided by the Auckland University of Technology and facilitated by The Heart Foundation.  ] 

As well as supporting patients and whānau, navigators were responsible for collecting intervention group data from evaluation participants.  On two occasions, navigators attended a two-hour training on the programme’s evaluation framework, informed consent processes, data management processes, and qualitative interviewing techniques. This training was delivered by the Ko Awatea Research and Evaluation Office, who also provided ongoing phone, email and face-to-face support regarding evaluation activities. On two occasions evaluators also attended interviews to provide coaching at qualitative interviews with patients[footnoteRef:7]. Meetings were held every six weeks with evaluators at Ko Awatea and navigators to provide feedback on the evaluation process and check progress. [7:  We notified interview participants in advance about an additional evaluator attending and received verbal permission from patients that this was okay. ] 

Regular navigator meetings were held both internally at Toi Tangata or The Fono, and with the bariatric nurse specialists to continue to provide support and supervision, and additional training if required.
Whānau resource 
In order to improve whānau health literacy about the bariatric surgical pathway, Toi Tangata developed a resource in close consultation with DHB clinical nurse specialists, dietitians, and the Project Steering Group (PSG) (see ‘Programme governance’ for further description of the role of the PSG). This resource was informed by the findings of the ‘Discovery phase’ and was pre-tested with patients and whānau in December 2015. Key challenges included translating complex surgical and dietary advice into accessible language while maintaining accuracy, and providing information that was relevant to both DHBs. The final product was approved by both DHBs and can be accessed by request to the Ministry of Health. 
Recruitment of patients and whānau
Patients and whānau were recruited into the He Awatea Hou programme in late 2015 and early 2016. Navigators recruited participants at the first bariatric group information session, where they presented on He Awatea Hou and distributed information packs (this included information about the evaluation as detailed in the ‘Methodology’). People were invited to return the consent form if they wished to enrol in the service. The navigator’s managers contacted attendees at the information session who had not responded by telephone to see whether they had any questions and whether they would like to participate.  Referrals to He Awatea Hou were also made directly by the clinical nurse specialists at the two DHBs.
Patients were given the opportunity to self-assign to a navigator of their choice. Those who had no preference were assigned to a navigator based on DHB.  
[bookmark: _Toc448414929]Programme governance
A Project Steering Group (PSG) was established at CM Health and WDHB to oversee the programme.  Each PSG included members of the project team (from Quigley and Watts, Toi Tangata and The Fono), service managers, surgeons, dietitians, clinical nurse specialists, evaluators, DHB funding and planning staff, and Māori and Pacific health managers. The PSG meet regularly on a quarterly basis. The key role of the PSG was to support and guide the project, specifically to:
· review and comment on the research approach and methodology
· work collaboratively to ensure the project meets contractual requirements and timeframes
· actively participate in the project 
· generally facilitate the work through professional and organisational channels  
Specific activities included to:
· attend PSG meetings 
· advise on ethical issues related to the study
· provide advice about important linkages within the DHB and assist to facilitate any introductions
· raise any concerns about the project directly with the project team
· ensure the project is linked into DHB strategies and work plans where appropriate
· contribute to the design of the project
· assist to build formal and informal relationships within and outside the DHB to support the project
· provide guidance on how to most effectively work within the DHB environment
· actively participate in and support the project to be successful
· be a positive advocate for the project
· provide access to clinical staff and patients for the project.

[bookmark: _Toc448414931][bookmark: _Toc494130751]Evaluation of He Awatea Hou
An evaluation of this pilot was commissioned by the Ministry of Health, as part of the contestable tender process, to determine the effectiveness of the pilot through measurement of changes to patient health literacy and health outcomes, whānau health literacy, and delivery of bariatric surgery services. The evaluation was led by the Research and Evaluation Office, Ko Awatea, CM Health. 
The evaluation was guided by a logic model which shows how the actions of the pilot programme intervention were expected to influence the short, medium, and longer term outcomes.  Evaluation questions included the following:
To what extent did the pilot result in:
1. Improved patient health literacy (increased ability to obtain, process, and understand the health information and services in order to make informed and appropriate health decisions about bariatric surgery)
a. Improved whānau health literacy
b. Increased ability to effectively support a whānau member on their elective bariatric surgery journey
c. Whānau making lifestyle changes that are led and owned by the family (based on their action plan) 
d. Whānau taking control of the journey and making decisions that matter for them
2. Bariatric surgical services that better support health literacy
3. Improved long term outcomes
a. Improved patient outcomes (quality of life and clinical outcomes)
b. Improved service outcomes
c. Increased whānau capacity and capability to address obesity and other risk factors to improve health outcomes.
For each DHB a health literacy action plan was developed by the PSG. The action plan outlined the barriers to health literacy together with their corresponding goals and interventions. The evaluation assesses the degree to which the action plan was implemented at each DHB.
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[image: ][bookmark: _Ref493760289]Figure 2: Logic model developed for the He Awatea Hou pilot, showing programme deliverables, and expected short, medium and long term outcomes

[bookmark: _Toc448414932][bookmark: _Toc494130752]Methodology
The evaluation design was quasi-experimental with a mixed methods approach involving a comparison (N=33) and intervention group (N=32). The comparison group of patients was recruited during the health literacy service review phase (prior to the intervention commencing).  Data from the comparison group was used to compare outcomes with the intervention group who were recruited into the pilot. 
As further described in this chapter, pilot outcomes were assessed in two ways:
1. For patient and whānau related outcomes: comparing the intervention group outcomes with outcomes from the comparison group, allowing us to capture the degree of influence that the navigators had in the intervention group.
2. For service-related outcomes: comparing the service health literacy-related changes to the baseline collected in the health literacy service review. 
Evaluation findings are presented in the format of patient and whānau related outcomes, followed by service outcomes. This evaluation aimed to determine the effectiveness of the whānau health literacy pilot project by measuring changes to:
· patient health literacy and health outcomes.
· whānau health literacy.
· ability to support the family member undergoing surgery.
· ability to make lifestyle changes[footnoteRef:8] that are led and owned by the family. [8:  Lifestyle changes related to addressing obesity and other risk factors to improve health outcomes (including but not limited to nutrition, physical activity and effective condition self-management)] 

· delivery of services (bariatric surgery) at Middlemore and North Shore Hospitals.  
[bookmark: _Toc448414936][bookmark: _Toc494130753]Evaluation methods
Evaluation methods aim to capture (i) patient and whānau outcomes and (ii) service outcomes. As detailed below, patient and whānau outcomes were captured through a range of methods including clinical indicators, survey and support scale responses, and qualitative interviewing over the duration of the bariatric pathway including three specific points of contact (POC). All measures were performed in the intervention and comparison groups. 
Service outcomes were measured through two methods: the collection of clinical indicators for services over time (as detailed on Table 2), and through a service review following the Ministry of Health (2015) framework for health literacy review. Data for the review were collected using a range of methods as outlined in the guide, including: 
· phone interviews with healthcare professionals from the bariatric teams
· face-to-face interviews Māori or Pacific patients who had been through bariatric surgery and their whānau
· survey of health professionals in the bariatric surgical teams.
· observations of bariatric information sessions, clinics and patient consultations.
· environment observations of clinics and clinic settings
· review of all key bariatric surgical resources, which included:
· WDHB: the information booklet ‘Surgical Weight Loss Options Waitemata DHB’ and the nutrition resources ‘Weight Loss Surgery: Optifast – How to Use it’, ‘Post-Operative Fluids’, ‘Pureed Diet’, ‘How to manage constipation before and after surgery’. 
· CM Health: ‘Patient Information Book for Laparoscopic Gastric Sleeve Procedure’ (LGSP) and ‘Eating After Bariatric Surgery’.
[bookmark: _Toc448414937][bookmark: _Toc494130754]1.0: Patient and whānau outcomes
Following the definition of health literacy chosen for this pilot, we assessed the service barriers experienced by patients to obtaining, processing and understanding information and navigating services in order to make informed and appropriate health decisions about bariatric surgery. 
Semi-structured interviews
We undertook extensive qualitative interviewing with comparison and intervention group participants at three points on the bariatric pathway (Point of Contact or POC) (See Figure 3 below). 

[bookmark: _Ref490817911]Figure 3: Points of Contact (POC) for qualitative interviewing of patient and whānau evaluation participants. 
 
At POC1 we gathered information in regards to patient understandings of bariatric surgery, key concerns and expectations, support, and experiences of the initial information session or seminar, and first specialist appointment. The second POC (POC2) is also prior to surgery, following patient appointments with the dietitian and bariatric nurse. In this interview we discussed patients’ experiences of these appointments, their current progress towards weight loss goals, challenges, whānau support provided, and other supports. Finally, we reflected on the entire journey with patients six weeks post-surgery (POC3). As the bariatric pathway involves interactions with several healthcare professionals, over variable (but potentially long) durations in time, we purposely designed this punctuated approach to data collection to assist with biases of recall that may be experienced by evaluation participants. 
We took a semi-structured approach to qualitative interviews with patients. This approach was a good methodological fit with this evaluation given the need to develop rapport with evaluation participants, discuss sometimes personal or sensitive subjects, and collect in-depth information about patient experiences (Richie & Lewis, 2003; Patton, 2002). Typically, interviews were conducted face-to-face with evaluation participants and their whānau wherever possible. Face-to-face interviews occurred at health services when patients could align their clinical appointments and interview commitments, but also in their homes. Some phone interviews were also conducted to help minimise travel and time demands on patients. 
Patient surveys and interview schedules for POC1, POC2 and POC3 are available in Appendices A, B and C, respectively. The whānau survey and interview schedule completed at POC3 is available in Appendix D. 
Health literacy surveying
At the conclusion of all POC qualitative interviews, a survey was also administered with patients. These surveys included a series of Likert statements exploring extent of patient agreement (or disagreement) with various aspects of the bariatric service (for example, the appointment was easy to find, I knew what to expect, I felt comfortable asking questions). They also included other closed questions which ascertained if they had attended with a support person, and how they would describe their relationships with the health professional they met. These surveys were informed by previous indicators published in The Health Literacy Umbrella better health model (Davis et al., 2009), which identified values and preferences, respect, plain language, clear dialogue, follow-up, technology, easy navigation, peer support, resources and education as determinants of health literacy. These surveys were completed by patients, and additionally by whānau at POC3. 
At POC3 a support scale was also completed by patients, which aimed to explore social and support networks available to bariatric patients. A rapid scan of existing family support scales in Medline, CINAHL, Google Scholar and the Cochrane Library with search terms ‘family support scale’, ‘social support scale’, ‘support scale and measurement’ was conducted. Of the seven published and accessible scales, none related to our demographic group or bariatric specialities, tending to focus more on caregiving relationships in families with children with disabilities. We adapted our own from the Family Support Scale (Dunst, Trivette & Jenkins, 1984), which has been extensively utilised to measure perceived helpfulness of both formal and informal supports available to families raising children, and demonstrates adequate face validity and internal consistency validity with this population (Littlewood et al., 2012). This scale included a wide range of potential support in social networks, which was well attuned to concepts of whānau and extended familial groups. All scales are available in the Appendices for POC qualitative interview schedules as outlined above.  
Clinical indicators
The following clinical indicators (See Table 1: Summary of patient outcomes indicators for analysis) for patient outcomes collected through existing clinical information systems were defined by the Project Steering Group in partnership with the evaluation team. 
[bookmark: _Ref445844178][bookmark: _Ref488151120]Table 1: Summary of patient outcomes indicators for analysis
	Indicator
	Description
	Comments
	Source

	Quality of life
	BAROS (Bariatric Analysis and Reporting Outcome System) is a scoring system which, along with easy handling, allows comparisons to be made internationally.
BAROS uses a point scale (maximal score of 9) to evaluate weight loss, complications, improvement in medical conditions, and quality of life among postoperative bariatric patients.
	Assesses self- esteem, physical activity, social activity, work and sexual activity through a validated questionnaire; will be assessed to ensure that it will be culturally appropriate.
	Bariatric surgery or navigators

	Did not attend (DNA) rates
	Total number of appointments attended, and total number of appointments scheduled but missed by patients. 
	As an indicator of patient engagement and care coordination.  
	Bariatric surgery 

	Surgical outcome
	How many evaluation participants completed bariatric surgery between July 2015 and July 5th 2017. 
	Only those eligible patients who meet their weight loss goals will achieve bariatric surgery. 
	Bariatric surgery

	Length of stay (LOS) after surgery
	The length of stay in hospital following surgery for participants who had surgery. 
	
	Bariatric surgery

	Time to theatre
	Time to theatre was calculated from the first contact date to the operated date (inpatient admission) date, in days. This applied to only those participants who had surgery. 
	
	Bariatric surgery

	30 day readmission after surgery
	Whether the participant was readmitted within 30 days from operation.
	
	Bariatric surgery

	Readmission length of stay (LOS)
	For those participants who were readmitted into hospital within 30 days from operation, the length of the readmission event, in days.
	
	Bariatric surgery

	30 day readmission after last outpatient (OP) clinic 
	Whether the participant was been readmitted within 30 days from last OP clinic.
	
	Bariatric surgery

	LOS for readmissions following OP clinic
	Length of this readmission event, in days.
	
	Bariatric surgery

	Mental Health Service admissions
	Whether the participants was admitted within 1 year of operation date acutely to mental health.
	
	Bariatric surgery

	Mortality
	Whether the participant died within 30 days after operation.
	
	Bariatric surgery

	Co-morbidities improvement
	Common comorbidity includes: hypertension, dyslipidaemia and diabetes mellitus.
	Co-morbidities are assessed for each patient before surgery and then follow-up.
	Bariatric surgery



Health outcomes were not measured directly for whānau, though were self-reported in qualitative interviewing. 
[bookmark: _Toc448414939][bookmark: _Toc494130755]2.0: Service outcomes
The aim of the service programme was to identify barriers to health literacy, formulate actions to address the barriers and support the services to take these actions. Service barriers to health literacy were identified using the framework outlined in Health Literacy Review: A Guide (Ministry of Health 2015). The guide identifies six dimensions of health literacy (i. leadership and management, ii. patient involvement, iii. workforce, iv. meeting needs of the population, v. access and navigation, and vi. communication). The intention was to utilise the review both pre and post intervention to allow comparison to illustrate changes in service delivery. However, as highlighted and explained in the methodology ‘Limitations’ section, post service review was not undertaken. 
The review described in the Guide is based on a systems view of health literacy and the critical role that healthcare services play in reducing the health literacy demands placed on patients and families, and supporting health practitioners to build health literacy with patients and families. The review assesses how the service is performing in relation to six dimensions. These cover the service’s strategic and operational activities as both contribute to a health literate service.
The reviews were guided by a small working group (the Health Literacy Review Group, HLRG) at each DHB made up of members of the PSG and the project team. The HLRG included members of the project team (Toi Tangata, The Fono and Quigley and Watts), evaluators from Ko Awatea and staff from the service and DHB funding and planning teams.  At WDHB two additional members with an interest in being involved also participated in the HLRG: the DHB patient experience manager and the project manager for the DHB Bariatric Service Project[footnoteRef:9].   [9:  The WDHB Bariatric Service Project is a separate but related project at Waitemata which initially aimed to integrate the goals of the DHBs Funding and Planning and Māori Outcomes team into the delivery of services at a systems level. This is further described in the Findings chapter under ‘Service outcomes’. ] 

The HLRG advised on all aspects of the review, including the methods, questionnaires and the analysis of the data.  Data collection for the CM Health review was undertaken between July and October 2015. Data collection for the WDHB review was undertaken between August and December 2015. Data for the review were collected using a range of methods: 
· phone interviews with health professionals from the bariatric teams.
· face-to-face interviews with fourteen Māori or Pacific patients who had been through bariatric surgery and their whānau. 
· survey of health professionals in the bariatric surgical teams.
· observations of bariatric information sessions, clinics and patient consultations (25 patients in total).
· environmental observations of clinics and clinic settings.
· review of all key bariatric surgical resources:
· ‘WDHB: the information booklet Surgical Weight Loss Options Waitemata DHB’ and the nutrition resources ‘Weight loss surgery: Optifast – how to use it’, ‘Post-Operative Fluids’, ‘Pureed Diet’, ‘How to manage constipation before and after surgery’. 
· CM Health: ‘Patient Information Book for Laparoscopic Gastric Sleeve Procedure’ (LGSP) and ‘Eating after Bariatric Surgery’.
Each HLRG met on two occasions to review the findings of the data collection and identify barriers and enablers to health literacy for each service. An analysis workshop was held to consider the data collected and begin to draw out key themes and issues relevant to health literacy. The HLRG compiled a report summarising the findings and suggested interventions, which was presented to the PSG for review. As suggested by the Guide, key findings in the report were recorded under each dimension followed by a discussion about the health literacy barriers and enablers and, where relevant, a possible health literacy intervention. 
The findings report was discussed by the PSG and used to inform the structure and content for an action plan (one for each DHB). The action plan was compiled by the project team and signed off by the PSG from the corresponding DHB. The action plans were signed off by CM Health in February 2016 and WDHB in April 2016. 
[bookmark: _Ref445844657]Additional service data (as outlined on Table 2) was collected through existing clinical information systems to assess service performance over time across the project period. 
[bookmark: _Ref445845666]Table 2: Summary of indicators for service outcomes
	Indicator
	Numerator
	Denominator
	Comments
	Source

	% patients that undergo surgery
	Number of patients referred that fit eligibility criteria
	Number of patients that undergo bariatric surgery
	
	Hospital records

	% patients lost to follow-up (LTFU)
	Total number of patients that abandoned the bariatric surgery pathway
	Total number of patients referred that fitted inclusion criteria
	Breakdown by each pathway step
	Hospital records

	% mortality
	Number of patients that died of causes related to the procedure
	Total number of patients undergoing surgery
	
	Hospital records

	% morbidity
	Number of patients with health conditions[footnoteRef:10] related to the procedure [10:  A list of  conditions, based in published literature and specialist advice, were be defined before inception of the pilot] 

	Total number of patients undergoing surgery
	i.e. hernia, wound complications, embolism, DVT, bowel obstruction etc.
	Hospital records

	BAROS results
	
	
	See Table 1; will compare with results in NZ (if available) and elsewhere in the world
	Bariatric team records

	Average start to oral diet
	Total number of days from surgery to starting oral diet
	Total number of patients undergoing surgery
	
	Bariatric team records

	Average length of stay (LOS)
	Total number of hospitalisation days
	Total number of patients undergoing surgery
	
	Bariatric team records

	Readmission rate
	Total number of readmissions
	Total number of patients discharged after surgery
	
	Hospital records

	Average LOS for readmissions
	Total number of hospitalisation days for readmissions
	Total number of patients readmitted
	
	Hospital records

	DNA rate
	Total number of appointments missing
	Total number of patients admitted and followed-up
	
	Hospital records

	Patient waiting times for access to elective surgery
	Average (median) and patient time from entering service 
	Total number of patients entering service
	
	Hospital records



[bookmark: _Toc494130756][bookmark: _Toc448414940]Participant recruitment
Patient participants for both the comparison and intervention groups were recruited from bariatric information sessions (or seminars) at CM Health or WDHB, where an evaluator (comparison group) or navigator (intervention group) attended to introduce themselves, describe the evaluation and distribute participant information sheets (Appendix E). The evaluator (comparison group) or navigator (intervention group) then followed up with all attending patients by phone to ascertain if they would like to participate in the evaluation and answer any questions they may have. A comparison group of 33 evaluation participants (18 from WHB and 15 from CM Health) was recruited over a series of four information sessions from July 2015 to January 2016. Additional recruitment was also completed in June 2016 to account for participant attrition from the evaluation. The intervention group of 32 evaluation participants was recruited by navigators over a series of six information sessions from December 2015 to April 2016. The intervention group included 21 patients from CM Health and 11 from WDHB. A demographic profile of evaluation participants is provided in the evaluation ‘Findings’. 
Intervention group patients and their whānau were eligible to participate in the service and evaluation when:
· there were children in the whānau under the age of 15 years.
· whānau had a strong interest in setting and achieving health goals.
[bookmark: _Toc494130757]Data analysis
The analysis and reporting for the service review was guided by the six dimensions of a health literate service identified in Health Literacy Review: A Guide (Ministry of Health, 2015) and as described in this report ‘Background’. 
Clinical and service indicators were analysed quantitatively for frequency of distributions in time series. We compared the intervention and comparison groups for patient outcomes and looked for statistically significant differences (t-test and Pearson correlation). Summary results are presented as counts and proportions for categories outcomes and mean with standard deviation (SD) for continuous outcomes. In order to determine statistically significant differences in the outcomes between the groups and to test for associations, two-sample t-tests and a chi-square test were used respectively. A significance level of less than 5% was deemed as statistically significant.  
Semi-structured interviews were audio recorded, transcribed and then thematically analysed with the aid of qualitative software package, NVivo. Thematic analysis (TA) is a method for “analysing and reporting patterns (themes) within data”, and focuses on identifying patterned meaning across a dataset (Braun & Clarke, 2006, p.79). This process involved the evaluation team first familiarising themselves with the interview records through reading the transcripts. Interview transcripts were then coded to identify important features relevant to evaluation questions. Coded records were used by evaluators to develop significantly broader themes, or patterns of meaning, from coded/collated data. These key themes are presented, described and interpreted in reporting.
With scaled responses from patient and whānau health literacy surveys, we calculated the mean with standard deviation (SD) and the 95% confidence intervals (CI) for scores. Effect size was used to quantify the size of the difference in the scale between the two groups, or the “magnitude of the difference between groups” (Sullivan & Feinn, 2012, p.279). Cohen (1988) defined d as the difference between the means, M1 - M2, divided by standard deviation, SD, of either group. Cohen hesitantly defined effect sizes as "small, d = .2," "medium, d = .5," and "large, d = .8". When the magnitude of the effect is greater than 0.5, it indicated a medium size of difference which is marked using two asterisks (**) and greater than .8 as three asterisks. We also looked for correlation between “levels” of support and indicators such as “did not attend” (DNAs) and attrition rates.
[bookmark: _Toc494130758][bookmark: _Toc448414941]Ethics statement
This pilot and evaluation was ethically approved by the New Zealand Health and Disability Ethics Committee (Ref #15/CEN/37).  The pilot and evaluation framework was approved through the Expedited Review pathway. 
Achieving bariatric surgery can be a stressful time for patients of the bariatric service. When working with the comparison group, on two occasions participant confusion and distress was highlighted back to the relevant bariatric service for follow-up. Permission from the evaluation participant was obtained to do this. They were made aware that this would identify them as an evaluation participant to the respective bariatric team. The evaluator followed up with participants to ensure that the relevant service had been in touch and that the issue or confusion had been resolved. 
[bookmark: _Toc494130759]Evaluation team
The lead evaluator was Dr. Luis Villa, manager of the Research and Evaluation Office (REO), Ko Awatea, CM Health. His fields of expertise are public health, health systems and quantitative methodologies. Brooke Hayward (Evaluation Officer, REO, Ko Awatea) was co-evaluator and responsible for overall evaluation co-ordination, reporting and qualitative aspects of the evaluation, including qualitative interviewing with the comparison group. 
Data analysts from the Health Intelligence and Informatics team (Ko Awatea, CM Health) collected and analysed service data to establish the baseline and on-going data collection from the service database.
Navigators were trained in basic evaluation principles and the pilot’s evaluation protocols at the beginning of the pilot. Training included how to collect relevant information from patient/whānau using tools such as a qualitative interviewing, surveying, and structured observations. They were responsible for undertaking evaluation activities with all intervention group participants. The two main evaluators supported the navigators in ongoing data collection.
The evaluation team also included staff from the hospitals’ bariatric services to conduct the organisational health literacy reviews (as suggested in the Health Literacy Review Guide). 
[bookmark: _Toc494130760]Limitations
Limitations for this evaluation are outlined below. 
Demographic matching 
The intervention and comparison group patients were chosen from the same population group (bariatric surgery information session attendees) using the same recruitment criteria so we expected similar socio-demographic characteristics (age group, and socioeconomic status). While demographic features such as age, ethnicity and gender are similar across intervention and comparison groups, we were not able to determine differences 
Participant attrition from evaluation
Data collection with patients commenced in August 2015 and was finished in May 2017, and for patients, continued for the duration of their bariatric journey. As the evaluation occurred over long periods of time this often meant changes in patients’ availability and willingness to participate in evaluation activities. Patient attrition impacted on our study group sizes, and occurred when: (i) consented participants decided not to have surgery and were excluded from the study group for this reason[footnoteRef:11], (ii) participants did not respond to three consecutive requests for appointments from evaluators (iii) participants did not attend two consecutive appointments with evaluators, or (iv) patients did not wish to participate in further interviews due to personal circumstances such as availability and other life events. Attrition has resulted in smaller study group sizes, difficulty in comparing qualitative information, and underpowered statistical analyses. For this reason we have drawn attention to clinical outcomes that reached statistical significance, as well as those that did not.  [11:  In these instances, participants’ POC data (interviews and survey responses) that was provided prior to their withdrawal from the bariatric programme are still included in the evaluation findings. However, POC3 (post-surgery) data was not collected, and clinical data was missing and or excluded participants (for example, BAROS measurement). ] 

Low whānau participation
While evaluators and navigators encouraged whānau participation in all evaluation activities, whānau participation in evaluation activities was low. Influencing factors were:
· whānau availability and  difficulty coordinating meetings with whānau
· variable whānau interest in participating in evaluation activities and (for the intervention group) in setting goals.
Other options for participating in evaluation activities were offered, for example, phone discussion, or sending scales through the post. None of the scales distributed to whānau via the post were received back. 
In addition to working with patients, the He Awatea Hou programme intended to work with whānau to support the patient on the bariatric surgery journey, and to support whānau to achieve their own health and lifestyle goals. This aspect of the pilot was not implemented as intended due to limitations in resourcing and capacity. Navigators had over 20 patients and their whānau each to support in 20 hours per week. Time was invested in supporting patients and their whānau with a focus on successful bariatric surgery. When whānau expressed an interest in making changes to their lifestyle these were supported, but navigators were unable to be more proactive in supporting these goals. In hindsight, this was beyond the resources the navigators had available. 
Low whānau participation in evaluation activities has made it more difficult to draw evaluation conclusions around whānau outcomes. 
Clinical outcomes
Accessing clinical information for study group participants and service data to establish trends over time was challenging for both DHBs.  Analysts had difficulty ‘tracking’ patients from single bariatric referrals due to the nature and complexity of clinical information systems. For example, when patients had multiple bariatric referrals lodged, or had clinical appointments which were not recorded against a particular referral, this required significant manual work in opening, checking and validating clinical appointments and pathways of patients. Some of the information we hoped to collect was not available, or was so incomplete that we were unable to undertake the anticipated analyses. These included:
· average start to oral diet (not found)
· BAROS indicator (incomplete at CM Health and not collected at WDHB)
· morbidity improvement (not found)
Service outcomes
Improvements in barriers to health literacy at the service level (identified in the action plans) were intended to be measured by repeating the Health Literacy Review. The Review was not repeated in full because only a minority of interventions in the Action Plans were implemented by the services. Where interventions were undertaken the relevant component of the Review was used to measure change. For example, the resources were assessed pre and post change using the Patient Education Material Assessment Tool (PEMAT). Further, the tools in the Review did not have the specificity or validity to measure change over time.



