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Project overview

1	 The patient enablers are people who have already started on insulin. At DSME sessions, they share their experiences with those who need to 
begin insulin, including obstacles and successes they met on their journey to insulin initiation, and they encourage their counterparts who are 
facing their own barriers to starting insulin.

The Tongan Health Society is working on an 
innovative approach to underpin best practice 
models for patients with diabetes who are on 
maximum oral hypoglycaemic medication to start 
insulin therapy when they are hesitant to do so.  
Dr Glenn Doherty, CEO and Medical Director 
for the Tongan Health Society Inc. initially 
developed the project and related research with 
assistance from the Ministry of Health Pacific 
Innovation Fund which ran concurrently with the 
Whakakotahi initiative.  

An initial patient management system data  
query identified 254 diabetics on maximum 
oral doses of hypoglycaemic medications who 
were needing to start insulin. After screening for 
eligibility and data cleansing, a cohort of  
43 people remained. We started by inviting the 
eligible people to participate in the trial and 
conducting a screening questionnaire to identify 
barriers to insulin initiation. 

Many of these patients work odd hours, which 
makes it difficult for them to access health care. 
Our diabetes nurse reached out to these patients 
by visiting their workplaces and homes, either 
very early in the morning or late at night. In this 
way, we were able to get these patients started on 
insulin. Additionally, we organised group diabetes 
self-management education (DSME) sessions 
with patients and their whānau. Specialists from 
the district health board were involved in these 
sessions to raise awareness about diabetes, and 
patient enablers also took part.1 Various other 
methods we included in this project also proved 
helpful. As of December 2020, the total cohort 
is now 49 and we have commenced 70 percent 
of clients on insulin, organised 10 DSME sessions 
and identified several barriers to starting insulin.

We continue to refine our methods based on 
learnings and work towards starting more patients 
with diabetes on insulin when that is needed.
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Established in 1997, the Tongan Health Society is the 

only privately developed Tongan Integrated Family 

Health Centre operating outside the Kingdom of 

Tonga in New Zealand. We use the name Langimalie 

(meaning ‘clear blue sky’ in Tongan) for all three 

of our medical centres in Auckland (in Onehunga, 

Panmure and Kelston), which together serve a 

population of over 6,000 registered patients. 

The prevalence of Pacific peoples with diabetes 

in the Auckland region is 21 percent (5,790). 

Langimalie clinics are dealing with 15 percent of 

this total cohort. Around 95 percent (3,805) of the 

patients at the clinics are Tongans. At present we 

have a total of 254 patients who are on maximum 

doses of oral hypoglycaemic medication and ‘need’ 

to go on insulin. 

Little information is available about barriers 

that hold back Pacific families from starting or 

intensifying insulin, and particularly barriers for 

those on maximum oral hypoglycaemic doses where 

insulin is now needed in their health management 

approach. Our intention is to document these 

barriers and design a tool to overcome them, which 

will ultimately lead to reduced blood glucose levels, 

as measured by HbA1c values.

Background and context
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1	 Problem statement

A total of 254 of our people with diabetes are on 

the maximum oral hypoglycaemic dose and need 

to start insulin but are hesitant to do so. We need 

to identify the barriers to insulin uptake and help 

bring down HbA1c values of these patients to 

improve their quality of life. 

2	 How you know that this is a problem? What data 
did you have to describe this problem?

Our initial data found a total of 254 patients were 

on the maximum dose of oral hypoglycaemics 

and ‘need’ to go on insulin. For the purpose of this 

project, we selected a small subset of this group 

based on the criteria that the patient:

●● was not currently using insulin
●● was on at least two oral hypoglycaemic 

agents (OHAs) at maximum tolerated doses 

or, in the opinion of the responsible medical 

practitioner, needed to begin insulin
●● had stable doses of OHAs for at least three 

months before enrolling in the programme
●● had HbA1c of more than 7.5 percent in the last 

six months and was on maximum OHAs
●● was willing to monitor their glucose levels at 

least twice daily
●● was aged 18 years or over.

Based on these criteria and after data cleansing 

as well, we were left with a group of 43 patients.