[bookmark: _Toc494130761]Findings: Patient and whānau outcomes
This chapter explores patient and whānau outcomes for both the comparison and intervention groups, and includes clinical and qualitative findings. 
[bookmark: _Toc494130762]Chapter summary
CM Health participants achieved surgery sooner (p= 0.01166), and had shorter LOS for any post-surgery readmissions (within 20 days of surgery) (p<0.0001) and readmissions following their last outpatient clinic (t=4.68, p<0.0001). Though they did not reach statistical significance, positive indicative trends were also notable for the following indicators: LOS after surgery, readmission rates within 30 days of last outpatient clinical, and appointment DNA rate. 
There were no statistically significant differences between comparison and intervention group outcomes for WDHB participants. Non-significant indicative trends for WDHB participants suggest that fewer patients achieved bariatric surgery, and average time to theatre was longer in the intervention group.
Key strengths of navigator support that were identified by patients and whānau in qualitative interviewing included enhanced patient accountability for lifestyle behavioural change, availability and accessibility of holistic support, the provision of helpful information and resources, and genuine care (manākitanga) for bariatric patients and their family or whānau.From qualitative interviews, we derived two key these which are discussed in further details in this chapter. These themes include: ‘The psychological journey is a central part of the bariatric experience’ and ‘The journey is largely self and whānau directed’. These findings emphasise the importance of supports (such as those provided by navigators) that address the emotional and social aspects of care, in the day-to-day context of long term commitments to lifestyle behaviour change.
Although they did not reach statistical significance, whānau supported by navigators indicated moderate to large improvement on the following indicators: 
· finding the doctors and nurses friendly and welcoming (d= .5) 
· feeling well informed (d= .5)
· feeling helpful supporting their whānau to reach their pre-surgery goals (d= .5)
· taking care of their whānau following surgery (d= 0.67). 
· pre-surgery preparation support from patients ‘brothers and sisters’ (d = .69), ‘other people in my household’ (d = .65), ‘other’ supports (d = 1.37). 
· post-surgery supports, including ‘my partners parents’ (d = -.54), the ‘dietitian’ (d = -.79), and ‘my brothers or sisters’ (d= .96)
A large effect size which favoured the comparison group was also calculated for ‘my children’ and ‘my partner’ both pre and post surgery, perhaps resulting from the introduction of navigator support which reportedly reduced burden of care on family or whānau. 
[bookmark: _Toc494130763]Study group demographics
In total, 65 patients consented to participate in this evaluation, including 33 who participated prior to service changes and intervention (referred to as the comparison group), and 32 who were supported by Navigators at Toi Tangata or Te Fono (intervention group). We were able to collate clinical indicators for 32 of 33 comparison group participants, and 29 of 32 intervention group participants. Five participants were excluded from the clinical indicator analysis as their NHI’s or other personal information was not able to be matched and validated with clinical records accessible to analysts at each DHB. 
Table 3 below describes demographics of the comparison group participants, which included 14 from Counties Manukau Health, and 18 from Waitemata. Table 2 summarises demographics for the intervention group who were supported by Navigators, which included 18 participants from CM Health, and 11 from Waitemata. 
[bookmark: _Ref492023761][bookmark: _Ref492023755]Table 3: Demographic summary for evaluation participants in the comparison group
	Comparison group participants (N=32, 14 CMH and 18 Waitemata)

	Age group
	Sex, N / % (0 d. p.)
	Ethnicity N / % (0 d.p.)

	0 – 25 years
	2/ 6%
	Female
	21/ 66%
	Maori
	8/ 25%

	26 – 45 years 
	18/ 56%
	Male
	11/ 34%
	Pacific Island
	5/ 16%

	46 – 65 years
	12/ 38%
	
	
	European
	13/ 41% 

	65 +
	0
	
	
	Asian
	0/ 0%

	Unknown
	0
	
	
	Not stated
	1/ 3%

	
	
	
	
	Other
	5/ 16%



Table 4: Demographic summary for evaluation participants in the group supported by navigators (intervention group)
	Intervention group participants (N=29, 18 CMH and 11 Waitemata)

	Age group
	Sex
	Ethnicity

	0 – 25 years 
	1/ 3%
	Female
	18/ 62%
	Maori
	14/ 48%

	26 – 45 years 
	15/ 52%
	Male
	11/ 38%
	Pacific Island
	7/ 24%

	46 – 65 years
	12/ 41%
	
	
	European
	6/ 21%

	65 +
	0
	
	
	Asian
	1/ 3%

	Unknown
	1/ 3%
	
	
	Not stated
	0/ 0%

	
	
	
	
	Other
	1/ 3%



Table 5 provides a participation summary for evaluation activities, which included 128 interviews and 116 surveys. 
[bookmark: _Ref494116919]Table 5: Summary of participation in evaluation activities
	
	POC1
	POC2
	POC3
	Whānau interview

	Comparison group participants (N=33)
	33 interviews and 32 POC1 surveys completed
	25 interviews and 22 POC2 surveys completed
	16 interviews and 14 POC3 surveys completed
	4 interviews and 4 surveys completed

	Intervention group participants (N=32)
	23 interviews and 20 POC1 surveys completed
	16 interviews and 18 POC surveys completed
	8 interviews and 3 POC3 surveys completed
	3 interviews and 3 surveys completed

	Total
	56 interviews and 52 POC1 surveys
	41 interviews and 40 POC2 surveys
	24 interviews and 17 completed POC3 surveys
	7 completed whānau interviews and surveys 


 
Participant attribution over the evaluation period occurred when patients (i) decided not to pursue bariatric surgery, (ii) were lost to follow up after not returning contact or not showing at scheduled interview times more than twice in a row, or (iii) had a change in circumstances impacting their willingness or ability to participate. 
[bookmark: _Toc494130764]Clinical outcomes for patients
Outcomes for CM Health and WDHB patients are presented separately to consider differences across DHBs, and then together as a full study group. 
[bookmark: _Toc494130765]Outcomes for CMH patients
We were able to compare the following clinical outcomes between comparison and intervention groups at CMH: Surgical outcome (ie. if the patient had surgery or not), Length of Stay (LOS), Did Not Attend rates (DNA), time to theatre, readmission rate within 30 days after surgery, readmission rate within 30 days of last outpatient (OP) clinical appointment, admissions to Mental Health services within a year after survey, and mortality rates. Results are summarised on Table 6 below. 
There were several statistically significant differences including:
· time to theatre (from initial seminar or information session to operation day), with intervention group participants reaching theatre sooner than comparison group participants (p= 0.01166). 
· readmission length of stay (LOS) was shorter (less than half) for readmissions to hospital within 30 days of their operation for intervention group participants (p<0.0001).
· LOS for readmissions following patients’ last outpatient clinic was shorter (less than half) for intervention group participants (t=4.68, p<0.0001).
Given the small sample sizes and lack of power for statistical testing, we have highlighted indicative trends for non-significant clinical outcomes. Improvement is evident in most indicators suggesting that the intervention has the potential to improve health outcomes for bariatric patients. Readmission rate within 30 days from surgery, readmission rates within 30 days of last outpatient clinical, and appointment DNA rate had better results that did not reach statistical significance in the intervention than the control group.
[bookmark: _Ref489016935]Table 6: Clinical outcome indicators for control and intervention groups at CM Health
	Indicator
	Description
	Result

	Surgery
	How many evaluation participants secured a surgical place and completed surgery between June 2015 to July 5th 2017. 
	56% of intervention got surgery and 43% of the comparison group (this difference is not statistically significant 2 0.008, p=0.92).

	Length of stay (LOS) after surgery
	The length of stay in hospital following surgery for participants who had surgery. 
	LOS was shorter in intervention group (1.9 days mean, range 1.19-2.3) compare to control group (2.43 mean, range 1.19-2.33).

	Time to theatre
	Time to theatre was calculated from the first contact date to the operated date (inpatient admission) date, in days. This applied to only those participants who had surgery. 
	Average time to theatre was 213.5 days (range 157.7-291.7) in the intervention group, and 310.8 days in the comparison group (range 214-433.7). This difference was statistically significant (p=0.01166).

	30 day readmission after surgery
	Whether the participant was been readmitted within 30 days from operation
	30 day readmission after surgery was double in the comparison group than the intervention (43% versus 22%).  This difference is not statistically significant (2 0.748, p=0.38).

	Readmission length of stay (LOS)
	For those participants who were readmitted into hospital within 30 days from operation, the length of the readmission event, in days.
	LOS for readmissions was less than half in the intervention group at 3.1 days on average for the intervention group (range 2.1-4.2) and 7.9 days on average in the comparison group (range 0.2-38.8). This result was statistically significant (p<0.0001). 

	30 day readmission after last outpatient (OP) clinic 
	Whether the participant was been readmitted within 30 days from Last OP clinic.
	30 day readmission after last OP clinic was higher in the comparison group than the intervention (57% versus 44%, this difference is not statistically significant (2 0.127, p=0.72).

	LOS for readmissions following OP clinic
	Length of this readmission event, in days.
	The LOS was halved in the intervention group (3.01 days on average, range 0.4-5.0) when compared to the comparison group (6.35 days on average, range 0.8-32.8). This result was statistically significant (t=4.68, p<0.0001). 

	Mental Health Service admissions
	Whether the participants was admitted within 1 year of operation date acutely to mental health
	No patients (including comparison and intervention groups) were admitted to Mental Health services within a year after surgery. Note that it has not been a year since surgery for all patients. 

	Did Not Attend rate (DNA)
	Number of scheduled clinical appointments with the Bariatric Service not attended by participants. 
	Patient DNA rate was lower in the intervention group (0.67 appointments per patient on average) when compared with the control group (0.86 appointments per patient on average).

	Mortality
	Whether the participant died within 30 days after operation.
	There were no patient deaths in the study group.  



[bookmark: _Toc494130766]Outcomes for Waitemata patients
We were able to compare the following clinical outcomes between comparison and intervention groups at WDHB: Surgical outcomes (ie. if the patient had surgery or not), Length of Stay (LOS), Did Not Attend rates (DNA), time to theatre, readmission within 30 days after surgery, and LOS for readmissions (See Table 7). We did not compare outcomes for several indicators including readmission LOS, 30 day readmissions following the last OP clinic, mental health service admissions, and mortality as these did not apply to any Waitemata participants. 
There were no statistically significant differences between comparison and intervention group outcomes for Waitemata participants. Non-clinical indicative trends for Waitemata participants suggest that fewer patients achieved bariatric surgery, and average time to theatre was longer in the intervention group. These findings warrant further exploration in the report discussion. 
[bookmark: _Ref494121672]Table 7: Clinical outcome indicators for control and intervention groups at WDHB
	Indicator
	Description
	Result

	Surgery
	How many evaluation participants secured a surgical place and completed surgery between June 2015 to July 5th 2017. 
	28% of the intervention and 71% of the comparison group achieved surgery (this difference is not statistically significant 2 = 0.385, two-tailed p=0.53).


	Length of stay (LOS) after surgery
	The length of stay in hospital following surgery for participants who had surgery. 
	Average LOS was shorter in the intervention group (2.75 days mean, range 2-5) and 3.1 days in the comparison group (range 2-5).


	Time to theatre
	Time to theatre was calculated from the first contact date to the operated date (inpatient admission) date, in days. This applied to only those participants who had surgery. 
	Average time to theatre was 353 days intervention group who received surgery (N=10, range 177-457) and 278 days in the comparison group (N=4, range 128-421).

	30 day readmission after surgery
	Whether the participant was been readmitted within 30 days from operation
	There were no readmissions within thirty days of surgery in the intervention group and only one (5.5%) in the comparison group. 

	Readmission length of stay (LOS)
	For those participants who were readmitted into hospital within 30 days from operation, the length of the readmission event, in days.
	We do not have the data for the only patient readmitted in Waitemata.


	30 day readmission after last outpatient (OP) clinic 
	Whether the participant was been readmitted within 30 days from Last OP clinic.
	There were no readmissions for Waitemata patients. 

	LOS for readmissions following OP clinic
	Length of this readmission event, in days
	There were no readmissions following the last OP clinic at Waitemata. 


	Mental Health Service admissions
	Whether the participants was admitted within 1 year of operation date acutely to mental health
	No patients (including comparison and intervention groups) were admitted to Mental Health services within a year after surgery. Note that it has not been a year since surgery for all patients. 

	Did Not Attend rate (DNA)
	Number of scheduled clinical appointments with the Bariatric Service not attended by participants. 
	Patient DNA was lower in the comparison group (0.3 appointments per patient on average) than in the intervention group (0.43 appointments on average). 


	Mortality
	Whether the participant died within 30 days after operation
	There were no patient deaths in the study group.  



[bookmark: _Toc494130767]Patient and whānau health literacy
This section explores health literacy survey responses, support scale responses and qualitative findings from participant interviewing, including two key themes from the narratives of patients and whānau, feedback on navigator support, and whānau support. The psychological aspects of preparing for and recovering from bariatric surgery were central to patient experiences across both comparison and intervention groups, though some differences in available supports and skills were notable in the intervention group. This theme ‘The psychological journey is a central part of the bariatric experience’ is explored in further detail herein. Additionally, this section also explores the key theme ‘The journey is largely self and whānau directed” in regards to patient experiences of navigating the bariatric pathway, seeking information and peer support, and making decisions about their health and care. 
[bookmark: _Toc494130768]Likert scales
As detailed in the report methodology, at three POCs over the duration of the bariatric journey, patients completed a survey of Likert scale statements regarding patient health literacy and satisfaction with the service. The results for the continuous variables are presented in terms of mean with standard deviation (SD) and the 95% Confidence Interval; (CI). Comparing the 95% CI between the two groups, there was no significant difference in Likert scale responses between comparison and intervention groups. Effect size was used to quantify the difference in the scale between the two groups. Cohen hesitantly defined effect sizes as "small, d = .2," "medium, d = .5," and "large, d = .8". When the magnitude of the effect is equal to or greater than 0.5, it is indicated a medium size of difference which is marked using two asterisks (**) and equal or greater than .8 as three asterisks (***). Written findings include medium and large effect sizes. 
Table 11 F presents effect size calculations from the POC1 surveys with patients, and shows a medium effect favouring the comparison group for statement H: “The Dietitian who spoke explained things in a way that I could understand” between comparison (C) and intervention (I) groups (d= .66). 
Table 12 G presents effect size calculations from the POC2 surveys with patients, and shows a medium effect for statements A (“I had a good idea about what happens at the dietitian appointment before I arrived” (d= .63)) and C (“The dietitian asked about my ideas and what I wanted when we planned my diet” (d= .57)), and large effect for statements 2E (“The nurse explained things in a way that I could understand” (d =.86)) and 2F (It was easy for me to tell the nurse when there was something I did not understand”). All medium and large effects favour the comparison group. 
Appendix H presents effect size calculations from the POC3 surveys completed with patients detailing their reflections on their experience before surgery, and shows a medium effect for statements E, 2A and 2D which favour the intervention group (“I felt aware of the surgery risks” (d= -.61), , “I knew what I needed to do to recover” (d= -.72), and “I felt well supported or looked after by my healthcare team in my recovery from surgery” (d= -.61) respectively). A large effect size which favoured the intervention group was calculated for statement F (“I knew what I needed to do to recover”). One medium effect favoured the comparison group for statement G:  “Going into the surgery, I felt respected and listened to” (d = .56). 
[bookmark: _Toc494130769]Support networks
The process of “getting [their] mind straight” (CTF-5, POC1) or “psyching [themselves] up” (CTF03, POC3) in preparation for bariatric surgery was one which patients selectively shared with various others whom they identified as their support people. The support scale completed by patients at POC3 (see Figure 5 and Figure 8) shows how extensive support networks are, and highlights the centrality of whānau and family as key supports. 
Two key groups identified on the support scale include: (1) whānau (significant family and friends of the patient) such as parents, friends, siblings and children of their own or their spouses, and (2) health professionals such as the patient care assistant, bariatric nurse or surgeon. These support groups have played distinct but sometimes overlapping roles. Three secondary groups include: (1) individuals known through workplace/employment, (2) wider social networks such as church or neighbours, and (3) information resources. 
On the support scale, supports were graded as being ‘not at all helpful’ (1), ‘sometimes helpful’ (2), ‘generally helpful’ (3), ‘very helpful’ (4) and ‘extremely helpful’ (5). Effect size calculation findings for support networks suggests the navigator intervention had a moderate effect on pre-surgery preparation support from patients ‘brothers and sisters’ (d = -0.69), ‘other people in my household’ (d = -0.65), and a large effect on ‘other’ supports (d = -1.37). A large effect size which favoured the comparison group was also calculated for ‘my children’ (d= 1.01) and my partner (d = 1.24). 
A moderate effect size favouring the intervention group was also calculated for some post-surgery supports, including ‘my partners parents’ (d = .54), and the ‘dietitian’ (d = .79).  There was a large effect size favouring the intervention group for support from ‘my brothers or sisters’ (d= .96). Similarly to pre-surgery help or support, ‘my partner’ and ‘my children’ were considered less helpful in the intervention group when recovery from surgery (d= 0.95, d= .68, respectively).  These findings may be influenced by the availability of navigator support, which was ranked as “very helpful” both pre (4.0 average on a 1-5 point scale) and post (4.38 average) surgery. Navigator support is further described in the following section of ‘Patient and whānau feedback on Navigator support’. Appendix H presents all effect size calculations from support scales completed by patients at POC3.
The centrality of family and whānau as key supports are especially apparent in participants’ qualitative contributions. Support offered by whānau was diverse, with both practical and emotional or moral elements. An example of emotional support provided by family or whānau is provided in the following patient quote:
“[My Mum] she just reminds me that when I’m feeling really down and when I’m feeling really hungry and all I want to do is just eat shit food, she’s the one that tells me you know you’ve made all this progress, you’ve gone through this huge ordeal you can’t throw it away now” (Māori patient, female, WT01). 
This excerpt is an example of the way in which whānau and family may also enhance patient accountability for changing mindset and lifestyle behaviours. Further to gaining an understanding of the immense emotional or psychological challenges that are experienced by bariatric surgery patients, whānau/family and friends unique benefits in regards to the accessibility and availability of emotional support: 
“At the moment I’m an emotional eater so I will eat because I’m happy or I’m sad or whatever. So having to learn to deal with those emotions and not being able to eat food to make yourself happy. I feel that if you’ve got quite good support around you that would probably be enough rather than having to go see someone about it because I might be happy when I come and see a psychiatrist, I might be having a happy day so I might not necessarily need that support that day. I might need it 3pm on a Friday afternoon” (Māori patient, female, WT08). 
Individuals who have previously undertaken surgery play a pivotal role in the support networks of patients seeking elective bariatric surgery. The following quote illustrates how such individuals are a source of inspiration and emotional support for patients, especially in regards to understanding and preparing for the emotional or psychological (rather than medical) consequences of surgery:
“[My friends who have completed the surgery are a real inspiration… I do I go back to them and I spoke to this person and they said ‘oh cool’, you know, ‘you’re well on your way’, ‘this is what’s going to happen next’. . . Yeah I’m lucky. They’ve gone through it. I feel sorry for those who don’t [have this]. It’s a real big [shame] . . . Especially after you’ve had it and the feelings you go through. They’ve already told me that. So I already know what to expect. . . Throwing up and being cold and missing that extra fat and just… and wanting to have a big feed and you can’t. I’m preparing for that… You’ve got to think, you’ve gone through all this, and what are you going to do, go back? [shaking head]. I just keep saying lifetime, lifetime, it’s a lifetime… You’ve got to tell yourself that this is it… Especially a big step that, I don’t know if half the people realise that. Some people might think yay I’m going to be skinny. But there’s a lot of work after” (Samoan patient, female, CMH08). 

Figure 4: Diagrammatic display of support networks for elective bariatric surgery patients while they prepare for surgery, averaged on point scales from 1.0 ‘not at all helpful’ to 5.0 ‘extremely helpful’ and (from centre to circle circumference respectively). 


[bookmark: _Ref493574493]Figure 5: Diagrammatic display of support networks for elective bariatric surgery patients while they recovery from surgery and maintain lifestyle behaviours, averaged on point scales from 1.0 ‘not at all helpful’ to 5.0 ‘extremely helpful’ and sized according to how many participants identified this individual/resource as support (size of ‘box’= N, placement of box= average support value).
In the following quote, a participant again highlights the benefit of knowing someone who has previously had surgery, and reflects on how they would feel without this contact:
 “I think it would be scary not knowing someone who had done it. I think it would be petrifying not to have those support people. I am really lucky in that sense. . . Some families wouldn’t know what they could be doing to help” (South African patient, female, CMH01). 
These patient experiences raise an important question about how we can better facilitate peer support for those patients who are not closely connected with someone who has previously undertaken bariatric surgery. 
[bookmark: _Toc494130770]Whānau ability to support a bariatric patient
A primary goal of the He Awatea Hou programme was to increase the ability of whānau to effectively support a whānau member on their elective bariatric surgery journey. The support scales previously presented highlight family or whānau as central support people pre and post-surgery. In qualitative interviewing, participants identified a number of ways in which whānau may be of help or support to them, which highlight their role in providing both emotional and practical support as described in the examples below. 
Emotional support:
· Understanding motivations and reasons for wanting a bariatric surgery.
· Affirming their decision to undergo bariatric surgery.
· Listening to their concerns about surgery or challenges with lifestyle changes. 
· ‘Checking in’ on progress.
· Reminding, encouraging or inspiring them to keep eating well.
· Reminding, encouraging or inspiring them to get physically active.
· Inviting them to participate in physical activities that can be done together such as a walk, a Zumba class and so on.
· Inviting them to social occasions that are not food oriented, or minimising the presence of high energy foods at social events. 
· Attending the information session/seminar or specialist appointments alongside them. 
· Not asking if they would like food. 

Practical support:
· Helping them to get to specialist appointments by picking up the kids or preparing dinner or some other obligation they would otherwise need to do.
· Requesting that the kids eat ‘junk’ or ‘treat’ food in other spaces or times that are not confronting their family/whānau preparing for surgery. 
· Having time off from work approved to meet appointment commitments and surgery time. 

Completed whānau support scales indicate moderate improvement in the intervention group for the following statements: ‘I found the doctors and nurses friendly and welcoming’ (d = .71); ‘Throughout the process, I felt well informed’ (d= .5); ‘I felt helpful in getting [name] to reach their goals before surgery’ (d = .5); ‘I felt supportive in helping [name] to prepare for life after surgery’ (d= .5); and ‘When [name] had surgery, I felt I was able to take care of them afterwards’ (d = .67) (See Table 14). All of the results were non-significant. Statements A, D, F, G, H, K, O, 2A, 2E, 2F were removed from the analyses due to insufficient data.
Intervention group participants were not significantly more likely to attend bariatric appointments with a support person than comparison group participants (60%, 49% respectively, (p = .0741). 
Figure 6: Comparison group findings for whether patients attended their bariatric appointments with a support person. 


Figure 7: Intervention group findings for whether patients attended their bariatric appointments with a support person



Although this finding did not reach statistical significance, intervention group participants were also more likely to attend surgery with their whānau than comparison group participants (100%, 69% respectively). 
A secondary goal was to support whānau to make their own plan for healthy lifestyle change. This occurred to a limited extent when whānau wanted to make changes but proved beyond the capacity of He Awatea Hou. As a result, whānau outcomes were not measured directly as part of this evaluation. 
[bookmark: _Toc494130771]Patient and whānau feedback on Navigator support
In qualitative interviewing, we explored the how patients, family and whānau were supported by Navigators and their experience of this support throughout the bariatric pathway. Seventeen individuals including patients, family and whānau provided feedback on this support. Navigators supported patients (and where possible whānau) in many ways: face to face meetings at home or in the community, supporting them to reach their weight loss goals through exercise (introducing them to classes or linking them with others on the journey), regular phone conversations, attending clinic appointments and providing a link between appointments with the bariatric service team. The level of support offered to patients and their family or whānau varied depending on support needs. While Navigators were proactive in following up with people they were supporting regularly after and in between their clinical appointments, patients and their family or whānau were also invited to reach out and contact their Navigator should they have any questions or support needs. On average contact was made with each patient weekly.

Overall, feedback about Navigator was largely positive, and intervention group participants expressed a lot of gratitude for the support provided by the Navigator they worked with. In completed support scales patients rated Navigators as “very helpful” both pre (4.0 average on a 1-5 point scale) and post (4.38 average) surgery (Figure 8). Key themes regarding the support offered by Navigators are summarised in the figure below: 

[bookmark: _Ref493574495]Figure 8: Thematic summary of feedback about Navigator support
Patients described how Navigators played a key role in enhancing their accountability for behaviour change through their contact, follow-up, checking in and encouragement to keep patients “on track”:
[I can’t tell you] how important the Fono and the navigators are in this process, it sort of keeps us [going], because I feel that I’ve gone off track a few times, especially when I’m under pressure with study and I’m reminded, I get phone calls from the navigator, get txts, and it sort of brings me back (CTF07, POC2). 
For me it’s really important to have someone keeping you on track, someone reminding you because… I reckon it’s really important to have somebody outside of the family who’s constantly in contact or someone to help you on your journey, it’s really important (WTF01, POC3).
Because you come, whereas you know, as husband and wife sometimes you can ‘you should go for a walk’ ‘no I don’t want to go for a walk!’ whereas you are encouraging and encouraging all the time so sometimes you can relate to someone outside the family (CTF07, POC2).
The above quotes also highlight the value of having someone from outside the family or whānau to enhance patient accountability and support. This is further explored in the quotes below, in which two participants highlight their perception of the burden of care that whānau, family and friends may carry when supporting someone through bariatric surgery, and the benefit of having professional support to lessen this perceived burden:
“It’s the support, you really need that support and you can get that from friends and family but it’s not the same. It’s because I can talk to you about everything whereas I kind of feel like… you’re imposing on friends and family it’s like you don’t want to keep telling them stuff like they’re bored with it because they’ve all got their own [things]” (WTF04, POC1).
“I’ve found the Fono service really helpful. I’m reminded, I’m prompted and just knowing someone’s there who really understands. My family is awesome but they don’t understand what this is all about. There are things as a mother and a wife you don’t want to share with your family due to them worrying so having Fono around me as a support and being part of my journey is awesome because 1. They understand and 2. They’re there to encourage me” (CTF07, POC1).
Closely linked with the accountability that Navigators provide in their support to patients and whānau was the genuine care (manākitanga) demonstrated in this relationship:
“What’s worked is, so definitely having [a Navigator] involved because you keep me accountable and I don’t mean accountable like a teacher going ‘hey!’ but accountable in saying that be someone that actually cares what I’m doing, like really cares what I’m doing because number one, she’s finding time in her day to see me, she’s making enquiries that are supportive to me, you offer options every time we meet, you offer options with exercise and being there and supporting me and those things are, it’s been a huge factor in our community because like I’ve disclosed in this whole kōrero, I’ve been facing mental and psychological challenges that have really tested my motivation to this but whenever we have this hui it gives me more of an opportunity to articulate what I’ve said and reflect and gives me more kaha to carry on so definitely one of the advantages are our hui and our korero and our yarns, so that’s one positive” (TTWHDB POC1).
“I just feel good when there’s, you know, someone else that cares, there’s actually, it’s not just, I’m not alone” (WTF04, POC1).
“I think The Fono’s been a big part of it. I look forward to coming in on Monday mornings for my weigh in and then the catch up and the chat and the support and like you’ve sent a couple of txt’s during the week just to say ‘hey how’s it going?’ and that’s really good, that’s the kind of support that’s needed, just knowing that someone’s thinking of you and got your back.” (WTF04, POC1). 
It is widely accepted that the ability of healthcare professionals to demonstrate clinical empathy (or manākitanga and care) impacts on patient experience, satisfaction, health literacy, and clinical outcomes (Derksen, Bensing & Largo-Janssen, 2013; Doyle, Lennox & Bell, 2013). While it was evident that care could also be expressed by healthcare professionals at each DHB, the care offered by navigators was more accessible and available for the periods between clinical appointments (“you’ve sent a couple of texts during the week..”). Between appointment periods averaged 24.45 or 26.39 days at CM Health and WDHB (respectively) for study group participants, during which patients may become isolated on the bariatric pathway. 
Navigators offered a form of holistic support[footnoteRef:12] in which they explored the medical, psychological and social aspects of the bariatric pathway with patients, family and whānau they supported.  [12:  There are many understandings of the term ‘holistic care’ or support. In this context we utilise the definition exercised by the WHO in their People-Centred Health Care policy framework, which describes holistic care as when “the individual
who needs care is viewed and respected as a whole person with multidimensional needs” (WHO, 2007, p.4). ] 

“. . . The doctors and nurses give you the facts and the navigator gives you the support. You see the bariatric team and it’s just like a doctor’s visit whereas the navigator you can sit down and talk more generally. [The surgeon will] give you the facts A, B and C about the operation whereas… whereas with the navigator you can talk about your feelings, not just about what’s physically happening but how you’re feeling as well . . . It’s been good to have someone to talk to. It’s helped with the psychological side of it, oh yeah. Just having someone you can talk to that’s independent of your family, who has been trained to handle situation, psychology and things like that” (CTF03, POC3).
“[Navigators] fill the gaps of what is provided and what is required. The information that is provided by the bariatrics team and what you actually need to know, that’s why I say what is required. Because there’s quite a big difference in that” (CTF02, POC3).
The above quote highlights how navigators address many areas of patients’ life and lived daily circumstances. Reaching beyond the physical component of surgery, navigator support provided the ability to “talk about your feelings”, and “realistic stuff” in the context of making long term commitments to changed lifestyle behaviours. 
Patients reported helpful information and resources that were provided by navigators, including information about surgery in booklet form, and materials on diet and relevant recipes. Navigators also assisted in clarifying health information or messages which were accessed from a variety of sources:

My portions were still very heavy so when [my navigator] came she explained to us what foods were how much you’re supposed to eat and that helped, the amount of food and how you lose weight. She gave us that, she gave me a lot of information but there were certain fruits and veggies that I was getting wrong and the portion was cutting down” (CTF05, POC1). 
Overall, patient feedback demonstrates a high level of patient acceptability and satisfaction with navigator support. 
[bookmark: _Toc494130772]Key theme one: The psychological journey is a central part of the bariatric experience
A key theme in the kōrero of all evaluation participants was an emphasis on the mental aspects of both preparing for and recovering from bariatric surgery. Inherent in this preparation and recovery were patients’ efforts to get in the right “mind set” for changing and maintaining lifestyle behaviours, embracing their new (or renewed) identity, coping and support seeking, and fundamentally changing their relationships with food. 
The below quotes illustrate the centrality of this psychological journey to change mindset or attitude in patients’ bariatric surgery experiences:
“I understand there’s a certain amount of mental capacity I have to invest in this thing for it to be successful and I mean successful-on-going because I’m not going to lie, I was saying to the nutritionist that for me I’ve seen, it’s a mental thing because it does change your ways of life and I never jumped into doing this. I actually sat back and thought ‘do I want to commit to that?’ What I think is going to be an overall complete change and it’s going to be a very good one but it’s a hard one” (CMH14, POC1).
“It’s your head. Your head has to be in the right place and you can have a million support workers, you can have millions of dollars but if your head is not in the right place you’re not going to do it. . . It’s a huge part of it and I think that’s why people end up failing at the other end. You have to be mentally prepared and you have to have the focus of why you want to do it and what you expect to get out of it and your long-term goals. I wasn’t ready for any of that before but I am now.” (WTF04 POC1).
In their narratives, patients discuss how the bariatric journey impacts on their sense of self, and how others in their social networks may perceive them. The below quote illustrates how bariatric surgery and associated changes in lifestyle behaviours may challenge the roles and cultural norms that comprise a patients’ social identity (Tajfel, 1979): 
“I think the fact that we’re forced to sit back and finally look after ourselves and think of ourselves first and that’s part of the stuff I don’t think she was clear about. Because for some reason, particularly for instance a Pacifica Mum, I’m sorry but her whole role is to look after everyone else, that’s what everyone expects of her and to suddenly say to be selfish about this or whatever is probably quite, almost offensive in some ways. And yet at the same time they’re in this state because they haven’t been able to look after themselves and they’re not able to so you’re asking them to do something they technically don’t feel they can. I think if there was information or a means to assist people out of a mindset that locks them into a particularly way of thinking would be beneficial. Not in NZ I’ve seen but definitely overseas in the States, a lot of the bariatric services incorporate counselling and therapy” (Wt13 POC2).
“I used to be a heavy drinker when I was at University and I guess that’s when I packed on my weight but I don’t really drink now but I do enjoy the odd beer like the last time I had a beer was maybe about a month ago but the last time I had one before that was last year, just like very rarely have any beer and when I do it’s with my mates, my very close friends at big celebrations and I’d often wonder what it’s like to attend those and not drink it’s like far… can I handle that? Can I handle just having one beer? That’s what I mean about this journey, it’s really a reflection of my life and what am I willing to sacrifice to gain something else and are those gains, gains that are worth going for?”
As illustrated in the above quotes, committing to changes in their efforts to achieve bariatric surgery can challenge established social identities (ie. ‘the drinker’, ‘the self-sacrificing mum’) for these participants. This tension is felt by bariatric patients themselves, but may also be a point of conflict in whānau or family relationships: 
“I feel the same person but people are seeing something different. My sister says ‘I can’t believe I’m looking at you” (CMH16, POC3).
“I don’t know if it’s a bad thing but sometimes I can be not very sociable just because of temptation, so I might go ‘oh no I can’t make it to that’. Because like I said before my beliefs are, you know if the kuikui’s got the kai and she goes ‘here moko’… ‘oh sorry nan I’m trying to lose weight’ ‘OK’ you don’t ever want to say ‘oh that’s the kind of kai I can’t eat’ because that would just break her heart. So you wait for them to go and I’m trying to give it to my cousins and they’re like ‘don’t you like nan’s kai?’ and I’m like ‘it’s not about that, I’m trying to lose weight’ ‘oh so why did you come?’ ‘is losing weight worth more than hurting nan?’ and then by then, peer pressure…” (TTWHDB01 POC1). 
Transforming their relationships with food was a key psychological aspect of the bariatric journey. Participants described problematic relationships with food including for example, coping with hunger, addiction, overeating or sense of lack of control:
I don’t think unless you’ve done it before, no one can prepare you for recovery from addiction because that’s what it ended up being. They told me it was going to be like that but I still couldn’t prepare for it. It was difficult . . . [The hardest part was] the unexpected emotional difficulties with ending my relationship with food. It’s harder than say – not harder – but no different to a drug or alcohol. With food you have to keep eating it, it’s the temptation I guess” (CMH03). 
Patients’ state of mind can also have an immense impact on their comprehension of health information, as indicated in the following quotes:
“Because [the surgeon has delivered that information frequently], he has done it every single day of his life, it was just like ‘blah’. . .  Maybe not so fast paced from him would be good, [but] maybe it was just me. Just trying to take in everything in is hard. Because you’re so excited. You’re also really worried. You’re all emotions in one go” (CMH08, POC1).
“Yeah it was a lot of information to take in, but yeah just eating less and obviously you know, if things didn’t work out there is obviously issues with, sorry I… I’m just trying to find the words I’m just speechless at the moment” (CMH09, POC1). 
While the previous examples around psychology have pointed to a long term and ongoing psychological journey including shaping new identifies and (re)negotiating relationships with food, the above quotes are a simplistic and more immediate example of the links between state of mind and health literacy. When patients were “excited”, “worried”, “speechless” or a range of other emotions, their ability to “take in” and “recall” information was reportedly inhibited.  
In emphasising the psychological aspects of the bariatric journey, evaluation participants demonstrated an understanding of the magnitude of the decision to undertake bariatric surgery; this understanding became particularly pronounced in the post-surgery aspects of the evaluation, where participants reflected on their journey and highlighted gaps in support and services provided to them. 
“. . . They need to add a psychologist into help people through because I’ve seen so many people who need it that have dropped out because they need help with their thinking” (WT10 POC3). 
“I did ask about the supports that were out there and more about the psychological support, I remember asking that question and the presenter said ‘no that wasn’t available at this time’. But having The Fono is, in a way that support for me” (CTF07 POC1). 
In the above quote, a participant discusses navigator support from The Fono providing aspects of the psychological support that is needed. Support with the psychological side of the journey also provided by wider peer networks, including work colleagues or managers, and known individuals who have previously had bariatric surgery (see ‘Support networks’). These findings about the nature of peer, family, whānau and navigator support highlight the important role that networks play in aiding the psychological aspects of the journey undertaken by bariatric patients. The support provided by healthcare professionals was more clinically focused. There was some evidence that healthcare professionals attempted to address psychological aspects of the journey, as indicated in the following patient quote: 
“[The bariatric nurse] was quite good. What she had to say was really good . . . She just seemed to know what to expect psychologically with patients. So the advice she gave me was quite useful. Yeah, things I hadn’t thought about, I didn’t realise it was affecting me. . . [The psychological impact] it’s huge . . . It’s a mix of what’s actually happening to do with food, the human element, the genetic element, all mixed in with the psychological stuff as well. Your self-esteem, the self-love. She was like, she just pulled everything together, it was clear and concise, very good . . . Surgery doesn’t worry me. I’m nervous about how much it is going to change my life”.
While some health professionals were identified as supporting this in clinical appointments, this was not consistently reported across patients, nor consistently experienced across different health professionals encountered on the bariatric service, as support tended to be oriented towards clinical and physiological aspects of the bariatric journey. 
[bookmark: _Toc494130773]Key theme two: The journey is largely self and whānau directed 
In the previous section we emphasised that the psychological experience is central to the bariatric pathway. An important and related theme is that the bariatric journey is largely self, family and whānau directed. As part of this evaluation we created a model of the bariatric pathway which was presented in Figure 1 in the introduction. This model represents the clinical pathway for bariatric surgery, and depicts the range of appointments with healthcare professionals which punctuate the journey undertaken by patients and their family or whānau, and which function as check-points for continuation on the bariatric pathway. Not captured on this model is the extensive ‘between appointment’ action undertaken by patients, their family and their whānau to meet their weight loss goals. 
Amongst evaluation participants who achieved surgery, the bariatric pathway from the information session to surgery completion ranged between 128 and 457 days as summarised on Table 8 below; an average of 24.45 or 26.39 days between appointments CM Health and WDHB respectively. 
[bookmark: _Ref494095393]Table 8: Minimum and maximum duration of time for the bariatric journey amongst study group participants at CM Health and WDHB, from the initial seminar or information session, to date of surgery (excludes participants who did not achieve bariatric surgery)
	
	Minimum duration from seminar to date of surgery
	Maximum duration from seminar to date of surgery
	Total average

	CM Health
	157.72 days, 13 attended appointments; average 11.26 days between appointments
	433.73 days, 15 attended appointments; 
average 27.10 days between appointments
	256.74 days, 9.5 attended appointments; 24.45 days between appointments

	WDHB
	128 days, 12 attended appointments; average 9.8 days between appointments
	457 days, 10 attended appointments; average 41 days between appointments
	269.64 days, 10.21 attended appointments; 26.39 days between appointments



The nature and frequency of support from health care professionals at bariatric services with each DHB indicates the extent to which the bariatric journey are self, family and whānau directed in the extensive periods between appointments. Patient narratives of the bariatric experience highlight their autonomy and sometimes isolation on the bariatric pathway as they (i) navigate the bariatric pathway, (ii) seek information and peer support, and make decisions about their health and care. 
Navigating the bariatric pathway
In qualitative interviewing, the most commonly reported concern, confusion or uncertainty related to access and navigation of the bariatric pathway, including being unsure what to expect at appointments, or feeling they needed more direction and oversight as to the sequence of appointments and when they would be able to have surgery. 
The surgical pathway is not a linear process in which patients progress from one appointment to the next (as depicted on the service pathway model (Figure 1). For example, lack of progress or weight loss may result in patients having additional appointments with a bariatric nurse to monitor weight loss. Despite observations from the health service literacy review that health professionals frequently refer to the sequence of appointments during interactions with patients (Quigley and Watts, n.d.), 14 evaluation participants (22%) reported a lack of oversight of the service pathway:
“The appointment with [the surgeon], yeah it was alright. . . I expected more from him in terms of [understanding the process]. Like, [in] eight weeks we set the date, then dah dah dah dah, and then this will happen’” (South African patient, male, CMH16). 
“I went to the seminar last year and then I sort of got left for a month or two where I didn’t know what was happening so I emailed the nurse and she said ‘Oh yes you’re on the list to meet with the doctor early next year, so this year’. It was quite good to be able to get a quick answer and not have to be left wondering. . . I assumed that the nurse was going to contact me and that way we would get things started in terms of food plans and things like that and then you’d go to support sessions and then you’d work at it as you go along but it seemed that you start the support sessions and then you meet with the clinic nurse” (Māori patient, female, WT08). 

The above quote identifies two key aspects of patients’ confusion about the service pathway including a lack of regular communication about appointments (‘I sort of got left for a month  or two’) and lack of clarity of the appointment sequence (‘it seemed that you start the support sessions then you meet with the clinic nurse’). Access to dietitian sessions was a particular point of confusion for WDHB participants, five of whom expressed confusion about whether they were eligible to attend dietitian sessions. 
“. . . When I went to my most recent appointment the surgeon asked how I even got to this stage without attending a nutrition seminar or seeing a nutritionist or a dietician. I just said I wasn’t aware that was something that was to be done. I was actually quite in the dark about it and wasn’t sure how to go about finding that information apart from just going and seeing another nutritionist that’s not affiliated. More information on that would be great” (WT01, POC1). 
“I hadn’t seen a dietician, they said that you were going to see a dietician so you could start on that whole process of lifestyle change so that never happened. So when I was seen in February, again I was oblivious to one, the amount of weight I needed to lose even though they said I needed to lose a percentage, what percentage - who bloody knows because I didn’t - and I never saw a dietician so there was no lifestyle changes made prior to my specialist appointment.” (TTWHB03, POC1). 
The above quote is a clear illustration of this theme regarding the bariatric journey being largely self-directed (‘I never saw a dietician so there was no lifestyle changes made prior to my specialist appointment’). 
Across the information session or seminar, first specialist appointment, dietitian session, and bariatric nurse appointment, 56 per cent of the time patients ‘agreed’ (75 responses) or ‘fully agreed’ (20 responses) that they had a good idea about what happens at the appointment before they arrived. However, 44 per cent of the time, patients ‘did not agree’ (63 responses) or ‘did not agree at all’ (11 responses) that they understood what to expect at the appointment prior to attending.  There were no statistically significant differences between the comparison and intervention group responses for these Likert statements (see Appendices F, G and H). 
Being uncertain about what to expect from the appointments impacted on patients’ preparedness. They discussed sometimes feeling uncertain or anxious about what the appointments they were attending would entail. Not having this information could also lead to them feeling surprised or disappointed with the appointment outcomes, particularly when they were anxious to hear if and when they would be having surgery – this was not able to be confirmed until much later in the service pathway. 

“You’re kind of in the dark about when the surgery is but you understand that you can’t really know at this stage, they can’t tell you when they’re going to do the surgery” (South African patient, female, CMH01).
“It’s all about when it’s going to happen for me. It’s the main driver, personally I feel like, gosh okay you want me to lose the weight in eight weeks so you can say ‘okay we’ll do the surgery’. But if you come back and say ‘okay we will do the surgery in March’, I don’t know what is going to happen between November and March. And then the problem is then, what if I gain the weight again? . . If they’re happy with me and they give me a date over the holidays and I do what I do over Christmas, and then I do what I do in the states [upcoming holiday to the United States]. I’m going to probably gain 20 kilos back on. It’s not helpful [Christmas]. The food and the wine and drinks and beer and the summer. I’ve got six weeks of holiday from work, and you can just imagine you know” (South African patient, male, CMH16).  
Finally, following the information session, when patients had questions they needed to clarify 21 per cent of POC1 survey respondents (n=10) were not sure who to contact. 
Seeking information and peer support
Seeing other patients at group appointments (eg. the dietitian sessions at WDHB) on the bariatric pathway can reportedly build a sense of camaraderie between patients as indicated in the quote below:
“I really enjoyed [the dietitian session] because everyone there is on the same journey, the same boat. I felt glad I’d lost quite a bit of weight by then already but I understood what everyone was saying, I could actually relate to ‘wow that’s me, what did they do?’ and just hearing their experiences; I went through that type of feeling hangry, or getting angry or… all the emotions, it’s all the same. What they were relaying to me, what was being shared was really beneficial to me, like ‘I’m not the only one’… I’m not alone and these guys are doing the same thing so I can do it” (WTF01, POC2)
However, there were limited opportunities for DHB facilitated networking or interaction between patients. Existing group appointments lack opportunities (such as the information sessions) for patients to connect and be introduced to each other. Further, examples of when opportunities to connect with current or previous patients were offered, demonstrated a lack of coordination:
“She gave me the option that if I wanted to talk to someone who’s had the surgery but then she spent about 5 minutes trying to find someone. I thought if they had a database of willing people… But she’s going through the list and saying ‘oh this guy’ and trying to work it out” (CMH02 POC2). 
When by chance a CM Health patient shared their dietitian appointment, she commented: 
I mean the other lady was going through the exact same things as me and I didn’t have any restrictions to asking questions I mean she asked the same stuff. It wasn’t bad like I didn’t mind being with another person because I ended up actually being around her for the rest of the time - we had our surgeries on the same day and we were waiting pre-op together so it all worked out really well .. . [We haven’t been in contact again]. Not at this point, we didn’t change phone numbers or anything, didn’t even think about it. Actually that’s something the dietician could have put around is ‘oh If you want to share your phone number, write your name and your phone number down’ and if you wanted to take it off that sheet you could have done that” (WT10 POC3). 
The above quote highlights the camaraderie that can be built amongst patients, and also the role that healthcare professionals may play in actively facilitating patient networking. This was important given the duration between appointments, and need for psychological supports as previously highlighted. 
Nine of 65 evaluation participants (14%) reported receiving conflicting messages from healthcare professionals in regards to the bariatric process, surgery, nutrition or methods for reaching their weight loss goals:
“The dietician said ‘no have pasta, it’ll keep you going’ and then the bariatric nurse today said ‘just stay away from the pasta’. Like oh what? I’m a bit confused” (TTCMH09 POC2). 
“[At the group dietitian session last night] it was quite a different message to the message we got from the special dietician who works in the bariatric area versus the dietician who works with all groups of people. They’re both from the WDHB but quite different messages . . . There were some [messages] that were very similar so the plate size was very similar but the thing about fruit and nuts, so we got told at the big one that I went to, we actually got told that nuts were bad because they were full of all sorts of fats and that sort of thing and they weren’t good for you, so one gram of fat to every peanut that you had. So it was more about the fat side of things versus what they were looking at from the, last night, was, well actually nuts are good as long as you keep it to a 50gram serving and that’s all you have then that’s absolutely fine they didn’t go on about… she goes ‘no they’re all good, they’re fine, they’re good fat versus a bad fat’ and she said ‘no that’s absolutely fine’” (WT10, POC1).
Confusing language and conflicting messages around nutrition, physical activity and weight loss are prevalent in the food, health and fitness industry (Buckton, Lean & Combet, 2015). Such complexity of information increases health literacy demands on patients who attempt to consolidate information and reduce confusion around conflicting messages. Often, participants attempted to do this through their own research. Health information-seeking behaviours continue throughout the service pathway, with patients identifying the following resources they have utilised:
· Internet sites (Government and commercial health and fitness industry) that provide medical information about bariatric surgery. 
· Blogs from people who have undertaken bariatric surgery or had a significant weight loss journey.
· Facebook pages of individuals who have had surgery or achieved significant weight loss (for example, The Shrinking Violet).
· Forums that offer interaction between people who have had the surgery or those who have achieved significant weight loss.
· YouTube videos in which you can observe the surgical process or ‘bariatric diaries’ of other patients. 
· Books available from public libraries. 