Little information is available about barriers 

that hold back Pacific families from starting or 

intensifying insulin initiation, and particularly 

barriers for those on maximum oral 

hypoglycaemics who need insulin now as part of 

their health management approach. Anecdotal 

evidence suggests that the main reasons why 

many Tongan and other Pacific clients are hesitant 
to begin insulin relate to:

●● confidence
●● family misconceptions
●● cost
●● storage
●● compliance
●● shift work
●● needle aversions
●● social issues and priorities competing with 

health management.

Complications of diabetes can exacerbate these 

issues, having a detrimental and severe impact 

on the entire family, especially if the person with 

diabetes is a primary provider or key enabler 

for the family. In a wider context, barriers that 

prevent people from starting insulin have negative 

impacts in terms of reducing the health of the 

workforce, particularly in primary and secondary 

industries, limiting the potential for economic 

development, making it more difficult to apply 

community development principles and having 

intergenerational outcomes.

Diagnosing the problem
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3	 What was the baseline data?

The total of 254 patients who are on maximum 
OHAs and need to go on insulin are spread 
across both the Auckland District Health Board 
and the Counties Manukau District Health Board 
catchment areas. Of this total:

●● 60 percent live in South Auckland
●● 30 percent live in Auckland
●● 8 percent live in North Shore
●● 2 percent live elsewhere  

(eg, outside of Auckland).

Most participants live in the most deprived 
areas (quintile 5 on the New Zealand Index of 
Deprivation) of Auckland.

4	 What is the significance of this problem in your 
specific locality and/or practice?

Patient stories such as the following helped us to 

understand  the barriers to insulin initiation and 

come up with change ideas.

●● A 43-year-old male with type 2 diabetes  

is a truck driver working six days per week 

from 4 am to 6 pm. His ability to access 

health care is diminished due to his busy 

schedule and he cannot take time off work.  

He has no practical knowledge of an  

insulin regimen apart from what he’s seen 

other people doing. He is not happy with  

his current health status but doesn’t know 

how to fix the situation, so continues with  

his routine.
●● A 51-year-old female has type 2 diabetes. 

She has been ignoring her diabetes due to 

a previous unsatisfactory experience with 

insulin. She has been on different insulin 

regimens in New Zealand and Tonga in the 

past. When injecting insulin previously, she 

hurt herself due to different needle lengths 

and techniques. She is scared of injecting 

herself again. She was initially very reluctant 

to discuss her diabetes status because she 

had the misconception that clinicians treat 

diabetic patients badly – that is, she believed 

that clinicians blame the patients for their 

poor health status. She has 12 children and 

had gestational diabetes for many of these 

pregnancies.

The aim

This project aimed to reduce the average HbA1c 

(104.5 mmol/L) of the 43 enrolled diabetic patients 

on maximum oral doses of hypoglycaemic 

medications by 15 percent (88.5 mmol/L) by  

April 2020.

The measures:
Outcome measures:
●● Average HbA1c

●● The number of patients on insulin out of the 

cohort (43)

Process measures:
●● Number of group session conducted

●● Attendance at DSME sessions

●● Level of understanding gained during DSME 

sessions
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Drivers of change

Driver diagram

To reduce  

the average  

HbA1c 

(104.5 mmol/L)  

of the 43  

enrolled diabetic 

patients on 

maximum 

oral doses of 

hypoglycaemic 

medications  

by 15%  

(88.8 mmol/L)  

by April 2020.

●● Free insulin prescription from the clinic

●● Free scripts from pharmacy

●● Advertise about free scripts via radio programmes, church 
programmes, posters, flyers, during consultations and so on

●● Home visits, clinic visits, workplace visits to accommodate 
patient suitability

●● Staff accessibility via phones, emails, texts, including after 
hours, clinic’s recall systems and so on

●● Conducting workshops, DSMEs and SMEs including whānau

●● Contact details updated each time the patient is seen

●● More allocated staff time to deliver the project

●● Social workers, mental health team to help with other  
patient-related issues

●● Printing individual HbA1c charts for patients

●● Ongoing patient motivation, focusing on positives and so on

●● Staff training, including clear guidelines regarding how to 
communicate with patients