Support networks for bariatric surgery are presented under ‘Support networks’. Information resources such as the internet or books were not initially included on the support scale, but were identified by participants when we asked who was missing from the scale. 
As illustrated from the above list, information-seeking behaviours of patients extend far beyond the network of health professionals at CM Health or WDHB to include internet research, the use of social media and more.





[bookmark: _Toc494130774]Findings: Service outcomes
This component of the evaluation aimed to explore the extent that the service programme component of the pilot[footnoteRef:13] resulted in bariatric surgical services that better support health literacy. This chapter presents findings in two sections including (i) results regarding the development and implementation of action plans, and (ii) an analysis of service indicators over time.  [13:  The service programme ran alongside the whānau programme (which included the navigators), together the service programme and the whānau programme make up the pilot intervention.] 

[bookmark: _Toc494130775]Chapter summary
This chapter summarises service indicators overtime from 2011 - 2016 for CMH, and 2013 - 2016 for WDHB. The aim of the service programme was to identify barriers to health literacy, formulate actions to address the barriers and support the services to address these barriers. A service review was undertaken in 2015 (as described in the ‘Methodology’) and successfully identified barriers to health literacy within each service and developed a plan with goals and actions to address the barriers. The barriers identified across the two DHBs were similar:
· Health literacy is not understood or valued by all staff
· Understanding and use of the universal precautions approach to build patient health literacy is low amongst staff
· There are few formal policies or processes focused on health literacy
· There are limited opportunities patient and whānau involvement in the design and delivery of bariatric surgical services
· Patients identified gaps in support on the bariatric pathway
· Not all patients were able to access the support they needed from the service or their family to achieve successful outcomes
· The quality (actionability and readability) of written resources varied greatly 
· Effective communication strategies were not consistently utilised by all health professionals.
The service component of the pilot had minimal impact on the delivery of bariatric surgical services at either DHB because neither service was able to implement the Action Plan. Most of the actions were outside of the direct control of the PSG and relied on leadership and support at the organisational level of the DHB. 
A small number of interventions identified within the Action Plan were actioned by members of the PSGs at both DHBs. For example, changes to chairs at the information session and consent processes at CMH, and patient nutrition resources at WDHB as described in further detail in this chapter. Key barriers to action plan implementation included: lack of supportive systems, lack of leadership and management buy-in and support, and health literacy not being understood and valued by all staff.

[bookmark: _Toc494130776]Service indicators
Patient indicators that were selected for this evaluation were also used to look at service trends over time. Service indicators for WDHB are available from 2013, and from 2011 from CM Health. 
Since 2011, the number of bariatric referrals has increased at CM Health annually, from 174 referrals in 2011, to 277 in 2016, representing an 59.5 (1 d.p) per cent increase in referrals over this period (See Error! Reference source not found.). At WDHB referrals has also increased overall since 2013 (124), to 193 in 2016, with a peak of 204 referrals in 2014 (see Error! Reference source not found.). While referrals have increased over time, the proportion of referred patients who achieve bariatric surgery has decreased at both DHBs (see Figure 10). In 2016, 38.3% of referred patients at CM Health achieved bariatric surgery, and 34.2% at Waitemata. 


Figure 9: Number of patients referred for bariatric surgery at Waitemata DHB and CM Health over time.

[bookmark: _Ref493482186]Figure 10: Proportion of referred patients who achieve bariatric surgery over time at Waitemata DHB and CM Health
As BMI (and subsequently need for bariatric surgery) varies according to ethnicity (amongst other characteristics such as age, gender andco-mordibities), we have also presented obesity population prevalence by ethnicity, and total proportion of bariatric referals at CM Health (Table 9, 2011-2016) and Waitemata (Table 10, 2013-2016) by ethnicity. 
[bookmark: _Ref493856447]Table 9: Summary of obesity prevalence and total proportion of referals by ethnicity at CM Health between 2011 and 2016
	Ethnicity
	Obesity population prevalence NZ/ CM Health
	Total proportion of referrals between 2011-2016

	Pacific
	66.9 %/ 
	24.29%

	Asian
	15.4 %/ 
	0.42%

	Māori
	47.1 %/ 
	26.98%

	Source: Ministry of Health, 2015/16



[bookmark: _Ref493856468]Table 10: Summary of obesity prevalence and total proportion of referals by ethnicity at WDHB between 2013 and 2016
	Ethnicity
	Obesity population prevalence NZ/ WDHB
	Total proportion of referals at WDHB between 2013-2016

	Pacific
	66.9 %/ 
	9.22%

	Asian
	15.4 %/ 
	0.82%

	Māori
	47.1 %/ 
	20.18%

	Source: Ministry of Health, 2015/16




Figure 11: Proportion of referred patients who achieve bariatric surgery at CM Health from 2011-2016 by ethnicity. This excludes where identified ethnicity is fewer than 5 patients, and also where ethnicity is not stated, or unidentifiable. *European not further defined. ** Other Pacific Island includes ‘not further defined’ and Tokelauan due to small numbers. 
Patient outcomes at both DHBs have also changed over time. Average LOS per patient that underwent bariatric surgery has decreased at Waitemata every year since 2013 from an average of 3.6 days (2013) to 1.09 days (2016) (see Figure 12). At CMH the LOS was highest in 2013 at 2.33 days and has since decreased to 1.79 days in 2016 (Figure 12). Readmissions within 30 days following surgery averaged 7.3 per cent at CM Health in 2016, and 12.1 per cent at Waitemata (Figure 13). Readmission LOS has also decreased at both DHBs (Figure 14). 

[bookmark: _Ref493483488]Figure 12: Average surgical LOS per patient that underwent bariatric surgery from 2011 to 2016 at CM Health and Waitemata DHB. 

[bookmark: _Ref493484024]Figure 13: Proportion of patients who were readmitted to hospital within 30 days of their surgery at CM Health and Waitemata. 

[bookmark: _Ref493746675]Figure 14: Average LOS for bariatric patients that were readmitted to North Shore or Middlemore Hospital within 30 days after surgery over time. 
Did not attend (DNA) rates per patient for appointments on the bariatric pathway (Figure 1: Pathways for bariatric surgery at Counties Manukau Health and Waitemata DHB have decreased at both DHBs over time, ranging from an average of 1.11 in 2011 for CM Health, to 0.4 in 2016, and 1.4 in 2013 for Waitemata, to 0.49 in 2016 (Figure 15). 

[bookmark: _Ref493486626]Figure 15: Average did not attend (DNA) rates per patient enrolled in bariatric services at CM Health and Waitemata


[bookmark: _Toc494130777]Undertaking the service review 
The aim of the service programme was to identify barriers to health literacy, formulate actions to address the barriers and support the services to address these barriers. Barriers to health literacy are the social and organisational factors which impact on a person’s capacity “to find, interpret and use information and health services to make effective decisions for health and wellbeing” (Ministry of Health, 2015, p.1). 
The CM Health review was undertaken in July – October 2015, and the WDHB review was undertaken August – December 2015. The service review successfully identified service health literacy barriers and developed a health literacy action plan with goals and actions to address the barriers. The barriers identified across the two DHBs were similar:
· Health literacy is not understood or valued by all staff
· Understanding and use of the universal precautions approach to build patient health literacy is low amongst staff
· There are few formal policies or processes focused on health literacy
· There are limited opportunities patient and whānau involvement in the design and delivery of bariatric surgical services
· Patients identified gaps in support on the bariatric pathway
· Not all patients were able to access the support they needed from the service or their family to achieve successful outcomes
· The quality (actionability and readability) of written resources varied greatly 
· Effective communication strategies were not consistently utilised by all health professionals.
Action Plans were developed by each PSG, a full report of service review findings is available in: Quigley and Watts, Toi Tangata, The Fono and Counties Manukau Health. Bariatric Surgical Services Health Literacy Review December 2015. The Action Plan for each DHB are in Appendices K and L. 
Action Plan goals oriented around: 
· Developing a systems approach to addressing health literacy within the bariatric surgical service: 
· Embedding health literacy as a strategic priority within the service
· Committing to the implementation of the Action Plan
· Engaging patients and families in the design and delivery of the service
· Developing a shared understanding of, and commitment to health literacy across the bariatric surgical service team
· Understanding and reducing the service barriers to health literacy:
· Decreasing the barriers to access and navigation across the entire patient journey
· Ensuring patients and whānau are supported across the whole bariatric journey
· Increasing the involvement of family in the patient’s journey
· Ensuring all written information meets health literacy guidelines
· Ensuring all staff communicate in ways that reduce barriers to patients and families understanding. 
Through the service programme we learnt:
· The Health Literacy Review is not a realistic tool for a service to use without considerable external assistance with interviews, surveys, observations and other suggested tasks. It requires a significant time investment that would be beyond most services and in our experience primarily engages staff that are already knowledgeable and committed to health literacy.
· Implementation of the systems aspects of a health literacy action plan require leadership and support from senior hospital managers and clinicians and senior managers with the DHB funding and planning teams. 
· Health literacy is only one issue within the wider context of reorienting health care services to be more patient/ whānau centred. 
· Barriers to health literacy exist at both the level of the system and the individual (health professionals, administration staff and managers).
· Services require support, dedicated time, training and incentives at the level of DHB funding and planning to address health literacy. 
[bookmark: _Toc494130778]Implementation of Action Plans
The service component of the pilot had minimal impact on the delivery of bariatric surgical services at either DHB because neither service was able to fully implement the Action Plan. 
A small number of interventions identified within the Action Plan were actioned by members of the PSGs at both DHBs. PSG members implemented the interventions that were directly within their control and those they had the power, knowledge and skills to address. Other actions that were arguably more important were not implemented. 
Actions that required change beyond the efforts or control of an individual on the PSG (i.e. a systems approach) were not actioned, this included commitment to implement the Action Plan. Further exploration of barriers to implementing Actions Plans is provided in this chapter under ‘Barriers to implementation’. That neither service (despite good intentions) was able to fully implement its Action Plan is a crucial finding in future efforts to improve health literacy in the New Zealand healthcare system.
‘It seems to me that after the review occurred, which was with the best of intentions, nothing much has happened’ (Clinical staff member).
[bookmark: _Toc494130779]Completed actions at each DHB
The review found mixed experiences at the information sessions; some people found them useful and informative while others found the environment unwelcoming and sterile lacking manakitanga[footnoteRef:14] and whānaungatanga[footnoteRef:15]. Based on patient feedback about the information session CM Health made changes to the chairs removing the fold down arm so that people could more easily fit in the seats.  [14:  (noun) hospitality, kindness, generosity, support - the process of showing respect, generosity and care for others.]  [15:  (noun) relationship, kinship, sense of family connection - a relationship through shared experiences and working together which provides people with a sense of belonging.] 

“I definitely didn’t feel confident. Especially in that big information session, there must of been about 20-30 people in there. No one was asking questions, shame you were too embarrassed to ask the questions. But in my head I’m trying to listen, remember all these big words and that. You are sitting there bro and no one’s talking. You have a pakeha nurse up there saying this, this and this and you’re like head down, hiding your face. In my mind was thinking just show me the paper, where do I sign, never mind the korero I just want to do it. But then you are still all sort of hoping someone will ask a question like one you want to ask. But it’s not like that, it’s pretty sterile actually. The chairs are small you are trying to sit at the back. Just hide” (CMH Bariatric patient). 
Changes have also been made to the manner in which people consent to go forward after the information session, with the addition of a consent form requesting that patients confirm that they understand the information that has been provided to them. This consent form was not reviewed as part of this evaluation. 
Changes to the information booklet, which scored 29% for understandability and 33% for usability are “a work in progress” (Bariatric team member at CM Health) and are planned to be completed this year. However, progress is limited by the time clinical staff have available to do this work between direct patient care. 
The dietitians at WDHB revised the patient nutrition resources, moving them from scores of 57% for understandability and 71% for usability to scores of 100% for both understandability and usability (based on scores using the Patient Education Materials Assessment Tool (PEMAT)[footnoteRef:16]). However, no changes were made to the WDHB information booklet, written by one of the surgeons, which scored 25% for understandability and 17% for usability.  [16:  PEMAT is an instrument to assess the understandability and actionability of print and audiovisual patient education materials https://www.ahrq.gov/professionals/prevention-chronic-care/improve/self-mgmt/pemat/index.html] 

At WDHB the Whānau Health Literacy Pilot became part of a wider Bariatric Service Project (the Project), which is also working in partnership with the Auckland Regional HealthPathway for Bariatric Surgery initiative.  
As a component of the Project, Waitemata and Auckland DHBs have undertaken independent patient experience discovery and analyses. This demonstrated that one key area where patients felt change was needed was in improved communications. Co-design will be used to develop a journey mapping tool and improve patient materials. Co-design and journey mapping have many synergies with health literacy as they focus on understanding and improving patients’ experiences of services as well as the services themselves.  
The Project’s aim initially was to integrate the goals of the DHBs Funding and Planning and Māori Outcomes team into the delivery of services at a systems level. It has taken over a year to establish governance at the level required to progress this work. Encouragingly, the Project now looks set to increase its scope to adopt a regional approach to change, including Northland DHB.
The Project is being led by the Director of Hospital Services, Waitemata DHB, with support from the Clinical Director of Health Gain, Planning, Funding and Outcomes for Waitemata and Auckland DHBs, DHB Heads of Department Surgery, and senior bariatric surgeons. The project has a dedicated project manager located at Waitemata DHB. The time and negotiations required to put in place senior governance spanning both the hospital (management and clinical leadership) and the DHB indicate the complexity and challenges of addressing issues at the system level. 
The Project is currently poised to meet with bariatric surgeons from each of the participating DHBs with a view to revisiting and setting the Project’s priorities to take into account the regional perspective. 
[bookmark: _Toc494130780]Barriers to implementing the Action Plans
As discussed in the ‘Introduction’ chapter, a health-literate organisation sets health literacy as a key priority for action, and aims to design systems, process and services in a way that supports ease of consumer access and navigation (Ministry of Health, 2015). 
Our programme logic  ( assumed that the organisational environment within which the service was operating supported health literacy (i.e. was a health literate organisation) see Figure below. This proved incorrect.  
While PSG members gained a greater understanding of health literacy barriers and how to address them, and were motivated to see changes actioned, the system to support this work did not exist. For example, the workforce training opportunities required to improve knowledge and skills to implement Action Plan changes were missing. The system, processes and culture to support change was also lacking and individual PSG members did not have the mandate to sign off commitments on behalf of the service.  The system and organisational context this pilot was operating within are further discussed below.  
[bookmark: _Toc494130781]Lack of supportive systems, leadership, management and culture
Health literacy is a relatively new concept in health and has yet to gain traction as a core element of quality and safety on the health policy agenda in New Zealand.  Along with Health Literacy Review: A Guide (Ministry of Health, 2015) the Ministry of Health also produced A Framework for Health Literacy (Ministry of Health, 2015). The Framework outlines how each part of the health system is expected to contribute to building health literacy. The Framework begins with leadership and management at the level of the health system, followed by the organisational level and then the workforce.
National leadership and management (Ministry of Health)
The Framework identified key expectations that the health system would: 
· support a ‘culture shift’ so that health literacy is core business at all levels of the health system
· reduce health literacy demands and recognise that good health literacy practice contributes to improved health outcomes and reduced health costs.
At the health system-level the framework describes the actions needed to support ‘a culture-shift’ toward a health literate health system:
· Provide strategic guidance to the health sector to support health literacy activities that are based on evidence and concern the whole system.
· Incorporate health literacy thinking into advice and system design.
· Establish a health literacy group and health literacy champions that are mandated by or include senior leaders.
While some work has begun at a national level, for example the Health Quality and Safety Commission (HQSC) developed Three Steps to Better Health Literacy: a guide for health care professionals, the ‘culture shift’ and the actions identified in the Framework have yet to be implemented at the health system level.
Organisational leadership and management (DHB/Hospital)
A health-literate organisation makes health literacy a priority. It makes health literacy part of all aspects of its service planning, design, delivery and performance evaluation to reduce the health literacy demands on consumers. The Framework sets out the following actions:
· Facilitate staff access to a comprehensive programme of workforce development in good health literacy practice, including:
· Training in effective health literacy communication (evidence-based) methods
· How to develop health education resources that seek feedback from individuals and whānau and use reference material such as Rauemi Atawhai: A guide to developing health education resources in New Zealand 
· Build capacity for the health workforce to use plain language and proven health literacy practices (see for example, Three steps to better health literacy)
· Grow health literacy leadership, cultivate champions and delegate authority for health literacy oversight.
· Organisations responsible for setting professional standards recognise the link between cultural competency and health literacy, and they apply this to professional development programmes.
While health literacy is a strategic priority area for both WDHB and CM Health the review found few formal processes or policies focused on health literacy at either DHB.  The focus on health literacy is yet to move from a DHB Funding and Planning level of strategy and policy to implementation via Hospital Services workforce development or service change.  
When asked whether health literacy was a priority within one DHB a senior hospital manager response was “compared to what?” The Manager said their focus was on ensuring the DHB did the allocated number of bariatric surgeries and that health literacy could become part of that discussion.  
“I think health literacy will get raised as one of the issues there but again, that’s multifaceted and we’re just starting to have some of those conversations now” (Senior hospital manager).
WDHB and Auckland DHB have a Health Literacy Steering Group. The development of a standardised approach to health literacy across the Auckland and Waitemata DHBs has been endorsed by the Community and Public Health Advisory Committee (CPHAC) of the two DHBs, but at the time of this project was yet to be developed. 
Similarly, health literacy is a strategic priority area for CM Health and increasing health literacy is a goal of Healthy Together 2020 strategy which aims to train 2/3 of health professionals in health literacy by 2020 – this would be around 3,700 staff according to current employment figures. CM Health is also establishing and training health literacy review teams (to undertake the Health Literacy Review) and training health literacy coaches/mentors. Health education resource development workshops and support based on Rauemi Atawhai have also been initiated.  At the time of the evaluation the health literacy training was yet to commence again, although the DHB had previously delivered health literacy training through Ko Awatea’s Building Capability team to over 350 staff. 
While work has commenced on health literacy at both DHBs, both are a long way from becoming health-literate organisations, which:
· make health literacy everyone’s business – leaders, managers, and clinical and non-clinical staff
· design systems, processes and services that allow consumers to access services easily
· support operational staff to use health literacy approaches and strategies
· eliminate confusing communication that could prevent consumers from accessing treatment easily
· actively builds health literacy of consumers to help them to manage their health
· make sure operational staff understand that, no matter how high a consumer’s level of health literacy is, stress and anxiety affect their ability to understand and remember new information.
The inability of the services to implement the Action Plans can be explained to a large extent by the lack of progress the health system and the organisations within it have made to date on health literacy. 
Changing a system requires a major ‘culture change’ at the organisational level led by the DHB Funding and Planning and Hospital Services through senior clinicians and managers.  While both DHBs had committed PSGs, there were barriers to embedding health literacy at the strategic level as a service priority. The barriers included:
· The support of the organisation, including who would lead the Action Plan implementation.
· Project management and time for clinical staff to amend and pre-test resources.
· Other more pressing priorities, such as surgery targets.
· The attitudes to health literacy and autonomy of some senior clinical staff.
· The perceived cost to the service of implementing actions. 
· The lack of practical support or incentive from the DHB to improve health literacy.
· The variable level of understanding and commitment to health literacy from managers and clinicians.
Health literacy is not understood or valued by all staff 
The review found all but one staff member had heard of health literacy however, understanding of health literacy varied widely. Most staff (14 out of the 15 interviewed 4 non-clinical, 11 clinical) described health literacy as a patient’s ability to understand information and use it to make decisions about their health, few included the ability to navigate health services in the definition. Three staff members confused health literacy with literacy (being able to read and write). 
About two-thirds of staff recognised the role of health services in health literacy, and accordingly may take system or individual orientated action to create improved health literacy. The other third did not see health literacy as their responsibility. This variance in understandings of health literacy amongst staff is illustrated in the following quotes:
“Health literacy is a term used by higher level DHB people it is not a discussion point amongst clinicians. There are all kinds of things that are not discussed on a daily level like patient centred care and safety – which relates to patient-clinician autonomy, being able to make your own decisions” (Clinical staff member).
“At the end of the day their [patients’] own outcomes are going to be determined by their own motivations…if they’re motivated they will find out more, they will become more health literate and they will get better outcomes” (Clinical staff member).
“The onus is on the clinician to allow the patient to feel empowered but I know many of my colleagues don’t share my view” (Clinical staff member).
“Its [health literacy] two simple words that belie a complex thing I think it is enabling patients to understand their health and the impact their decisions and lifestyles make on it and the way of managing that through the health system” (Clinical staff member).
“…..teaching people to read and write or getting them access to computers is not my role” (Clinical staff member).
There is a range of capability and limited access to workforce development opportunities for staff.  
Key findings from interviews with health professionals and the observations indicated that while most health professionals were practicing in a health literate way with their patients as best they could within systematic parameters, there was no coordinated approach to addressing health literacy within the services or the DHBs.  
A range of health literacy strategies were used consistently by health professionals observed, including:
· Giving information in logical steps 
· Asking questions 
· Helping people anticipate the next steps
· Using everyday language or, if they use technical words, explaining them
· Reinforcing what needs to be done and emphasising key points (through repetition).   
Key findings from the survey[footnoteRef:17] and interviews with health professionals found that health professionals generally felt confident about their communication with patients. While health professionals felt confident about their communication, only one of nine survey respondents had heard of the universal precautions[footnoteRef:18] approach. Observations of 25 clinical appointments found no examples of clinical staff checking whether the patient had understood what they had been told or what they needed to do next.  [17:  Findings from the health literacy review survey may not be representative of the whole service (the survey was completed by just over 50% of staff invited).]  [18:  The Universal precautions approach involves assuming everyone has poor health literacy and checking patients have understood the information and what they need to do (reference). ] 



[bookmark: _Toc494130782]Discussion
This evaluation has explored the effectiveness of a whānau health literacy pilot project (He Awatea Hou) in regards to patient and whānau health literacy, health outcomes, and delivery of bariatric surgery services at Middlemore (CM Health) and North Shore hospitals (WDHB).  This initiative was designed in response to evidence which suggests that to increase the effectiveness of health literacy interventions they should take a whole of systems approach. Such approaches embed a socio-ecological or socio-cultural theory of change that emphasises the social contexts in which people live (Global Panel on Agriculture and Food Systems for Nutrition, 2016). 
A total of 65 patient participants contributed to this evaluation, including a total of 128 qualitative interviews and 116 surveys. A range of clinical indicators were also collected for a sample of 61 individuals (32 comparison group and 29 intervention group).  
Evaluation findings show a high level of patient acceptability of navigator support and improved patient health outcomes in one of the pilot sites (CM Health). 
[bookmark: _Toc494130783]Support networks for bariatric patients
Key strengths of navigator support identified by patients and whānau in qualitative interviewing  included (in brief) enhancing patient accountability for lifestyle behavioural change, providing holistic support which extended beyond the medical support largely delivered by healthcare professionals, the provision of helpful information and resources, and genuine care (manakitanga) for bariatric patients and their family or whānau. Enhancing patient accountability and the provision of holistic care experienced by the intervention group participants is particularly important in the context of other qualitative findings about gaps in care delivered by bariatric services (e. g psychological support and duration between appointments), and emphasis on self-directed care that is required by patients.
Nieves-Khouw and colleagues (2009) have highlighted in previous research that a patients weight loss pathway through bariatric surgery is a long process in which bariatric surgery is one tool requiring a multidisciplinary approach as well as commitment, persistence and focus from the patient so that lifestyle changes are implemented and weight loss is maintained (Nieves-Khouw et al 2009). Psychological factors therefore play a significant role in this journey. Amongst other strategies Nieves-Khouw and colleagues (2009) suggest using psychological methods like individual or group therapy as well as standard patient education approaches. Further, they recommend “informational content should address psychological issues that are critical in the bariatric patient’s ability to comply with the dietary and behavioural changes required to achieve the successful outcome of bariatric surgery” (Nieves-Khouw et al 2009:201). This evaluation emphasised the centrality of psychological aspects of the bariatric journey and highlighted psychological support as a significant gap in care from bariatric services. Navigator support for intervention group participants proved to be an integral provider of this psychological aspect, and further, between appointment care and accountability. This could be further enhanced through increased opportunities for DHB facilitated peer networking and support, for example, patient support groups and/ or expert patient to support new patients pre and post surgery. 
Navigator support demonstrates potential for equipping family or whānau with the skills and strategies they need to be helpful, and further, decreasing the burden of care on them as support people. Although they did not reach statistical significance, whānau supported by navigators indicated moderate improvement on the following indicators: feeling well informed through the bariatric surgery pathway (d= .5), feeling helpful supporting their whānau to reach their pre-surgery goals (d= .5), and taking care of their whānau following surgery (d= 0.67). Further, patients indicated moderate to large improvements in some support people including pre-surgery preparation support from ‘brothers and sisters’ (d = .69), ‘other people in my household’ (d = .65), and ‘other’ supports (d = 1.37), and post-surgery support, including ‘my partners parents’ (d = -.54), the ‘dietitian’ (d = -.79), and ‘my brothers or sisters’ (d= .96). Interestingly, patients partners and children were rated as less helpful by intervention group participants, perhaps relating to the intervention of navigator support which allowed for care to be distributed across a broader support network. 
Caregiver burden relates to the physical, emotional, social and financial problems that maybe experienced by caregivers in a family or whānau whilst caring for others (REFs). A range of literature, though none specific to bariatric surgery, highlights that increasing burden of care may be inversely related tocaregivers’ health-related quality of life (Nogueira, Rabeh, Caliri, Dantas & Hass, 2012), and other negative effects such as financial hardship, social isolation and or ill health (Brodaty & Donkin, 2009), depending on the level or severity of health and care needs. Qualitative accounts from intervention group participants presented in report findings highlight the value of navigator support in patients being able to minimise “imposing on friends and family” and “them worrying”. Our understanding of burden of care and the negative impact this may have on caregivers points to a strength of navigator support. 
[bookmark: _Toc494130784]Clinical outcomes for patients
There were no statistically significant findings between our comparison and intervention groups in regards to a range of clinical indicators, which have been effected by the limitation of statistical testing with small study group sizes (ie. insufficient powering of our sample). The CM Health study group demonstrated potential for improved health literacy and health outcomes, with three statistically significant improvements (time from information session to theatre, and reduced LOS for post surgery readmissions within 20 days of surgery, and readmissions following their last outpatient clinic), and several positive indicative trends which did not reach statistical significance and warrant further research and evaluation (ie. LOS after surgery, readmission rates within 30 days of last outpatient clinical, and appointment DNA rate). However, clinical outcomes differed with the WDHB participants (eg. trends towards fewer patients acheieving surgery, and longer time to surgery), making overall study group results difficult to interpret. A number of factors could have contributed to these outcomes including: 
· enhanced ability of patients, family or whānau to advocate when they were not feeling surgery ‘ready’, leading to decreased surgery completion in the intervention group (as described in ‘Findings: Patient and whānau outcomes’). 
· the behaviour of intervention group patients being impacted due to awareness of being studied (the Hawthorne effect (Wickstrom G., Bendix, 2000)).
· patients in the intervention group having more complex health needs effecting clinical outcomes. 
Decreased surgery completion may result from navigator support amongst patients and whānau where patients reportedly feel unsure or not ready for surgery, such as when they are concerned about the permanency of surgery, whether they can manage weight loss without surgical intervention, lack sufficient whānau support, or simply do not feel ready (psychologically) to undergo surgery. In such instances, navigators have prompted patients to discuss their concerns with a healthcare professional, and where relevant, delay or decline surgery until they can resolve these challenges. When navigators assist in mediating these decisions of patients and whānau, this reflects the role of psychologists when they are included as core carers in the bariatric healthcare team. An American study completed in 2007 where psychologists were part of the core bariatric team suggested that bariatric surgery may be delayed or denied for psychological reasons (e.g. psychosis, bipolar disorder or (untreated or undertreated) depression, and lack of understanding about the risks and postoperative requirements of surgery) in 15 per cent of cases (Walfish, Vance & Fabricatore, 2007). Bariatric nurse specialists perceived this as beneficial; ensuring higher levels of readiness amongst patients. Long term follow-up studies are needed to investigate whether patients who declined bariatric surgery later pursue surgery with improved readiness and post-surgery outcomes. 
The Hawthorne effect may bias studies in ways that are difficult to understand and account for (Chiesa  & Hobbs, 2008) but has some credibility given that patients did tend to score higher on scale items related to their own understanding (eg. ‘I felt aware of surgery risks’) but scored lower and were more critical of the support and service provided by health care professionals. Navigator support may have led some participants to increase their expectations of health care services and deciding not to have surgery in instances where they may have previously. Evaluations with larger study group sizes are needed to explore relationships with health literacy, clinical outcomes and complexity of health needs. 
[bookmark: _Toc494130785]Barriers to service changes
That neither service (despite good intentions) was able to fully implement action plans is a crucial finding in future efforts to improve health literacy in the New Zealand healthcare system. During the review phase, identified barriers to health literacy were similar across CM Health and WDHB, many of which are also consistent with existing literature. For example, lack of awareness, including not knowing or understanding what health literacy is (Rootman & Gordon-El-Bihbety, 2008; Weaver et al., 2012), or believing that there isn’t a problem with health literacy in this organisation (Abrams et al., 2014; French & Hernandez, 2013). Lack of buy-in from medical professionals (French & Hernandez, 2013) and staff attitudes  were also identified as barriers in existing literature (e.g. health literacy is ‘not my job’, ‘there’s nothing we can do about it’, ‘it is the patient’s fault’ (Abrams et al., 2014), ‘it’s not important enough compared to other priorities’ (Shoemaker et al., 2013). 
In addition to barriers identified during the review phase, lack of progress with action plans at both DHBs has highlighted the importance of supportive systems, leadership and management in becoming a health literate organisation. Our findings are consistent with previous studies which have highlighted lack of leadership support (Shoemaker et al., 2013), lack of formal policies and role ambiguity (Weaver et al., 2012) and real or perceived lack of time allocated for staff to carry out health literacy activities (Abrams et al., 2014; Lambert et al., 2014; French & Hernandez, 2013). These barriers still impact on progress to become a health literate organisation despite the strategic focus of health literacy at both CM Health and WDHB, and point to the need for further consideration of service and organisational priorities, and how health literacy may become enacted and resourced priorities. What is crucial moving forward is system-level change that builds health literate organisations providing the support and skills and expectation for services to address barriers to health literacy.



[bookmark: _Toc494130786]Conclusions
He Awatea Hou navigator support demonstrates promise in improving patient, family and whānau health literacy, and patient health outcomes for elective bariatric surgery patients.
· CM Health participants achieved surgery sooner (p= 0.01166), and had shorter LOS for any post-surgery readmissions (within 20 days of surgery) (p<0.0001) and readmissions following their last outpatient clinic (t=4.68, p<0.0001). 
· Though these did not reach statistical significance, positive indicative trends were also notable for the following indicators: LOS after surgery, readmission rates within 30 days of last outpatient clinical, and appointment DNA rate. 
· There were no statistically significant differences between comparison and intervention group outcomes for WDHB participants.
· Non-significant indicative trends for WDHB participants suggest that fewer patients achieved bariatric surgery, and average time to theatre was longer in the intervention group.
Small sample sizes together with enhanced advocacy, potential differences in complexity of health status and needs, and potential research effects were identified as potentially impacting on evaluation findings. 
Patient feedback demonstrates a high level of patient acceptability and satisfaction with navigator support. Key strengths of navigator support that were identified by patients and whānau in qualitative interviewing includes:
· enhanced patient accountability for lifestyle behavioural change
· availability and accessibility of holistic support
· the provision of helpful information and resources, and
· genuine care (manākitanga) for bariatric patients and their family or whānau.
Evaluation findings emphasise that it is essential to prepare participants for the psychological (ie. emotional and social) impact of bariatric surgery, and the extensive level of self and whānau-directed care that is needed on the bariatric pathway. Findings emphasise the importance of supports (such as those provided by navigators) that address the emotional and social aspects of care, in the day-to-day context of long term commitments to lifestyle behaviour change. 
Although they did not reach statistical significance, whānau supported by navigators indicated moderate to large improvement on the following indicators: 
· finding the doctors and nurses friendly and welcoming (d= .5) 
· feeling well informed (d= .5)
· feeling helpful supporting their whānau to reach their pre-surgery goals (d= .5)
· taking care of their whānau following surgery (d= 0.67). 
· pre-surgery preparation support from patients ‘brothers and sisters’ (d = .69), ‘other people in my household’ (d = .65), ‘other’ supports (d = 1.37). 
· post-surgery supports, including ‘my partners parents’ (d = -.54), the ‘dietitian’ (d = -.79), and ‘my brothers or sisters’ (d= .96)
A large effect size which favoured the comparison group was also calculated for ‘my children’ and ‘my partner’ both pre and post surgery, perhaps resulting from the introduction of navigator support which reportedly reduced burden of care on family or whānau. 
He Awatea Hou service programme had little impact on aims to create more health literate services. Both DHB’s completed the health literacy service review, identified barriers to health literacy and developed and approved an action plan to address these barriers. A small number of interventions identified within the action plans were actioned by members of the PSGs at both DHBs. These included changes to chairs at the information session and consent processes at CMH, and patient nutrition resources at WDHB. However, other arguably more important actions within the plans were not achieved. Key barriers to action plan implementation included: lack of supportive systems, lack of leadership and management buy-in and support, and health literacy not being understood and valued by all staff. That neither action plan was fully implemented is a crucial finding in future efforts to improve health literacy in the New Zealand healthcare system.
[bookmark: _Toc494130787]Recommendations
We propose a total of six recommendations including operational and strategic recommendations to support health literacy with a service and systems focus, and evaluation recommendations for future research and evaluation regarding health literacy within bariatric services. 
[bookmark: _Toc494130788]Operational and strategic recommendations
1. Build patient and whānau health literacy through:
a.  the continued use of navigator or similar support to elective bariatric patients with further evaluation (see below), with particular emphasis on enhancing psychological supports for patients.  
b. increased opportunities for DHB facilitated peer networking and support, for example, patient support groups and/ or expert patient to support new patients pre and post surgery. 
2. Increase availability of health literacy training and development opportunities for healthcare professionals, with particular attention to:
a. developing understanding of a systemic (rather than patient deficit) model of health literacy which considers social and organisational factors.
b. strategies for enhancing communication such as the Universal Precautions approach. 
c. Ensure best practice processes are used for the development of all patient written information (e.g. Rauemi Atawhai) and pre-test information with bariatric patients and whānau.
3. Strengthen health literacy initiatives with appropriate resourcing to operationalise strategic priorities around health literacy, for example:
a. creating and increasing staff participation in development and training opportunities (as above).
b. enhancing accountability for health literacy through amended position descriptions, Key Performance Indictors (KPI) and senior leader portfolios. 
c. enabling release time for clinicians to participate in improvement projects or activities. 
4. Ensure DHB wide adoption of clear and consistent messages around weight loss strategies, especially those relating to nutrition.
[bookmark: _Toc494130789]Evaluation recommendations
For future evaluations, we suggest:
5. Including long-term follow up with bariatric patients to ascertain health outcomes of those patients who may decline or delay bariatric surgery. 
6. Resourcing support and evaluation adequately to enable larger study groups for the benefit of appropriately powering samples and reducing unanticipated biases or research effects. 
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[bookmark: _Toc494130791]Appendix A: POC1 survey and interview schedule for patients
	DATA COLLECTION POINT 1 (FOLLOWING 1ST SPECIALIST APPOINTMENT)

	BARIATRIC SURGERY PATIENT



This data collection tool has two components:
· PART A: Semi-structured interview questions facilitated by the evaluation team/ designated data collector/ Navigator.
· PART B: Survey for completion by the patient (with support from Navigator). NB: Demographic information at the end of the scale is required also (only collected once).	

Verbally patients should be informed:
This discussion aims to get your feedback/ thoughts/ perspectives on the Information Session and your first specialist appointment. This information is being used as part of an evaluation of the Bariatric surgery team, to help patients, families and their whānau better understand and prepare for Bariatric Surgery. You have already provided permission to be part of this evaluation, but are still welcome to contact the evaluation team if you have any questions. Their contact details are available on your information sheet (provide an extra).
Your answers to these questions asked will have no impact on your surgery or relationship with your health care providers. This is to help us improve our service. 
This information will be collected by a navigator and provided to the evaluation team at Ko Awatea; your nurse or other doctors will not know what you have personally said about them.


PART A: SEMI-STRUCTURED INTERVIEW QUESTIONS FOR DISCUSSION
1. Tell me about the surgery you are having:
a. What does it mean for you
b. What happens during the surgery
c. What can you expect afterwards
d. Why do you want it

2. How have your family/ whānau and friends so far been involved in your decision?

3. Thinking back to the first seminar/information session, what was your impression of it?

4. Did you ask any questions at the Information Session? (Yes/no) then probe. 
a. What helped this/why not?

5. How easy or hard was information you were given to take home to understand?
a. Clarify response- ie. what was easy or hard about it. 


6. What could be done to make the information you take home easier to understand? 

7. What could be done to make the Information Session more inviting?
a. And/or easier to understand?

8. Now thinking about your first specialist appointment, what was that experience like?

9. Did you ask any questions at your specialist appointment? 
a. What helped you to feel comfortable to ask questions/ why not?

10. So far in preparing for Bariatric Surgery, what has worked for you and your whānau? 
a. What hasn’t worked?
b. What support has worked?
c. Where do you feel that you may need more support?

11. What do you have to do now to get prepared for the surgery?
a. What are you doing to achieve your goal/weight loss?
b. What do you need to feel more prepared for surgery?
c. Is there anything at this point you feel unsure about?

12. Is there anything else you would like to say about your experience so far?

1. First, think back to the first Information Session you attended about Bariatric Surgery. Please tick one response for each statement below that best describes how you felt about the Information Session. 
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	I don’t agree AT ALL
	I don’t agree
	I agree
	I fully agree!

	A. I had a good idea about what happens at an Information Session before I arrived 
	☐	☐	☐	☐
	B. The instructions on how to get to the Information Session were clear
	☐	☐	☐	☐
	C. It was easy for me to get to the Information Session
	☐	☐	☐	☐
	D. Staff at the information session were friendly and welcoming
	☐	☐	☐	☐
	E. I felt comfortable about bringing a support person (friend/family/ whānau/health worker) with me if I wanted
	☐	☐	☐	☐
	F. The Surgeon who spoke explained things in a way that I could understand
	☐	☐	☐	☐
	G. The Nurse who spoke explained things in a way that I could understand
	☐	☐	☐	☐
	H. The Dietitian who spoke explained things in a way that I could understand
	☐	☐	☐	☐
	I. I felt comfortable saying when there was something I did not understand
	☐	☐	☐	☐
	J. I felt comfortable asking questions 
	☐	☐	☐	☐
	K. I felt respected and listened to
	☐	☐	☐	☐
	L. The information I was given to take away was easy to understand
	☐	☐	☐	☐
	M. After the Information Session, I knew who I could contact if I had any other questions
	☐	☐	☐	☐
	N. After the information session, I felt confident making a decision about whether to go ahead with bariatric surgery or not
	☐	☐	☐	☐


2. I attended the information session: (please tick the response which is true for you, more than one is fine)
☐ By myself 			☐ With a member of my family/ whānau
☐ With a friend		☐ With a health support worker
☐ With someone else: __________________________________________________________________ (please describe who)
3. Okay, now thinking about first specialist appointment. Please tick one response for each statement that best describes how you felt about your appointment.  
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	I don’t agree AT ALL
	I don’t agree
	I agree
	I fully agree!

	A. I had a good idea about what happens at this appointment before I arrived 
	☐	☐	☐	☐
	B. Reception staff at the clinic were friendly and welcoming
	☐	☐	☐	☐
	C. The doctor was friendly and welcoming
	☐	☐	☐	☐
	D. The doctor asked about my ideas and what I wanted when we planned my care
	☐	☐	☐	☐
	E. I felt comfortable about bringing a support person (friend/family/ whānau/health worker) with me if I wanted
	☐	☐	☐	☐
	F. The doctor explained things in a way that I could understand
	☐	☐	☐	☐
	G. It was easy for me to tell the doctor when there was something I did not understand
	☐	☐	☐	☐
	H. I felt comfortable asking questions
	☐	☐	☐	☐
	I. The member of my family/ whānau was able to talk or ask questions (please skip this if here alone)
	☐	☐	☐	☐
	J. I felt respected and listened to
	☐	☐	☐	☐
	K. I know what I need to do next to prepare for my surgery
	☐	☐	☐	☐


4. How would you best describe your relationship with the doctor you saw today? Please tick one response below and remember this won’t be seen by your doctor:
☐ Hard to talk to		 ☐ Okay			☐ Good			☐ Great		☐ I’d rather not say

5. Who did you attend the first specialist appointment with? (please tick the response which is true for you, more than one is fine)
☐ By myself 			☐ With a member of my family/ whānau
☐ With a friend		☐ With a health support worker	☐ With someone else: ______________________

Demographic information:


1. 	Which ethnic group do you belong to?

☐ New Zealand European
☐ Māori
☐ Samoan
☐ Cook Island Maori
☐ Tongan
☐ Niuean
☐ Chinese
☐ Indian
☐ Other: _________________________________________________________


		Participant ID: _____________	Consulting doctor:_________________

[bookmark: _Toc494130792]Appendix B: POC2 survey and interview schedule for patients
	DATA COLLECTION POINT 2 (AFTER APPOINTMENT WITH THE BARIATRIC NURSE, DIETITIAN HAS ALSO BEEN SEEN BY THIS POINT)

	BARIATRIC SURGERY PATIENT



This data collection tool has two components:
· PART A: Semi-structured interview questions facilitated by the evaluation team/ designated data collector/ Navigator. 
· PART B: Survey for completion by the patient (with support from Navigator).
	
Verbally patients should be informed:
This survey aims to get your feedback/ thoughts/ perspectives on the appointment with the Dietitian and the Bariatric Nurse. This information is being used as part of an evaluation of the Bariatric surgery team, to help patients, families and their whānau better understand and prepare for Bariatric Surgery. You have already provided permission to be part of this evaluation, but are still welcome to contact the evaluation team if you have any questions. Their contact details are available on your information sheet (provide an extra).
Your answers to these questions asked will have no impact on your surgery or relationship with your health care providers. This is to help us improve our service. 
This information will be collected by a navigator and provided to the evaluation team at Ko Awatea; your nurse or other doctors will not know what you have personally said about them.


PART A: SEMI-STRUCTURED INTERVIEW QUESTIONS FOR DISCUSSION
1. Since we last talked, what support from the Bariatric surgery team has been useful in preparing for surgery?
a. What has not been helpful?

2. So far, how have your family/ whānau supported you to prepare for bariatric surgery?
a. If they have been really good, what is ‘good’ about their support they should keep doing?
b. In what ways could they be more supportive?

3. What happened at your appointments with the dietitian?
a. What was it like doing this in a group environment? (For Waitemata)
b. How useful did you find the sessions (Waitemata) or appointment (Counties) with the dietitian?
c. What resources were you able to take away with you?
d. If they have been really good, what is ‘good’ about their support they should keep doing?
e. In what ways could they be more helpful/supportive?

4. Explain to me what you have planned for your diet? 
a. Why did you decide to make these changes? 
b. How will you make these changes?
c. How will you keep them up daily? (maintain). 

5. What was you impression of your appointment with the bariatric nurse?
a. What did they do to help?
b. If they have been really good, what is ‘good’ about their support they should keep doing?
c. In what ways could they be more helpful/supportive?

6. Did you ask any questions at your appointments? 
a. Why? Why not?
b. Dietitian and BN. 

7. Have there been any other appointments or health professionals involved you would like to comment on?

8. What is your next step in getting prepared for the surgery?

9. At this stage, do you feel you have any unanswered questions or things you are not sure about (in regards to the surgery?)

10. Is there anything else you would like to say about your experience so far?




6. First, think back to the appointment you had with the Dietitian where you talked about food. Please tick one response for each statement below that best describes how you felt about your appointment with the Dietitian. 
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	I don’t agree AT ALL
	I don’t agree
	I agree
	I fully agree!

	A. I had a good idea about what happens at the dietitian appointment before I arrived
	☐	☐	☐	☐
	B. The dietician was friendly and welcoming
	☐	☐	☐	☐
	C. The dietitian asked about my ideas and what I wanted when we planned my diet
	☐	☐	☐	☐
	D. I felt comfortable bringing someone with me (friend/family/ whānau /health worker) with me if I wanted
	☐	☐	☐	☐
	E. The dietician explained things in a way that I could understand
	☐	☐	☐	☐
	F. It was easy for me to tell the dietitian when there was something I did not understand
	☐	☐	☐	☐
	G. I felt comfortable asking questions
	☐	☐	☐	☐
	H. My family/ whānau was able to talk or ask questions (please skip this if you came on your own)
	☐	☐	☐	☐
	I. The dietitian gave me ideas for changing the food I eat that I think I can use
	☐	☐	☐	☐
	J. The dietitian gave me/us ideas for how my family or whānau can support me
	☐	☐	☐	☐
	K. After this appointment, I knew what changes I should make to the foods I eat
	☐	☐	☐	☐
	L. I felt respected and listened to
	☐	☐	☐	☐
	M. I know what I need to do next to prepare for my surgery
	☐	☐	☐	☐


7. How would you best describe your relationship with your dietitian? Please tick one response below and remember this won’t be seen by your dietitian:
☐ Hard to talk to			 ☐ Okay			☐ Good			☐ Great			☐ I’d rather not say
8. Who did you attend the dietitian appointment with? (please tick the response which is true for you, more than one is fine)
☐ By myself 			☐ With a member of my family/ whānau
☐ With a friend		☐ With a health support worker			☐ With someone else: _______________________________

9. Okay, now thinking about your appointment today with your Bariatric Nurse. Please tick one response for each statement that best describes how you felt about your appointment.  
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	I don’t agree AT ALL
	I don’t agree
	I agree
	I fully agree!

	A. I had a good idea about what happens at this appointment before I arrived 
	☐	☐	☐	☐
	B. The nurse was friendly and welcoming
	☐	☐	☐	☐
	C. The nurse asked about my ideas, and what I wanted when we planned my care
	☐	☐	☐	☐
	D. I felt comfortable about bringing a support person (friend/family/ whānau /health worker) with me if I wanted
	☐	☐	☐	☐
	E. The nurse explained things in a way that I could understand
	☐	☐	☐	☐
	F. It was easy for me to tell the nurse when there was something I did not understand
	☐	☐	☐	☐
	G. I felt comfortable asking questions
	☐	☐	☐	☐
	H. The member of my family/ whānau was able to talk or ask questions (please skip this if you came on your own)
	☐	☐	☐	☐
	I. The nurse gave me/us ideas for how my family or whānau can support me
	☐	☐	☐	☐
	J. I felt respected and listened to
	☐	☐	☐	☐
	K. I know what I need to do next to prepare for my surgery
	☐	☐	☐	☐


10. How would you best describe your relationship with your Bariatric nurse? Please tick one response below and remember this won’t be seen by your nurse:

☐ Hard to talk to			 ☐ Okay		☐ Good			☐ Great			☐ I’d rather not say

11. Who did you attend the Bariatric Nurse  appointment with? (please tick the response which is true for you, more than one is fine)
☐ By myself 			☐ With a member of my family/ whānau
☐ With a friend		☐ With a health support worker			☐ With someone else: _______________________________

		Participant ID: _____________		Consulting doctor:_________________

[bookmark: _Toc494130793]Appendix C: POC3 survey and interview schedule for patients
	DATA COLLECTION POINT 3 (6 WEEKS AFTER SURGERY)

	BARIATRIC SURGERY PATIENT




This data collection tool has three components:

· PART A: Semi-structured interview questions facilitated by a Navigator.
· PART B: Survey for completion by the patient (with support from Navigator).
· PART C: Bariatric Support scale for completion by the patient (with support from Navigator).


Verbally patients should be informed:

This discussion and survey aims to get your feedback/ thoughts/ perspectives your entire experience of Bariatric Surgery. This information is being used as part of an evaluation of the Bariatric surgery service, to help patients, families and their whānau better understand and prepare for Bariatric Surgery. You have already provided permission to be part of this evaluation, but are still welcome to contact the evaluation team if you have any questions. Their contact details are available on your information sheet (already provided- provide another if needed). 

Your answers to these questions asked will have no impact on your post-surgery care or relationship with your health care providers. This is to help us improve our service. 

This information will be collected by your Navigator and provided to the evaluation team at Ko Awatea (listed on the information sheet). Nurses, doctors or other healthcare staff will not know what you personally have said about them.



PART A: SEMI-STRUCTURED INTERVIEW QUESTIONS FOR DISCUSSION

1. Over these past months, what has been of most help or support to you in preparing and recovering from surgery?
a. How was this person/resource helpful?
b. What would have happened without this support/help?

2. What kind of support were your family or whānau able to offer you?
a. Before surgery
b. Recovering from surgery
c. Maintaining lifestyle behaviours
d. Change to their diet
e. Change to their physical activity

3. What more could your whānau /family have done to support you?

4. How were you able to tell people what support you needed?

5. What was the hardest part of preparing and recovering from surgery?

6. In what ways does your life look different now from before?
a. How will you keep this new you?
b. Who is involved in making this happen?

7. What advice would you give to someone thinking about going for the surgery to make the journey easier for them?

8. How can your healthcare team make this change easier?

9. Is there anything else you would like to add about your experience?


Additional questions for the navigator group:

1. What has the support of navigators meant to you?

2. How has this support improved your experience of Bariatric Surgery (if at all)?
a. Setting and reaching goals
b. Understanding medical processes
c. Working with your whānau /family

3. Is there anything navigators could change about their support to make it more useful for you?





1. Reflecting on how you felt about your surgery after surgery, please tick one response for each statement below:
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	I don’t agree AT ALL
	I don’t agree
	I agree
	I fully agree!

	Your experience before surgery

	A. I felt prepared and ready to have the surgery
	☐	☐	☐	☐
	B. I was able to tell my family/ whānau how they could help and support me before surgery
	☐	☐	☐	☐
	C. Instructions about where to be for the surgery were clear
	☐	☐	☐	☐
	D. On the day of my surgery, I felt like I knew what was going on and what would happen next
	☐	☐	☐	☐
	E. I felt aware of the surgery risks 
	☐	☐	☐	☐
	F. There were some parts of the surgery and recovery that I felt unsure about
	☐	☐	☐	☐
	G. Going into the surgery, I felt respected and listened to
	☐	☐	☐	☐
	H. I felt comfortable bringing someone to appointments with me (friend/family/ whānau /health worker) if I wanted
	☐	☐	☐	☐
	I. I knew what to expect after surgery
	☐	☐	☐	☐
	Your experience recovering from surgery

	A. I knew what I needed to do to recover
	☐	☐	☐	☐
	B. I was able to tell my family/ whānau what they could do to help me
	☐	☐	☐	☐
	C. There were times where I wasn’t sure how to best look after myself
	☐
	☐
	☐
	☐

	D. I felt well supported or looked after by my healthcare team in my recovery from surgery
	☐	☐	☐	☐
	E. I felt well supported or looked after by family/ whānau in my recovery from surgery
	☐
	☐
	☐
	☐

	F. It was easy for me to tell my family/ whānau when I was having a hard time in recovery
	☐	☐	☐	☐
	G. During my recovery, I felt respected and listened to by my healthcare team
	☐	☐	☐	☐
	H. I have been able to maintain changes to my lifestyle
	☐	☐	☐	☐
	I. I had moments where I regretted having the surgery
	☐
	☐
	☐
	☐

	J. So far, I am happy with the results of the surgery
	☐
	☐
	☐
	☐




2. Who did you attend the surgery with? (please tick the response which is true for you, more than one is fine)
☐ By myself 			☐ With a member of my family/ whānau
☐ With a friend		☐ With a health support worker			☐ With someone else: _______________________________
PART B						Participant ID: _____________	

PART C: BARIATRIC SURGERY SUPPORT SCALE
FIRST THINKING ABOUT: Getting prepared for surgery
1. Describe who is in your household/whare:


2. Who is responsible for grocery shopping and cooking?


3. Complete this support scale to describe who has been helpful (or unhelpful) in the stages before surgery when you were getting prepared and making changes. 
	
	Person
	Didn’t know
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	1
	My parents
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	2
	My partner
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	3
	My partner’s parents
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	4
	My brothers or sisters
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	5
	My partners brothers or sisters
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	6
	Other people in my household
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	7
	My friends
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	8
	My partner’s friends
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	9
	My children
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	10
	My extended family or whānau
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	11
	Colleagues at work
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	12
	My manager/boss
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	13
	My neighbours
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	14
	People from church
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	15
	Social groups I’m involved in
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	16
	My GP
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	17
	My surgeon
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	18
	Bariatric nurse
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	19
	Dietitian
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	20
	Navigators
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	21
	Community health worker
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	22
	__________
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	23
	__________
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful





NOW THINKING ABOUT: recovering from surgery
4. Complete this support scale to describe who has been helpful (or not unhelpful) in recovery and maintenance after surgery. 
	
	Person
	Didn’t know
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	1
	My parents
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	2
	My partner
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	3
	My partner’s parents
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	4
	My brothers or sisters
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	5
	My partners brothers or sisters
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	6
	Other people in my household
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	7
	My friends
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	8
	My partner’s friends
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	9
	My children
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	10
	My extended family or whānau
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	11
	Colleagues at work
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	12
	My manager/boss
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	13
	My neighbours
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	14
	People from church
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	15
	Social groups I’m involved in
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	16
	My GP
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	17
	My surgeon
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	18
	Bariatric nurse
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	19
	Dietitian
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	20
	Navigators
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	21
	Community health worker
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	22
	__________
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful

	23
	__________
	D/K
	N/A
	Not at all helpful
	Sometimes helpful
	Generally helpful
	Very helpful
	Extremely helpful



5. On both scales, circle the individual you think was of most support (A) before your surgery, (B) in the recovery phase. 
PART B						Participant ID: _____________	

[bookmark: _Toc494130794]Appendix D: Whānau survey and interview schedule
	DATA COLLECTION POINT 3 (6 WEEKS AFTER SURGERY)

	WHĀNAU / FAMILY OF BARIATRIC SURGERY PATIENTS



This data collection tool has two components:

· PART A: Semi-structured interview questions facilitated by the Navigator. 
· PART B: Survey for completion by each member of consenting whānau (more copies may be needed)


Verbally whānau should know:

This discussion and survey aims to get your feedback/ thoughts/ perspectives on the Bariatric surgery and support from your Navigator. This information is being used as part of an evaluation of the Bariatric surgery service, to help patients, families and their whānau better understand and prepare for Bariatric Surgery. You have already provided permission to be part of this evaluation, but are still welcome to contact the evaluation team if you have any questions. Their contact details are available on your information sheet (provide an extra).

Your answers to these questions asked will have no impact on your post-surgery care or relationship with your health care providers. This is to help us improve our service. 

This information will be collected by your Navigator and provided to the evaluation team at Ko Awatea (listed on the information sheet). Nurses, doctors or other healthcare staff will not know what you personally have said about them.


PART A: SEMI-STRUCTURED INTERVIEW QUESTIONS FOR WHANAU/FAMILY

1. What is your understanding of why [person going for surgery] wanted or needed the bariatric surgery?

2. Did you attend any appointments with [person going for surgery]?

3. (If yes to Q2):  What was your experience attending appointments at the clinic like for you as family/ whānau /support person?

4. What were things you did as a family or whānau to support [name] with their surgery?
a. Before surgery
b. After surgery
c. Maintaining their lifestyle change
d. Goal setting

5. Did you make any changes as a family/ whānau to your own lifestyle?
a. For example, to the food you eat or how active you are?

If yes,
b. What kind of changes did you made?
c. Was it easy or hard to get the information you needed to make the changes?
d. Where did you get the information from?

If no, can you tell me why?


6. What kind of help or information did you need to offer your support?
a. How did you know what support was needed?


7. When you had questions or felt unsure, how did you find answers?
a. Who/where did you turn?


8. What was difficult for you as family or whānau?


9.  Looking back now, what might you have done differently to support your family/ whānau member?


10. What has the support of Navigators from The Fono/ Toi Tangata meant to you?

11. How has this support improved your experience of Bariatric Surgery (if at all)?
a. Setting and reaching goals 
b. Understanding medical processes
c. Working with your whānau /family

12. Is there anything Navigators could change about their support to make it more useful for family/ whānau?

1. Thinking about having a member of your family/ whānau go through Bariatric Surgery [name], please tick one response for each statement below that best describes how you felt about this change. 
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	Never
	Sometimes
	Often
	Always

	A. I felt welcome at appointments (ie. with the surgeon, dietitian or nurse)
	☐	☐	☐	☐
	B. I found the nurses and doctors friendly and welcoming
	☐	☐	☐	☐
	C. Throughout the process, I felt well informed
	☐	☐	☐	☐
	D. I felt included in decisions about the care of [name]
	☐	☐	☐	☐
	E. The healthcare team listened to what I had to say 
	
	☐	☐	☐
	F. I was asked about my ideas and what I wanted when we planned the care of [name] with the healthcare team
	☐	☐	☐	☐
	G.I felt like part of the care team
	
	
	
	

	H. I felt I understood what this change would mean for us as a family/ whānau
	☐	☐	☐	☐
	I. I was able to ask questions or say when there as something I didn’t understand
	☐	☐	☐	☐
	J. There were times where I wasn’t sure how to help [name] going through the surgery
	☐	☐	☐	☐
	K. [Name] was able to ask me for the help or support they needed
	☐	☐	☐	☐
	L. I felt helpful in getting [name] to reach their goals before surgery
	☐	☐	☐	☐
	M. I felt supportive in helping [name]to prepare for life after surgery
	☐	☐	☐	☐
	N. When [name] had surgery, I felt I was able to take care of them afterwards
	☐	☐	☐	☐
	O. The Navigator was able to give useful ideas to support my family/ whānau
	☐	☐	☐	☐




2. Thinking about the future

	
	Not at all
	Only a little
	A lot
	Completely

	A. How involved will you be in helping [name] to maintain their new lifestyle?
	☐	☐	☐	☐
	B.  To what extent has this change impacted your own diet?
	☐	☐	☐	☐
	C. To what extent has this changed impacted how active you are?
	☐	☐	☐	☐
	D. How confident do you feel you have the information you need to create a healthy lifestyle for you and your family/ whānau?
	☐	☐	☐	☐
	E. How motivated do you feel to make sure you and your family/ whānau lead a healthy lifestyle?
	☐	☐	☐	☐
	F. Do you think this experience will have a positive impact on your family/ whānau health in the long term?
	☐	☐	☐	☐


Demographic information:

2. Which ethnic group do you belong to?

☐ New Zealand European		☐ Māori		☐ Samoan		☐ Cook Island Maori			
☐ Tongan				☐ Niuean		☐ Chinese		☐ Indian
☐ Other: _________________________________________________________

3. Which age group do you belong to?

☐ 18 or under		☐ 18-25years		☐ 26-30 years		☐ 31-40 years			
PART B			Corresponding patient ID:____________
☐ 41-50 years		☐ 51-60 years		☐ 61-70 years		☐ 71 or older
[bookmark: _Toc494130795]Appendix E: Participant Information Sheet


[bookmark: _Toc494130796]Appendix F: Table of survey results for POC1 
[bookmark: _Ref488740949]Table 11: Mean, standard deviation, confidence intervals and effect size calculations of Likert scale responses between comparison (C) and intervention groups (I) at Point of Care one. 
	POC1 Likert statement
	N
	Mean
	Std. Deviation
	95% CI
	Effect size
	Improvement

	A
	C
	32
	2.75
	.916
	2.43
	3.07
	0.27
	 

	
	I
	20
	2.50
	.889
	2.11
	2.89
	 
	 

	B
	C
	32
	3.31
	.780
	3.04
	3.58
	0.40
	 

	
	I
	20
	3.00
	.795
	2.65
	3.35
	 
	 

	C
	C
	32
	3.22
	.832
	2.93
	3.51
	0.02
	 

	
	I
	20
	3.20
	.768
	2.86
	3.54
	 
	 

	D
	C
	32
	3.53
	.567
	3.33
	3.73
	0.06
	 

	
	I
	20
	3.50
	.607
	3.23
	3.77
	 
	 

	E
	C
	32
	3.63
	.554
	3.43
	3.82
	0.14
	 

	
	I
	20
	3.55
	.605
	3.28
	3.82
	 
	 

	F
	C
	31
	3.52
	.570
	3.32
	3.72
	0.29
	 

	
	I
	20
	3.35
	.587
	3.09
	3.61
	 
	 

	G
	C
	14
	3.57
	.646
	3.23
	3.91
	0.20
	 

	
	I
	18
	3.44
	.511
	3.21
	3.68
	 
	 

	H
	C
	14
	3.57
	.646
	3.23
	3.91
	0.66
	**

	
	I
	14
	3.14
	.864
	2.69
	3.60
	 
	 

	I
	C
	31
	3.23
	.617
	3.01
	3.44
	0.28
	 

	
	I
	19
	3.05
	.780
	2.70
	3.40
	 
	 

	J
	C
	32
	3.11
	.715
	2.86
	3.36
	-0.07
	 

	
	I
	19
	3.16
	.898
	2.75
	3.56
	 
	 

	K
	C
	31
	3.40
	.638
	3.18
	3.63
	0.24
	 

	
	I
	16
	3.25
	.683
	2.92
	3.58
	 
	 

	L
	C
	31
	3.48
	.626
	3.26
	3.70
	0.10
	 

	
	I
	19
	3.42
	.507
	3.19
	3.65
	 
	 

	M
	C
	32
	3.22
	.792
	2.94
	3.49
	0.21
	 

	
	I
	20
	3.05
	.945
	2.64
	3.46
	 
	 

	N
	C
	32
	3.50
	.672
	3.27
	3.73
	0.22
	 

	
	I
	20
	3.35
	.745
	3.02
	3.68
	 
	 

	2A
	C
	31
	2.61
	.844
	2.32
	2.91
	-0.04
	 

	
	I
	20
	2.65
	.745
	2.32
	2.98
	 
	 

	2B
	C
	31
	3.29
	.864
	2.99
	3.59
	-0.07
	 

	
	I
	20
	3.35
	.745
	3.02
	3.68
	 
	 

	2C
	C
	31
	3.32
	.702
	3.08
	3.57
	-0.04
	 

	
	I
	20
	3.35
	.813
	2.99
	3.71
	 
	 

	2D
	C
	29
	3.14
	.743
	2.87
	3.41
	0.32
	 

	
	I
	20
	2.90
	.788
	2.55
	3.25
	 
	 

	2E
	C
	31
	3.39
	.667
	3.15
	3.62
	0.26
	 

	
	I
	19
	3.21
	.918
	2.80
	3.62
	 
	 

	2F
	C
	31
	3.39
	.558
	3.19
	3.58
	-0.38
	 

	
	I
	20
	3.60
	.503
	3.38
	3.82
	 
	 

	2G
	C
	31
	3.39
	.615
	3.17
	3.60
	-0.02
	 

	
	I
	20
	3.40
	.503
	3.18
	3.62
	 
	 

	2H
	C
	31
	3.35
	.608
	3.14
	3.57
	-0.07
	 

	
	I
	20
	3.40
	.598
	3.14
	3.66
	 
	 

	2I
	C
	13
	3.23
	.832
	2.78
	3.68
	-0.09
	 

	
	I
	13
	3.31
	.855
	2.84
	3.77
	 
	 

	2J
	C
	31
	3.32
	.541
	3.13
	3.51
	0.04
	 

	
	I
	20
	3.30
	.657
	3.01
	3.59
	 
	 

	2K
	C
	31
	3.52
	.677
	3.28
	3.75
	0.32
	 

	
	I
	20
	3.30
	.571
	3.05
	3.55
	 
	 

	 NA
	C
	32
	3.06
	.914
	2.75
	3.38
	-0.37
	 

	
	I
	20
	3.40
	.754
	3.07
	3.73
	 
	 





[bookmark: _Toc494130797]Appendix G: Table of survey results for POC2
[bookmark: _Ref488741477]Table 12: Mean, standard deviation, confidence intervals and effect size calculations of Likert scale responses between comparison (C) and intervention (I) groups at Point of Care two. 
	POC2 Likert statement
	N
	Mean
	Std. Deviation
	95% CI
	Effect size
	Improvement

	A
	C
	22
	2.82
	.501
	2.61
	3.03
	0.63
	**

	
	I
	18
	2.50
	.707
	2.17
	2.83
	 
	 

	B
	C
	22
	3.73
	.456
	3.54
	3.92
	-0.21
	 

	
	I
	16
	3.82
	.393
	3.63
	4.02
	 
	 

	C
	C
	20
	3.15
	.813
	2.79
	3.51
	0.57
	**

	
	I
	14
	2.69
	.793
	2.27
	3.10
	 
	 

	D
	C
	22
	3.64
	.492
	3.43
	3.84
	-0.06
	 

	
	I
	13
	3.67
	.488
	3.40
	3.93
	 
	 

	E
	C
	22
	3.59
	.503
	3.38
	3.80
	0.07
	 

	
	I
	16
	3.56
	.616
	3.25
	3.86
	 
	 

	F
	C
	22
	3.59
	.503
	3.38
	3.80
	0.18
	 

	
	I
	16
	3.50
	.786
	3.11
	3.89
	 
	 

	G
	C
	23
	3.52
	.593
	3.28
	3.76
	0.13
	 

	
	I
	16
	3.44
	.784
	3.06
	3.83
	 
	 

	H
	C
	9
	3.44
	.527
	3.10
	3.79
	-0.11
	 

	
	I
	8
	3.50
	.527
	3.13
	3.87
	 
	 

	I
	C
	22
	3.36
	.727
	3.06
	3.67
	-0.19
	 

	
	I
	16
	3.50
	.618
	3.20
	3.80
	 
	 

	J
	C
	22
	2.86
	.774
	2.54
	3.19
	-0.32
	 

	
	I
	16
	3.11
	.676
	2.78
	3.44
	 
	 

	K
	C
	21
	3.48
	.680
	3.19
	3.77
	0.13
	 

	
	I
	16
	3.39
	.698
	3.05
	3.73
	 
	 

	L
	C
	22
	3.59
	.590
	3.34
	3.84
	0.00
	 

	
	I
	15
	3.59
	.507
	3.33
	3.84
	 
	 

	M
	C
	22
	3.32
	.780
	2.99
	3.64
	-0.09
	 

	
	I
	16
	3.39
	.850
	2.97
	3.81
	 
	 

	 NA
	C
	24
	3.50
	.780
	3.19
	3.81
	-0.28
	 

	
	I
	16
	3.72
	.575
	3.44
	4.00
	 
	 

	2A
	C
	16
	2.50
	.632
	2.19
	2.81
	0.00
	 

	
	I
	18
	2.50
	.857
	2.10
	2.90
	 
	 

	2B
	C
	16
	3.56
	.629
	3.25
	3.87
	0.01
	 

	
	I
	16
	3.56
	.511
	3.31
	3.81
	 
	 

	2C
	C
	13
	3.15
	.689
	2.78
	3.53
	0.31
	 

	
	I
	15
	2.94
	.659
	2.61
	3.27
	 
	 

	2D
	C
	16
	3.50
	.516
	3.25
	3.75
	-0.24
	 

	
	I
	14
	3.63
	.500
	3.36
	3.89
	 
	 

	2E
	C
	15
	3.73
	.594
	3.43
	4.03
	0.86
	***

	
	I
	16
	3.22
	.647
	2.91
	3.54
	 
	 

	2F
	C
	15
	3.67
	.617
	3.35
	3.98
	0.72
	**

	
	I
	16
	3.22
	.808
	2.83
	3.62
	 
	 

	2G
	C
	16
	3.44
	.727
	3.08
	3.79
	0.37
	 

	
	I
	16
	3.17
	.786
	2.78
	3.55
	 
	 

	2H
	C
	7
	3.43
	.787
	2.85
	4.01
	-0.05
	 

	
	I
	13
	3.47
	.516
	3.19
	3.75
	 
	 

	2I
	C
	14
	3.14
	.770
	2.74
	3.55
	0.40
	 

	
	I
	16
	2.83
	.707
	2.49
	3.18
	 
	 

	2J
	C
	16
	3.56
	.892
	3.13
	4.00
	0.07
	 

	
	I
	13
	3.50
	.514
	3.22
	3.78
	 
	 

	2K
	C
	16
	3.38
	.719
	3.02
	3.73
	-0.17
	 

	
	I
	16
	3.50
	.618
	3.20
	3.80
	 
	 

	 NA
	C
	16
	3.25
	1.065
	2.73
	3.77
	-0.34
	 

	
	I
	16
	3.61
	.698
	3.27
	3.95
	 
	 





[bookmark: _Toc494130798][bookmark: _Ref488741567]Appendix H: Table of survey results from POC3
Table 13: Mean, standard deviation, confidence intervals and effect size calculations of Likert scale responses between comparison (C) and intervention (I) groups at Point of Care three. 
	POC3 Likert statement
	N
	Mean
	Std. Deviation
	95% CI
	Effect size
	Improvement

	A
	C
	14
	3.57
	.514
	3.30
	3.84
	-0.35
	 

	
	I
	8
	3.75
	.463
	3.43
	4.07
	 
	 

	B
	C
	14
	3.57
	.756
	3.18
	3.97
	-0.07
	 

	
	I
	8
	3.63
	.518
	3.27
	3.98
	 
	 

	C
	C
	14
	3.64
	.745
	3.25
	4.03
	-0.31
	 

	
	I
	8
	3.88
	.354
	3.63
	4.12
	 
	 

	D
	C
	14
	3.57
	.852
	3.13
	4.02
	0.23
	 

	
	I
	8
	3.38
	1.061
	2.64
	4.11
	 
	 

	E
	C
	14
	3.71
	.469
	3.47
	3.96
	-0.61
	**

	
	I
	8
	4.00
	.000
	4.00
	4.00
	 
	 

	F
	C
	14
	2.36
	.842
	1.92
	2.80
	-0.91
	***

	
	I
	8
	3.13
	1.126
	2.34
	3.91
	 
	 

	G
	C
	14
	3.71
	.611
	3.39
	4.03
	0.56
	**

	
	I
	8
	3.38
	1.061
	2.64
	4.11
	 
	 

	H
	C
	14
	3.79
	.426
	3.56
	4.01
	-0.21
	 

	
	I
	8
	3.88
	.354
	3.63
	4.12
	 
	 

	I
	C
	14
	3.21
	.699
	2.85
	3.58
	-0.17
	 

	
	I
	6
	3.33
	1.211
	2.36
	4.30
	 
	 

	2A
	C
	14
	3.64
	.497
	3.38
	3.90
	-0.72
	**

	
	I
	8
	4.00
	.000
	4.00
	4.00
	 
	 

	2B
	C
	14
	3.50
	.650
	3.16
	3.84
	-0.38
	 

	
	I
	8
	3.75
	.463
	3.43
	4.07
	 
	 

	2C
	C
	14
	2.79
	.802
	2.37
	3.21
	0.36
	 

	
	I
	8
	2.50
	1.069
	1.76
	3.24
	 
	 

	2D
	C
	14
	3.71
	.469
	3.47
	3.96
	-0.61
	**

	
	I
	7
	4.00
	.000
	4.00
	4.00
	 
	 

	2E
	C
	14
	3.79
	.426
	3.56
	4.01
	-0.21
	 

	
	I
	8
	3.88
	.354
	3.63
	4.12
	 
	 

	2F
	C
	14
	3.50
	.519
	3.23
	3.77
	0.00
	 

	
	I
	8
	3.50
	.535
	3.13
	3.87
	 
	 

	2G
	C
	14
	3.50
	.760
	3.10
	3.90
	-0.09
	 

	
	I
	7
	3.57
	1.134
	2.73
	4.41
	 
	 

	2H
	C
	14
	3.71
	.469
	3.47
	3.96
	0.46
	 

	
	I
	8
	3.50
	.535
	3.13
	3.87
	 
	 

	2I
	C
	14
	2.21
	1.188
	1.59
	2.84
	-0.24
	 

	
	I
	8
	2.50
	1.195
	1.67
	3.33
	 
	 

	2J
	C
	14
	3.79
	.426
	3.56
	4.01
	0.08
	 

	
	I
	8
	3.75
	.707
	3.26
	4.24
	 
	 





[bookmark: _Toc494130799]Appendix I: Table of survey results from POC3 whānau survey
[bookmark: _Ref493710685][bookmark: _Ref493592036]Table 14: Sample size (N), mean, standard deviation, confidence intervals and effect size calculations of Likert scale responses between comparison (C) and intervention groups (I) at Point of Care three for whānau.
	POC3 Likert scale comment
	N
	Mean
	Std Deviation
	95% CI
	Effect size
	Improvement

	B
	C
	2
	3.50
	.707
	2.52
	4.48
	-0.71
	**

	
	I
	2
	4.00
	.000
	4.00
	4.00
	 
	 

	C
	C
	4
	3.75
	.500
	3.26
	4.24
	-0.50
	**

	
	I
	2
	4.00
	.000
	4.00
	4.00
	 
	 

	E
	C
	2
	3.00
	1.414
	1.04
	4.96
	0.00
	 

	
	I
	2
	3.00
	1.414
	1.04
	4.96
	 
	 

	J
	C
	4
	2.00
	.816
	1.20
	2.80
	0.41
	 

	
	I
	3
	1.67
	.577
	1.01
	2.32
	 
	 

	L
	C
	4
	3.75
	.500
	3.26
	4.24
	-0.50
	**

	
	I
	3
	4.00
	.000
	4.00
	4.00
	 
	 

	M
	C
	4
	3.75
	.500
	3.26
	4.24
	-0.50
	**

	
	I
	3
	4.00
	.000
	4.00
	4.00
	 
	 

	N
	C
	4
	2.50
	1.732
	0.80
	4.20
	-0.67
	**

	
	I
	3
	3.67
	.577
	3.01
	4.32
	 
	 

	2B
	C
	4
	3.25
	.500
	2.76
	3.74
	0.50
	**

	
	I
	3
	3.00
	.000
	3.00
	3.00
	 
	 

	2C
	C
	4
	3.25
	.957
	2.31
	4.19
	0.26
	 

	
	I
	3
	3.00
	.000
	3.00
	3.00
	 
	 

	2D
	C
	3
	3.33
	1.155
	2.03
	4.64
	0.00
	 

	
	I
	3
	3.33
	.577
	2.68
	3.99
	 
	 





[bookmark: _Toc494130800]Appendix J: Pre and post surgery support scale findings 
	 
	 
	N
	Mean
	Std. Deviation
	95% CI
	Effect size 
	Improvement

	My parents or parent
	C
	11
	3.91
	1.375
	3.10
	4.72
	0.25
	 

	
	I
	3
	3.67
	.577
	3.01
	4.32
	 
	 

	My partner
	C
	12
	4.92
	.289
	4.75
	5.08
	1.24
	***

	
	I
	8
	4.13
	.991
	3.44
	4.81
	 
	 

	My partner's parents
	C
	6
	3.50
	1.517
	2.29
	4.71
	-0.37
	 

	
	I
	4
	4.00
	1.155
	2.87
	5.13
	 
	 

	My brothers or sisters
	C
	13
	3.31
	1.182
	2.67
	3.95
	-0.69
	**

	
	I
	4
	4.00
	.816
	3.20
	4.80
	 
	 

	My partner's brothers or sisters
	C
	8
	3.13
	1.126
	2.34
	3.91
	-0.48
	 

	
	I
	3
	3.67
	1.155
	2.36
	4.97
	 
	 

	Other people in my household
	C
	3
	2.67
	2.082
	0.31
	5.02
	-0.65
	**

	
	I
	4
	3.75
	1.258
	2.52
	4.98
	 
	 

	My friends
	C
	14
	3.93
	.829
	3.49
	4.36
	0.49
	 

	
	I
	5
	3.40
	1.342
	2.22
	4.58
	 
	 

	My partner's friends
	C
	6
	3.33
	1.211
	2.36
	4.30
	-0.10
	 

	
	I
	2
	3.50
	2.121
	0.56
	6.44
	 
	 

	My children
	C
	7
	4.43
	.787
	3.85
	5.01
	1.01
	***

	
	I
	8
	3.38
	1.302
	2.47
	4.28
	 
	 

	My extended family/ whānau
	C
	7
	3.71
	1.380
	2.69
	4.74
	0.16
	 

	
	I
	4
	3.50
	1.291
	2.23
	4.77
	 
	 

	Colleagues at work
	C
	14
	3.36
	1.336
	2.66
	4.06
	0.23
	 

	
	I
	3
	3.00
	1.732
	1.04
	4.96
	 
	 

	My manager/boss
	C
	13
	3.85
	1.214
	3.19
	4.51
	0.37
	 

	
	I
	3
	3.33
	1.528
	1.60
	5.06
	 
	 

	Social groups I'm involved in
	C
	4
	4.00
	1.414
	2.61
	5.39
	0.00
	 

	
	I
	2
	4.00
	1.414
	2.04
	5.96
	 
	 

	My GP
	C
	17
	3.41
	1.326
	2.78
	4.04
	-0.07
	 

	
	I
	8
	3.50
	1.309
	2.59
	4.41
	 
	 

	My Surgeon
	C
	16
	3.94
	1.289
	3.31
	4.57
	0.40
	 

	
	I
	7
	3.43
	1.272
	2.49
	4.37
	 
	 

	Bariatric Nurse
	C
	17
	4.12
	.781
	3.75
	4.49
	0.34
	 

	
	I
	8
	3.75
	1.389
	2.79
	4.71
	 
	 

	Dietitian
	C
	16
	4.13
	.719
	3.77
	4.48
	0.36
	 

	
	I
	8
	3.75
	1.389
	2.79
	4.71
	 
	 

	Other
	C
	8
	4.13
	.641
	3.68
	4.57
	-1.37
	***

	
	I
	1
	5.00
	#DIV/0!
	#DIV/0!
	#DIV/0!
	 
	 

	My parents or parent
	C
	11
	4.00
	1.414
	3.16
	4.84
	0.00
	 

	
	I
	4
	4.00
	.816
	3.20
	4.80
	 
	 

	My partner
	C
	11
	4.82
	.405
	4.58
	5.06
	0.68
	**

	
	I
	8
	4.50
	.535
	4.13
	4.87
	 
	 

	My partner's parents
	C
	8
	3.75
	1.581
	2.65
	4.85
	-0.54
	**

	
	I
	3
	4.33
	.577
	3.68
	4.99
	 
	 

	My brothers or sisters
	C
	12
	3.17
	1.267
	2.45
	3.88
	-0.96
	***

	
	I
	3
	4.33
	1.155
	3.03
	5.64
	 
	 

	My partner's brothers or sisters
	C
	7
	3.71
	1.113
	2.89
	4.54
	-0.03
	 

	
	I
	4
	3.75
	.957
	2.81
	4.69
	 
	 

	Other people in my household
	C
	3
	3.00
	2.000
	0.74
	5.26
	-0.30
	 

	
	I
	4
	3.50
	1.291
	2.23
	4.77
	 
	 

	My friends
	C
	13
	3.85
	1.144
	3.22
	4.47
	0.28
	 

	
	I
	4
	3.50
	1.291
	2.23
	4.77
	 
	 

	My partner's friends
	C
	5
	3.60
	1.517
	2.27
	4.93
	-0.27
	 

	
	I
	2
	4.00
	1.414
	2.04
	5.96
	 
	 

	My children
	C
	7
	4.14
	.900
	3.48
	4.81
	0.95
	***

	
	I
	8
	3.13
	1.246
	2.26
	3.99
	 
	 

	My extended family/ whānau
	C
	8
	3.13
	1.553
	2.05
	4.20
	-0.29
	 

	
	I
	4
	3.50
	1.000
	2.52
	4.48
	 
	 

	Colleagues at work
	C
	13
	3.23
	1.301
	2.52
	3.94
	-0.23
	 

	
	I
	4
	3.50
	1.000
	2.52
	4.48
	 
	 

	My manager/boss
	C
	12
	3.75
	1.215
	3.06
	4.44
	0.07
	 

	
	I
	3
	3.67
	1.155
	2.36
	4.97
	 
	 

	Social groups I'm involved in
	C
	3
	3.67
	1.528
	1.94
	5.40
	-0.23
	 

	
	I
	2
	4.00
	1.414
	2.04
	5.96
	 
	 

	My GP
	C
	14
	3.43
	1.555
	2.61
	4.24
	-0.14
	 

	
	I
	8
	3.63
	1.188
	2.80
	4.45
	 
	 

	My Surgeon
	C
	12
	4.08
	.996
	3.52
	4.65
	0.52
	 

	
	I
	6
	3.33
	1.862
	1.84
	4.82
	 
	 

	Bariatric Nurse
	C
	12
	4.17
	.577
	3.84
	4.49
	-0.22
	 

	
	I
	7
	4.29
	.488
	3.92
	4.65
	 
	 

	Dietitian
	C
	12
	3.75
	.965
	3.20
	4.30
	-0.79
	**

	
	I
	6
	4.33
	.516
	3.92
	4.75
	 
	 




[bookmark: _Toc494130801][image: CM%20Health%20logo%20med]Appendix K: Health Literacy Action Plan for Bariatric Surgical Services (CM Health)

[bookmark: _Toc494130802]Summary 
This draft action plan builds on the findings[footnoteRef:19] of the health literacy review of bariatric surgical services in Counties Manukau Health (CMH) carried out as collaboration between Quigley and Watts, Toi Tangata, the Fono and CMH.  The table below outlines the issues identified together with their corresponding action plan goals and key health literacy interventions in summary form.  [19:  Quigley and Watts, Toi Tangata, The Fono and Counties Manukau Health. Counties Manukau Health Bariatric Surgical Services Health Literacy Review. December, 2015.] 


Health literacy is the capacity to find, interpret and use information and health services to make effective decisions for health and wellbeing.

	Issue identified
	Action plan goal
	Key health literacy intervention(s)


	Health literacy practice is variable across the bariatric surgical service
	To develop a systems approach to health literacy within the bariatric surgical service
	· Embed health literacy at the strategic level as a service priority 
· Commit to implementation of the service health literacy action plan 

	There are opportunities for more patient and whānau involvement in the design and delivery of bariatric surgical services.
	To engage patients and their families in the design and delivery of services
	· Consider ways to increase consumer involvement 
· Regularly gather patient feedback about areas of the service that could be improved to help them feel more comfortable and welcome.

	A mixed understanding of health literacy by staff.
	To develop a shared understanding of, and commitment to, health literacy among CMH bariatric surgical services team
	· Build the skills of bariatric surgical service workforce about health literacy through professional development  


	Not all patients were able to access the support they needed from the service or their family to achieve successful outcomes.
	To understand and reduce the service barriers to health literacy 

To increase the involvement of whānau in supporting their family member on the bariatric journey
	· Commit to implementation of the service health literacy action plan
· Actively build patient’s health literacy 
· Consider ways to increase whānau involvement and understanding of the bariatric process 


	Patients identified gaps in support on the bariatric pathway.
	Ensure patients and whānau are supported through the whole bariatric journey
	· Facilitate connections to other support services including ones for physical activity.
· Investigate ways to provide support between appointments 

	The quality of written resources varied greatly.



Communication strategies varied between health professionals.
	Ensure all written information meets health literacy guidelines.  


Ensure all staff communicate in ways that reduce barriers to patients and families understanding
	· Revise the information booklet (consider sending in advance of information session)
· Resources need to be adapted to meet different learning styles
· Review the information session presentation
· Include communications strategies for building health literacy in professional development (e.g. Three Steps to Health Literacy) 
· Investigate whether health professionals, patients and families have sufficient information about the use of interpreters
· Ensure staff have access to the skills required to work with diverse cultures


[bookmark: _Toc494130803]Methods
The health literacy review was carried out using the framework outlined in Health Literacy Review: A Guide [footnoteRef:20](Ministry of Health 2015).  The aim was to assess how well the bariatric surgical service supports health literacy. This review forms part of a larger whānau health literacy project. [20:  Ministry of Health (2015). Health Literacy Review: A guide. Ministry of Health: Wellington, NZ. https://www.health.govt.nz/system/files/documents/publications/health-literacy-review-a-guide-may15-v2.pdf.] 

Data for the review were collected using a range of methods: 
· Phone interviews with five health professionals from the bariatric team - four were in a clinical role and one was in a non-clinical role. 
· Face-to-face interviews with six Māori and four Pacifica patients that had been through bariatric surgery and their whānau. 
· Survey of health professionals in the bariatric surgical team.
· Observations of bariatric information sessions, clinics and patient consultations (12 patients in total).
· Review of two key bariatric surgical resources: Patient Information Book for Laparoscopic Gastric Sleeve Procedure (LGSP) and Eating after Bariatric Surgery. 
These reports are included in the supplementary data report.  The review findings were analysed by a team that included members of the bariatric surgical service and possible health literacy interventions developed.  
[bookmark: _Toc494130804]Structure of the current document 
This draft action plan includes health literacy interventions which have been identified as appropriate to address issues identified in the health literacy review.  A range of ideas relevant to each issue have been developed for evaluation of impact, costs / opportunity costs, priorities and sequencing.
The draft action plan goals and interventions are set out under the six key health literacy dimensions from Health Literacy Review: A Guide.
[bookmark: _Toc494130805]Goal 1: Leadership and management 
	Goal
	Health literacy intervention
	Responsibility
	Timeframe

	To develop a systems approach to addressing health literacy within the bariatric surgical service
	· Embed health literacy at the strategic level as a service priority 
	
	

	
	· Commit to implementation of the service health literacy action plan
	
	



Background to the issue
Leaders and managers in a health-literate service ensure that health literacy is built into all aspects of the service, explicitly measured and monitored, and continuously improved (Ministry of Health 2015).
Health literacy is a strategic priority area for CMH.  CMH includes a commitment to health literacy action within its Annual Plan for 2015/16 and Statement of Intent agreement with the Government (CMH 2015).  
The review found that while some health professionals were practicing in a health literate way with their patients as best they could within systematic parameters, there was no coordinated approach to addressing health literacy at an organisational or service level.  
There is no organisational training offered in health literacy[footnoteRef:21] therefore it is not surprising staff have differing capabilities.  [21:  Not that this was at the time of Action Plan endorsement. The Rauemi Atawhai Programme is now accessible for staff at CMH] 

In order to become a health literate service, leadership is needed at an organisational and service level to embed health literacy as a service priority rather than an individual endeavour.
[bookmark: _Toc494130806]Goal 2: Consumer involvement
	Goal
	Health literacy intervention
	Responsibility
	Timeframe

	To engage patients and their families in the design and delivery of services
	· Consider ways to increase consumer involvement in the design and delivery of services 
	
	

	
	· Regularly gather patient feedback about areas of the service that could be improved to help them feel more comfortable and welcome
	
	



Background to the issue
A health-literate health care organisation involves consumers and their families in all aspects of service delivery – not just the evaluation of consumer experience (Ministry of Health 2015).
The review found a lack of formal patient and family involvement in the design or delivery of bariatric services.  There were a number of suggestions from former patients about increasing consumer involvement for example former patients having a role in the information sessions.
Co-design and patient experience are useful areas to align with this goal.
[bookmark: _Toc494130807]Goal 3: Workforce
	Goal
	Health literacy intervention
	Responsibility
	Timeframe

	To develop a shared understanding of, and commitment to, health literacy among CMH bariatric surgical services team
	· Build the skills of bariatric surgical service workforce about health literacy through professional development  

	
	



Background to the issue
The health workforce plays a crucial role in communicating oral and written information to consumers and families and ensuring they understand that information. A health-literate health care organisation provides health literacy training and coaching to its entire workforce to improve communication and build health literacy (Ministry of Health 2015).
The review identified a mixed understanding of health literacy by staff with more focus on the individual rather than the system factors[footnoteRef:22].  As discussed in goal 1 this is not surprising given the organisation is still developing its commitment to health literacy.  [22:  Current thinking in health literacy supports a focus on creating a system that supports health literacy rather than seeing it as a patient deficit issue] 

There was a good understanding of the importance of health literacy. However, overall health literacy was more commonly viewed as a patient deficit rather than a system deficit. 
[bookmark: _Toc494130808]Goal 4: Meeting the needs of the population
	Goals
	Health literacy intervention
	Responsibility
	Timeframe

	To understand and reduce the service barriers to health literacy 

	· Commit to implementation of the service health literacy action plan
	
	

	
	· Actively build patient’s health literacy
	
	

	To increase the involvement of whānau in supporting their family member on the bariatric journey
	· Consider ways to increase whānau involvement and understanding of the process 
	
	



Background to the issue
A health-literate health care service adopts a universal precautions approach (systematic approach to identifying and removing barriers to health literacy to ensure that all patients can succeed in the health care environment) so that staff do not make assumptions about who might or might not need assistance.
Patients and their families with low health literacy should be able to participate effectively and have their health literacy needs identified and met (without experiencing any stigma or being labelled as having low health literacy) (Ministry of Health 2015).
The review highlighted the complexity of the bariatric surgical journey compared to other surgeries.   All clinical staff interviewed agreed the bariatric surgical process is complex and different from other forms of general surgery as it requires a whole lifestyle change, it also requires ‘significant psychological change’. 
Patients come in with very different levels of knowledge and expectations. Some arrive having done a lot of research while others do not know why they have been referred. All of the clinical staff noted there are parts of the process patients’ find difficult to understand or manage.  
‘The process is the same but no two people go about it the same’ – Health professional. 
This was confirmed by the patient interviews.  The review found patients differed in their knowledge and understanding of the bariatric pathway and many did not feel able to ask for clarification or assistance even if an offer had been made.
Building health literacy is not simply giving information, it involves checking what people know, building on this and then checking they understand (by them telling you in their own words). The ability to process and develop personal strategies for behaviour change goes beyond health education materials.

Findings from interviews with patients and whānau and health professionals indicated the importance of whānau support both before and after surgery.  People found it difficult to explain the process to family, the resources were not always appropriate/engaging for family and some family had quite strong misconceptions.
“All I had was a pamphlet from the nurse which had bariatric surgery at the top, a picture of the stomach on the front. It did have really good information in it but my family aren’t into reading stuff. They prefer kanohi ki te kanohi (face to face). So mum had all these questions... ohh mum here just read that and it was just a paper. So it was pretty tough, that’s why she had so many questions and didn’t want me to do it”.
Ideas for building health literacy included:
· More education for patients and whānau around what to expect when coming home, changes to medication, kai/diet and how they might feel in those first few weeks post-surgery
· Better information/resources for whānau to understand the bariatric process
· Tools to help patients share information with whānau, whānau information and/or support sessions.  
· Formulate strategies to deal with the complexity of the bariatric surgery pathway (written, visual, in person, website)
[bookmark: _Toc494130809]Goal 5: Access and navigation
	Goals
	Health literacy intervention
	Responsibility
	Timeframe

	Ensure patients and whānau are supported through the whole bariatric journey.
	· Facilitate connections to other support services including ones for physical activity

	
	

	
	· Investigate ways to provide support between appointments
	
	

	
	· Investigate funding for a clinical psychologist to help with the psychological/behavioural changes required for successful bariatric outcomes
	
	



Background to the issue
A health-literate health care organisation reduces the demands its systems place on consumers and families and helps them to access and navigate systems (Ministry of Health 2015).

The review found a number of service enablers and barriers to understanding and navigating the bariatric journey. Overall it confirmed the need to actively build patients’ health literacy to enable them to make the behavioural changes needed for successful bariatric outcomes (thinking about the social, personal and environmental determinants of health).  
The service provided good physical access.  Patients were aware they could contact the bariatric service with questions but often did not feel comfortable doing so.  
The review identified some critical times for building patient and whānau health literacy:
· Support between appointments (when their questions arose)
· In the months following surgery as appointments get further apart.  
“For Māori and Pacific we are all about our whānau. And when you come out of that surgery and you’re home, that’s it you’re done, done and dusted. Then the family has to adjust to you so it probably would have been cool if the family had got called in and they get korero too.”
[bookmark: _Toc494130810]Goal 6: Communication
	Goals
	Health literacy intervention
	Responsibility
	Timeframe

	Ensure all written information meets health literacy guidelines
	· Revise the information booklet (consider sending in advance of information session)


	
	

	
	· Resources need to be adapted to meet different learning styles
	
	

	Ensure all staff communicate in ways that reduce barriers to patients and families understanding
	· Review the information session structure and content to make it conducive to building health literacy

	
	

	
	· Include communications strategies for building health literacy in professional development (e.g. Three Steps to Health Literacy) 

	
	

	
	· Investigate whether health professionals, patients and families have sufficient information about the use of interpreters
	
	

	
	· Assess whether there is sufficient time to communicate the necessary information during appointments (or perhaps use complementary strategies)
	
	

	
	· Ensure staff have access to the skills required to work with diverse cultures
	
	



Background to the issue
Health care organisations communicate with consumers and families orally, in writing and increasingly using technology.  A health-literate health care organisation ensures that all communication, in all formats, is clear, easy to understand and easy for consumers and families to act on (Ministry of Health 2015).
The review found key service information resources were paper-based and non-interactive. Patients expressed a preference for information to be presented in a more visual way with pictures and concise clear descriptions that appealed to the whole whānau rather than a lot of text.  
Of the two written information resources the dietary information rated well and the information booklet rated poorly using standard health literacy review tools.
The review found that health professionals generally felt confident about their communication with patients.  However health professionals rarely checked whether patients had understood or felt confident about what they needed to do.  Strong relationships between some health professionals and patients assisted communication.
Health literacy has some key overlaps with cultural competence.  Key findings from the interviews with health professionals found no consensus on whether health literacy affected Māori and Pacific patients differently to non-Māori and non-Pacific patients in terms of health outcomes. However, cultural practices and beliefs around food were mentioned as barriers to patients’ understanding or managing the process e.g. being big is good and healthy, having to eat what has been given/offered, having to eat everything on the plate. The relationship between culture and health literacy is multifaceted.  It is important that cultural issues are not used as an excuse to avoid addressing health literacy.
The review found mixed experiences at the information sessions; some people found them useful and informative while others found the environment unwelcoming and sterile lacking manakitanga[footnoteRef:23] and whānaungatanga[footnoteRef:24]. The structure and content of the information sessions requires review. [23:  (noun) hospitality, kindness, generosity, support - the process of showing respect, generosity and care for others]  [24:  (noun) relationship, kinship, sense of family connection - a relationship through shared experiences and working together which provides people with a sense of belonging.] 

 


[bookmark: _Toc494130811]Issues identified outside the scope of this review
Misconceptions about obesity and its treatment exist in the community and amongst health professionals 
Key findings from the interviews with health professionals indicated there could be some judgmental attitudes towards patients by health professionals outside of the service who do not fully understand obesity and bariatric surgery e.g. thinking weight loss can be achieved through diet and exercise alone. 
“When I did start losing the weight and I got put on the list for bariatric surgery I still wasn’t sure I wanted it because I had been put on the list before and I didn’t do it. I didn’t do it because my doctor said to me if I did I was cheating, I was actually cheating my family because my husband and son are big too. So if I took the op I was cheating them and not being a role model. So I didn’t do the op back then so the second time I was offered it last year by the sleep apnoea team I was hesitant to take the op but it was actually my husband who encouraged me to take it because it was the op or dialysis, dialysis was where I was heading”
Interviews with patients indicated that some whānau may also be judgemental and non-supportive due to a similar lack of understanding.  Observations in clinic appointments confirmed that many people experienced judgement from family and members of the wider community.
One Pacifica patient kept the surgery from her family, but on reflection would recommend sharing with children and family members who could support you. She felt ashamed to ask for help because of negative attitudes.
Patient interviews highlighted the importance of assisting the extended whānau and community to better understand obesity and bariatric surgery. Patients reported being embarrassed to ask for help because of the stigma associated with obesity and misconceptions about bariatric surgery.
The negative views of others affect patients’ ability to access and be successful once in the bariatric service.



[image: ]
[bookmark: _Toc494130812]Appendix L: Health Literacy Action Plan for Bariatric Surgical Services (WDHB)
[bookmark: _Toc494130813]Summary 
This action plan builds on the findings[footnoteRef:25] of the health literacy review of bariatric surgical services in Waitemata District Health Board (WDHB) carried out in collaboration with Quigley and Watts, Toi Tangata, the Fono and WDHB.  The table below outlines the issues identified together with their corresponding action plan goals and key health literacy interventions in summary form.  [25:  Quigley and Watts, Toi Tangata, The Fono and Waitemata District Health Board. Waitemata District Health Board Bariatric Surgical Services Health Literacy Review. April 2016.] 

Health literacy is the capacity to find, interpret and use information and health services to make effective decisions for health and wellbeing.
	Issue identified
	Action plan goal
	Key health literacy intervention(s)

	There are few formal policies or processes focused on health literacy
	To develop a systems approach to addressing health literacy within the bariatric surgical service
	· Embed health literacy at the strategic level as a key service policy and practice 
· Commit to implementation of the health literacy action plan for bariatric services

	There are opportunities for more patient and whānau involvement in the design and delivery of bariatric surgical services
	To engage patients and their families in the design and delivery of services
	· Consider ways to increase consumer involvement 
· Regularly gather patient feedback about areas of the service that could be improved

	A mixed understanding of health literacy by staff 
	To develop a shared understanding of, and commitment to, health literacy among WDHB bariatric surgical services team
	· Build the skills of bariatric surgical service workforce (clinical and non-clinical) about health literacy through professional development  


	A mixed understanding and use of strategies to build health literacy by staff
	To understand and reduce the service barriers to health literacy
	· Commit to implementation of the service health literacy action plan
· Actively build patient’s health literacy using a Universal Precautions Approach increasing the quality/focus of interactions
· Professional development for health professionals to include process for working with different cultures
· Language barriers – interpreters + cultural translation
· Respect – different in different cultures
· Barriers to success (for each individual/family)

	Patients require ongoing support throughout the bariatric pathway (beyond those the service can provide)
	To ensure patients and whānau are supported through the whole bariatric journey
	· Consider ways to increase whānau involvement and understanding of the process 
· Increase patient and whānau involvement in care plans assisting them to actively build their own strategies to achieve plan goals
· Investigate funding for a clinical psychologist to help with the psychological/behavioural changes required for successful bariatric outcomes
· Consider ways to increase peer support from people who have undergone the surgery
· Review access to cultural support

	Patients identified gaps in support on the bariatric pathway
	To decrease barriers to access and navigation across the entire patient journey
	· Use journey mapping to understand the whole patient journey
· Investigate ways to increase support after discharge from hospital
· Investigate mechanism for direct to service rebooking of appointments
· Ensure all health professionals within different parts of the system have access to consistent information to support the entire journey, particularly GPs
· Ensure patients have equal access based on need to the surgery

	The quality of written resources varied greatly 




	To ensure all written information meets health literacy guidelines.  



	· Ensure all written information meets health literacy guidelines
· Revise the information booklet and the nutrition information - consider splitting the information into manageable chunks 
· Adapt resources to meet different learning styles (use multiple formats (print, digital), and multiple channels (primary care, marae, churches, information session)
· Utilise Health Links (consumer review) for written materials

	Communication strategies varied between health professionals
	To ensure all staff communicate in ways that reduce barriers to patients and families understanding
	· Review the information session structure and content to make it conducive to building health literacy
· Include communications strategies for building health literacy in professional development (e.g. Three Steps to Health Literacy)
· Assess whether there is sufficient time to communicate the necessary information during appointments (or perhaps use complementary strategies)
· Ensure staff have access to the skills required to work with diverse cultures
· Review policies and procedures for use of interpreters


[bookmark: _Toc494130814]Methods
The health literacy review was carried out using the framework outlined in Health Literacy Review: A Guide [footnoteRef:26](Ministry of Health 2015).  The aim was to assess how well the bariatric surgical service supports health literacy. This review forms part of a larger whānau health literacy project. [26:  Ministry of Health (2015). Health Literacy Review: A guide. Ministry of Health: Wellington, NZ. https://www.health.govt.nz/system/files/documents/publications/health-literacy-review-a-guide-may15-v2.pdf.] 

Data for the review were collected using a range of methods: 
· Phone interviews with eight health professionals from the bariatric team - five were in a clinical role and three in a non-clinical role. 
· Face-to-face interviews with four Māori or Pacific patients that had been through bariatric surgery and their whānau. 
· Survey of health professionals in the bariatric surgical team.
· Observations of bariatric information sessions, clinics and patient consultations (13 patients in total).
· Environment observations of clinics and clinic settings.
· Review of two key bariatric surgical resources: the information booklet Surgical Weight Loss Options Waitemata DHB and the nutrition resources Weight loss surgery: Optifast – how to use it, Post-Operative Fluids, Pureed Diet, How to manage constipation before and after surgery. 
These reports are included in the supplementary data report.  The review findings were analysed by a team that included members of the bariatric surgical service and possible health literacy interventions developed.  
[bookmark: _Toc494130815]Structure of the current document 
This action plan includes health literacy interventions which have been identified as appropriate to address issues identified in the health literacy review.  A range of ideas relevant to each issue have been developed for evaluation of impact, costs / opportunity costs, priorities and sequencing.
The draft action plan goals and interventions are set out under the six key health literacy dimensions from Health Literacy Review: A Guide. Recommendations that sit outside of the scope of this project are listed at the end of the document.


[bookmark: _Toc494130816]Goal 1: Leadership and management 
	Goal
	Health literacy intervention
	Responsibility
	Timeframe

	To develop a systems approach to addressing health literacy within the bariatric surgical service
	· Embed health literacy at the strategic level as a key service policy and practice 
	
	

	
	· Commit to implementation of the health literacy action plan for bariatric services
	
	



Background to the issue
Leaders and managers in a health-literate service ensure that health literacy is built into all aspects of the service, explicitly measured and monitored, and continuously improved (Ministry of Health 2015).
Health literacy is a strategic priority area for WDHB. WDHB and Auckland DHB have a Health Literacy Steering Group. The development of a standardised approach to health literacy across the Auckland and Waitemata DHBs has been endorsed by the Community and Public Health Advisory Committee (CPHAC) of the two DHBs.
WDHB has undertaken substantial work in the area of patient journey mapping and co-design.  Co-design and journey mapping have many synergies with health literacy as they focus on understanding and improving patients’ experiences of services as well as the services themselves.  
Key findings from interviews with health professionals and the observations indicated that while some health professionals were practicing in a health literate way with their patients as best they could within systematic parameters, there was no coordinated approach to addressing health literacy within the service or the DHB. There are few formal processes or policies focused on health literacy.  In order to become a health literate service, leadership is needed to embed health literacy as a service priority rather than an individual endeavour. 
There is a need for leadership and a systematic approach to addressing health literacy within the WDHB and the bariatric surgical service.
[bookmark: _Toc494130817]Goal 2: Consumer involvement
	Goal
	Health literacy intervention
	Responsibility
	Timeframe

	To engage patients and their families in the design and delivery of services
	· Consider ways to increase consumer involvement in the design and delivery of services 
	
	

	
	· Regularly gather patient feedback about areas of the service that could be improved
	
	



Background to the issue
A health-literate health care organisation involves consumers and their families in all aspects of service delivery – not just the evaluation of consumer experience (Ministry of Health 2015).
Key findings from interviews with patients and whānau and health professionals and observations indicated there was limited patient involvement in the design or delivery of the bariatric service. 
While the outpatient clinic at WDHB does provide a mechanism for feedback bariatric staff who responded to the survey said the service only rarely or sometimes asked patients and families for feedback on the quality and effectiveness of the service. 
Patients interviewed had a range of suggestions about improving the service including involving people who had already been through the surgery at the information session and in support groups post-surgery.  
WDHB has a process requiring all new resources developed for patients to be assessed by a Consumer Reference Group. 
Co-design and patient experience are useful areas to align with this goal.
[bookmark: _Toc494130818]Goal 3: Workforce
	Goal
	Health literacy intervention
	Responsibility
	Timeframe

	To develop a shared understanding of, and commitment to, health literacy among WDHB bariatric surgical services team
	Build the skills of bariatric surgical service workforce (clinical and non-clinical) about health literacy through professional development  

	
	



Background to the issue
The health workforce plays a crucial role in communicating oral and written information to consumers and families and ensuring they understand that information. A health-literate health care organisation provides health literacy training and coaching to its entire workforce to improve communication and build health literacy (Ministry of Health 2015).
The review identified a mixed understanding of health literacy by staff with more focus on the individual rather than the system factors[footnoteRef:27]. WDHB currently has no workforce development or assessment of need for health literacy training. As discussed in goal 1 this is not surprising given the organisation is still developing its commitment to health literacy.  [27:  Current thinking in health literacy supports a focus on creating a system that supports health literacy rather than seeing it as a patient deficit issue] 

There was a good understanding that health literacy was important for successful outcomes. Some health professionals have an excellent understanding of health literacy recognising people with low health literacy may require more time (survey; staff interviews). However, overall health literacy was more commonly viewed as a patient deficit related to individual-level factors such as motivation, socioeconomic status and literacy rather than a system deficit. As these quotes show some health professionals viewed access to and understanding of information as the patient’s responsibility. 
‘At the end of the day their own outcomes are going to be determined by their own motivations as well…if they’re motivated they will find out more, they will become more health literate and they will get better outcomes’ 
‘…..teaching people to read and write or getting them access to computers is not my role’
[bookmark: _Toc494130819]Goal 4: Meeting the needs of the population
	Goals
	Health literacy intervention
	Responsibility
	Timeframe

	To understand and reduce the service barriers to health literacy 

	Commit to implementation of the service health literacy action plan
	
	

	
	Actively build patient’s health literacy using a Universal Precautions Approach increasing the quality/focus of interactions
	
	

	
	Professional development for health professionals to include process for working with different cultures
· Language barriers – interpreters + cultural translation
· Respect – different in different cultures
· Barriers to success (for each individual/family)
	
	

	Ensure patients are supported through the whole bariatric journey
	Consider ways to increase whānau involvement and understanding of the process 
	
	

	
	Increase patient and whānau involvement in care plans assisting them to actively build their own strategies to achieve plan goals
	
	

	
	Investigate funding for a clinical psychologist to help with the psychological/behavioural changes required for successful bariatric outcomes
	
	

	
	Consider ways to increase peer support from people who have undergone the surgery
	
	

	
	Review access to cultural support
	
	



Background to the issue
A health-literate health care service adopts a universal precautions approach (systematic approach to identifying and removing barriers to health literacy to ensure that all patients can succeed in the health care environment) so that staff do not make assumptions about who might or might not need assistance.
Patients and their families with low health literacy should be able to participate effectively and have their health literacy needs identified and met (without experiencing any stigma or being labelled as having low health literacy) (Ministry of Health 2015).
Some health professionals used a range of strategies to reduce barriers to health literacy acknowledging people with low health literacy require more time. Other staff had a limited range of strategies seeing health literacy as the patient’s responsibility. Patients have a role in their own journey however informed consent relies on understanding and being able to act on information. Assumptions about people’s beliefs, health literacy or capacity to understand cannot be made based on age, ethnicity or education. The staff survey found no one was familiar with the Universal Precautions Approach to health literacy. This approach acknowledges everyone will experience poor health literacy at some point particularly when under stress.  The approach begins by finding out what people know and building health literacy and checking that they have understood.  Clinic observations showed that no health professionals, even those using a range of strategies to improve health literacy, checked to see whether patients had understood the information given.  Tools for a Universal Precautions Approach should be included in the training (for example Three Steps to Health Literacy).  
While patients interviewed reported having clear plans of what they needed to do, they also referred to them as regimented and felt they had little input.  Last minute changes to surgery were particularly stressful.
Post-surgery in particular after discharge from hospital patients struggled to follow their plans. This highlights a gap between knowing what you need to do and having the strategies/capacity to achieve it.  Actively building health literacy includes building capacity to carry out the prescribed plan. 
The review highlighted the complexity of the bariatric surgical journey compared to other surgeries.   All clinical staff interviewed agreed the bariatric surgical process is complex and different from other forms of general surgery as it requires a whole lifestyle change, it also requires ‘significant psychological change’. 
Psychological support was mentioned as crucial and lacking by patients and staff.
Building health literacy is not simply giving information, it involves checking what people know, building on this and then checking they understand (by them telling you in their own words). The ability to process and develop personal strategies for behaviour change goes beyond health education materials and plans developed by health professionals.
Family support was particularly important post-surgery on discharge when patients reported feeling ‘on their own’. At this time some families did not have the necessary knowledge or capacity to support their family member.  Whānau involvement happened to varying degrees.
All patients felt that more support was needed throughout the journey, particularly group peer support and psychological support.  As this quote describes patients thought having support from people who had undergone the surgery would have been beneficial.
“the support really was ourselves, my family supporting me, I knew to contact the team if I was having difficulty with my operation, but other than that you’re out on your own really, and the only thing lacking was no extra support like the support group that would be really awesome”
Findings from interviews with patients and health professionals indicated the importance of whānau support both before and after surgery. Patients felt whānau were welcome at appointments and staff reported encouraging families to attend, although one staff member felt the service could do more to encourage support people to attend.
[bookmark: _Toc494130820]Goal 5: Access and navigation
	Goals
	Health literacy intervention
	Responsibility
	Timeframe

	Decrease barriers to access and navigation across the entire patient journey 
	Use journey mapping to understand the whole patient journey
	
	

	
	Investigate ways to increase support after discharge from hospital
	
	

	
	Investigate mechanism for direct to service rebooking of appointments
	
	

	
	Ensure all health professionals within different parts of the system have access to consistent information to support the entire journey, particularly GPs
	
	

	
	Ensure patients have equal access based on need to the surgery
	
	



Background to the issue
A health-literate health care organisation reduces the demands its systems place on consumers and families and helps them to access and navigate systems (Ministry of Health 2015).
All staff interviewed agreed the bariatric surgical journey is complex and different from other forms of general surgery. Almost all of the clinical staff noted there are parts of the process patients find difficult to understand or manage. Two staff went as far to say, ‘pretty much all’ and ‘many parts’ are difficult to understand or manage. It is useful to acknowledge the complexity but important to not use it as a reason to not address health literacy. 
The main issues raised by staff in relation to access were:
· the referral process from the GP 
· the medical questionnaire eligible patients are required to complete prior to being accepted
Both of these issues are discussed below as issues outside of the scope of this project.
The review identified some critical times for building patient and whānau health literacy:
· Support between appointments (when their questions arose)
· In the months following surgery as appointments get further apart.  
Patients interviewed had the numbers of the service team (nurse and dietitian) and although they felt comfortable and confident in calling them anytime it was hard to actually make contact at times.
Last minute changes to surgery dates caused a high level of stress.
Patients reported positive experiences while in hospital with one suggesting cultural support would have been beneficial.  Last minute changes to surgery dates were very stressful.
The physical environment is easy to navigate and clinics are easy to access.  There may be an issue with privacy with patients being weighed behind a screen in the main waiting room at NSH.
[bookmark: _Toc494130821]Goal 6: Communication
	Goals
	Health literacy intervention
	Responsibility
	Timeframe

	Ensure all written information meets health literacy guidelines
	· Revise the information booklet and the nutrition information
· Consider splitting the information into manageable chunks 

	
	

	
	· Adapt resources to meet different learning styles (use multiple formats (print, digital), and multiple channels (primary care, marae, churches, information session).
· Utilise Health Links (consumer review) for written material
	
	

	Ensure all staff communicate in ways that reduce barriers to patients and families understanding
	· Review the information session structure and content to make it conducive to building health literacy
	
	

	
	· Include communications strategies for building health literacy in professional development (e.g. Three Steps to Health Literacy) 
	
	

	
	· Assess whether there is sufficient time to communicate the necessary information during appointments (or perhaps use complementary strategies)
	
	

	
	· Ensure staff have access to the skills required to work with diverse cultures
	
	

	
	· Review policies and procedures for use of interpreters
	
	



Background to the issue
Health care organisations communicate with consumers and families orally, in writing and increasingly using technology.  A health-literate health care organisation ensures that all communication, in all formats, is clear, easy to understand and easy for consumers and families to act on (Ministry of Health 2015).
Key findings from the survey and interviews with health professionals found that health professionals generally felt confident about their communication with patients. The survey showed they were not as confident their communication was effective when time was limited and English was a second language. There were mixed views about the relationship between culture and health literacy. Cultural competence is an important part of health literacy, particularly being able to communicate in a way that is respectful and relevant.
Observations of clinical consults found a high level of interaction between staff at clinics to ensure consistent messages were given to patients and key messages reinforced without overloading them.  There was limited use of visual and written information to guide patients and act as reminder tools between appointments. The dietitian and nurse most consistently used written and visual resources.   A range of health literacy strategies were used consistently by health professionals observed: 
· Giving information in logical steps 
· Asking questions 
· Helping people anticipate the next steps
· Reinforcing what needs to be done and emphasising key points 
There was limited use of strategies to check whether the patient had understood the information given by professionals. Professionals sometimes asked whether patients had any questions. Using a method such as teach back would ensure patients have understood the information given at appointments and know what they need to do.
Overall all of the patients interviewed said they felt well informed, understood the information that was given to them and they all left their appointments feeling confident they understood what was required of them.  They all felt that they had the opportunity to come back and ask questions if there was any information that they didn’t understand and were confident to do. 
However, all patients interviewed used their own methods, searching online and drawing from other people’s experiences being shared online or talking to people who had previously had bariatric surgery to complement the information given by staff.  (Note only four patients were interviewed and it would appear they had high health literacy levels).
“  yeah they always explained it and asked if I had any questions or if my family had any questions they always explained themselves to me and my family and the surgeon made me feel at ease then I looked online as well at the pro’s and the cons what the risks were, a bit overwhelming at times and wondered if I should be doing this, but I was fine”
One participant, a registered nurse, felt people without health training would struggle with some of the information,
“I’m a registered nurse, so I understood medically what was going on for me, that was a big help for me, I know if I didn’t have that training, I would have needed support to know what was going on”
A large amount of information is given across the bariatric journey. Consideration of how best to split the information into manageable chunks would be beneficial.  What is appropriate at a community level (marae and churches, online), at primary care level, once on the pathway (information session, subsequent appointments), what about ongoing support (online/face to face peer support, mentors).
The review found key service resources were paper-based and non-interactive. Patients expressed a preference for information to be presented in a more visual way with pictures and concise clear descriptions that appealed to the whole whānau rather than a lot of text.  Written information does not suit everyone, particularly those with low health literacy.
The two main written resources Surgical Weight Loss Options Waitemata DHB (provided at the group information session) and the dietary information Weight Loss Surgery: Optifast, Fluid, Pureed Diets + Constipation advice were reviewed using the Patient Education Material Assessment Tool (PEMAT). 
The information booklet Surgical Weight Loss Options Waitemata DHB rated poorly for both understandability 25% and usability 17%. The dietary information Weight Loss Surgery: Optifast, Fluid, Pureed Diets + Constipation advice rated for 57% for understandability and 71% for usability.
These written resources require improving particularly the information booklet.  All written information should meet health literacy guidelines and be checked by the consumer forum. 
[bookmark: _Toc494130822]Issues identified outside the scope of this review
Development of health literacy strategy for Waitemata DHB 
The bariatric surgical service is one service within the wider DHB.  Issues identified in this review are likely to be occurring across other services.
A comprehensive DHB-led plan to increase the knowledge and skills of staff to improve health literacy is required if significant progress is to be made.  
Health literacy affects long term health outcomes
Bariatric surgery is only one part of the overall DHB strategy for obesity prevention and treatment. Health literacy affects long term health outcomes across this pathway. Joining up this pathway requires a long term strategy including information, communication and support. 
The bariatric surgical service is only one part of the patient pathway
Enabling people to be successful requires looking at the whole pathway. The interface between primary and secondary care was identified as a barrier by a number of staff interviewed.  This occurred in two ways, both as a barrier to referral and also in ongoing care (whether the primary health provider is able to act on the recommendations made for the patients in secondary care around support for dietary changes, smoking cessation, and health and fitness changes).
Suggested interventions included:
· Patient pathway mapping to highlight areas of weakness/handover to GPs
· Integrated care concept – other providers, peer support
The medical questionnaire was also identified as a barrier to accessing the service particularly for those with low health literacy. Findings from patient interviews supported gaps in the pathway of care, particularly the referral and post-surgery support. An integrated care model and whānau centred care model would both contribute to thinking about this aspect. 
Misconceptions about obesity and its treatment exist in the community and amongst health professionals 
Key findings from the interviews with health professionals indicated there could be some judgmental attitudes towards patients by health professionals (especially GPs) outside of the service who do not fully understand obesity and bariatric surgery e.g. thinking weight loss can be achieved through diet and exercise alone. 
Interviews with patients indicated that some whānau may also be judgemental and non-supportive due to a similar lack of understanding.  Observations in clinic appointments confirmed that many people experienced judgement from family and members of the wider community.
A number of people had not shared their intention to have bariatric surgery widely because of negative attitudes.
Patient interviews highlighted the importance of assisting the GPs, extended whānau and community to better understand obesity and bariatric surgery. Patients reported being embarrassed to ask for help because of the stigma associated with obesity and misconceptions about bariatric surgery.
The negative views of others affect patients’ ability to access and be successful once in the bariatric service.
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POC1


Patient interview following participants' first specialist appointment.


POC2


Patient interview post deititian and bariatric nurse appointment. 


POC3


Patient and whānau interview 6 weeks post surgery. 
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Pre-surgery support networks
Comparison group	My parents or parent	My partner	My partner's parents	My brothers or sisters	My partner's brothers or sisters	Other people in my household	My friends	My partner's friends	My children	My extended family/whaanau	Colleagues at work	My manager/boss	My neighbours	People from church	Social groups I'm involved in	My GP	My Surgeon	Bariatric Nurse	Dietitian	Navigators	Community health worker or carer	Internet	Other	3.9090909090909092	4.916666666666667	3.5	3.3076923076923075	3.125	2.6666666666666665	3.9285714285714284	3.3333333333333335	4.4285714285714288	3.7142857142857144	3.3571428571428572	3.8461538461538463	2.1666666666666665	3	4	3.4117647058823528	3.9375	4.117647058823529	4.125	5	4	4.125	Intervention group	My parents or parent	My partner	My partner's parents	My brothers or sisters	My partner's brothers or sisters	Other people in my household	My friends	My partner's friends	My children	My extended family/whaanau	Colleagues at work	My manager/boss	My neighbours	People from church	Social groups I'm involved in	My GP	My Surgeon	Bariatric Nurse	Dietitian	Navigators	Community health worker or carer	Internet	Other	3.6666666666666665	4.125	4	4	3.6666666666666665	3.75	3.4	3.5	3.375	3.5	3	3.3333333333333335	4	3.5	3.4285714285714284	3.75	3.75	4	5	Post-surgery support networks
Comparison group	My parents or parent	My partner	My partner's parents	My brothers or sisters	My partner's brothers or sisters	Other people in my household	My friends	My partner's friends	My children	My extended family/whaanau	Colleagues at work	My manager/boss	My neighbours	People from church	Social groups I'm involved in	My GP	My Surgeon	Bariatric Nurse	Dietitian	Navigators	Community health worker or carer	Internet	Other	3.9090909090909092	4.916666666666667	3.5	3.3076923076923075	3.125	2.6666666666666665	3.9285714285714284	3.3333333333333335	4.4285714285714288	3.7142857142857144	3.3571428571428572	3.8461538461538463	2.1666666666666665	3	4	3.4117647058823528	3.9375	4.117647058823529	4.125	5	4	4.125	Intervention group	My parents or parent	My partner	My partner's parents	My brothers or sisters	My partner's brothers or sisters	Other people in my household	My friends	My partner's friends	My children	My extended family/whaanau	Colleagues at work	My manager/boss	My neighbours	People from church	Social groups I'm involved in	My GP	My Surgeon	Bariatric Nurse	Dietitian	Navigators	Community health worker or carer	Internet	Other	3.6666666666666665	4.125	4	4	3.6666666666666665	3.75	3.4	3.5	3.375	3.5	3	3.3333333333333335	4	3.5	3.4285714285714284	3.75	3.75	4	5	By myself	With a friend	With whānau/family	Professional support	Someone else	43	2	38	2	0	By myself	With a friend	With whānau/family	Professional support	Someone else	26	3	32	4	0	Number of Patients registered for baritric surgery in two Auckland Hospitals
CMH	2011	2012	2013	2014	2015	2016	2017	174	186	242	259	273	277	WAITEMATA	2011	2012	2013	2014	2015	2016	2017	124	209	146	193	172	



Proportion of referred patients who achieve bariatric surgery
CMH	2011	2012	2013	2014	2015	2016	0.56320000000000003	0.60750000000000004	0.58260000000000001	0.57140000000000002	0.5514	0.38269999999999998	Waitemata	2011	2012	2013	2014	2015	2016	0.4919	0.49280000000000002	0.53420000000000001	0.34200000000000003	
Proportion of surgical candiates who achieve bariatric surgery by ethnicity
CM Health	African	Cook Island Maori	European*	Fijian	Indian	Middle Eastern	New Zealand European	Niuean	NZ Maori	Other European	Other Pacific Island** 	Samoan	Tongan	0.82352941176470584	0.41333333333333333	0.66666666666666663	0.52173913043478259	0.43209876543209874	0.72727272727272729	0.66666666666666663	0.45454545454545453	0.49606299212598426	0.7	0.5	0.34426229508196721	0.20930232558139536	WDHB	African	Cook Island Maori	European*	Fijian	Indian	Middle Eastern	New Zealand European	Niuean	NZ Maori	Other European	Other Pacific Island** 	Samoan	Tongan	0.55555555555555558	0.16666666666666666	0.38461538461538464	0.4	0.34782608695652173	0.31818181818181818	0.36774193548387096	0.26395939086294418	0.375	0	0.10714285714285714	0	
Percentage


LOS per patient following bariatric surgery at CM Health and WDHB
CMH	2011	2012	2013	2014	2015	2016	2.14	1.95	2.33	2.3199999999999998	2.21	1.79	Waitemata	2011	2012	2013	2014	2015	2016	3.6	2.3199999999999998	1.37	1.0900000000000001	
Number of days



Porpotion of post-surgery readmissions to Middlemore (CM Health) or North Shore hospital (WDHB)
CM Health	2011	2012	2013	2014	2015	2016	10.28	11.8	9.5	10.4	8.3000000000000007	7.3	Waitemata	2011	2012	2013	2014	2015	2016	9.8000000000000007	11.6	12.8	12.1	
Percentage



Average readmission LOS for patients readmitted to hospital at CM Health or WDHB
CMH	2011	2012	2013	2014	2015	2016	9.9499999999999993	9.6999999999999993	5.26	11.7	4.1399999999999997	3.07	Waitemata	2011	2012	2013	2014	2015	2016	5.22	3.02	5.0999999999999996	1.48	
Number of days



Did not attend (DNA) rates for bariatric appointments at CM Health and WDHB
CMH	2011	2012	2013	2014	2015	2016	1.1100000000000001	0.83	1.1399999999999999	0.86	0.79	0.4	Waitemata	2011	2012	2013	2014	2015	2016	1.4	1.2	1.0900000000000001	0.49	
Number of appointments
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