●● Resources for staff

●● Peer group sessions for nurses and doctors to discuss 
learning points and case studies

Cost

Better access to medication/ 
pharmacy

Identify barriers to start insulin

Constant patient management

Patient education and empowerment

Patient-specific package of care

Updated patient contact details

Regular blood tests and blood glucose 
self-monitoring

Diabetes specialist, diabetes specialist 
nurses and other clinical staff  
well-trained to deliver diabetes services

Insulin initiation

Ongoing patient engagement

Professional capability

Legend n Insulin n Ongoing patient engagement n Professional capability
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1	 Were there any ethical considerations to be 
aware of?

The project was part of a much larger study that 

was registered with the Australian New Zealand 

Clinical Trials Registry ACTN12619000840189. 

No ethical considerations were involved as this 

was an innovation around accessing already 

existing best practice for insulin initiation and 

intensification.

2	 How did you involve consumers in co-design? 

Staff implicitly involved our clients when our 

clients shared some of the reasons why they 

would not start insulin. We then advocated for 

funding to address these barriers on behalf of the 

clients.

We also used surveys and questionnaires to 

canvass our patients and feedback collected from 

the DSME sessions. 

The surveys helped us to identify the barriers 

to insulin initiation and modify our approach 

accordingly.

3	 What processes did you use?

We used the kakala model2, 3 – a framework 
for understanding and connecting with Pacific 
clients – in conjunction with quality improvement 
methods. This was an important aspect of the 
project’s approach.

Kakala is a garland of flowers, fruit and leaves 
worn on special occasions or presented as a sign 
of love and respect. The three phases of garland-
making are used as metaphors and guidance for 
the research. 

1	 The first phase is selecting and picking the 
most appropriate flora, which is associated 
with recruitment and data collection. 

2	 Kau tui kakala is weaving and putting the 
garland together, which represents the skill, 
knowledge and insight necessary for data 
input, analysis and reporting. 

3	 Luva e kakala is the presentation or gifting of 
the garland. This equates to the important 
aspects of returning the research results to 
the participants or community so that it can 
be useful.

What did we do?

2	 Fua SUJ. 2014. Kakala Research Framework: A garland in celebration of a decade of rethinking education. Suva: USP Press.
3	 Malungahu M, ‘Ofanoa S, Huggard P, et al. 2017. Lalanga: weaving the kakala with constructionist grounded theory. International Journal  

of Health Sciences 5(4): 48–52.
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What did we do? Continued
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What did we do? Continued
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4	 Ten DSME sessions

Part of the process was to run 10 DSME sessions 

for patients participating in the project. The 

attendance rate was 50 percent.

Specialists from the district health board attended 

these sessions to raise awareness about diabetes. 

Patient enablers also took part as people who 

have already started on insulin. Their role was to 

share their experiences with those who need to 

begin insulin, including obstacles and successes 

they met on their journey to insulin initiation, and 

to encourage their counterparts who are facing 

their own barriers to starting insulin. 

Patients left the sessions with better knowledge 

of diabetes and the importance of starting insulin. 

They were happy and motivated to start insulin 

and look after their health, as the following 

comments from before and after the sessions 

indicate.

	 Before: 

‘I was really worried about being on insulin 

as my dad was dead when it was stopped, 

he died. My whole family was affected.’

‘Didn’t wanna do it.’

	 After:

 ‘Had some aches and pains to my legs 

when first started insulin but this has now 

subsided. Feeling a lot happier now as  

I know the benefits of the insulin helping  

my body.’

‘It unbelievable I didn’t know I got this result 

after using insulin.’

Critical factors in providing high-quality 

sessions for the patients were: having a good 

understanding of patients’ situations; providing 

education about diabetes and insulin; hearing 

from the patient enabler; speaking the patients’ 

first language; and expressing genuine care about 

patient health and wellbeing.

What did we do? Continued
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● Going to the lab for  
blood tests

● Money
● Needles

● Running out of testing strips

● Staff availability to  
support

● Staff ability to educate and  
  provide information

● GP appointment duration

Fishbone cause and effect diagram

The fishbone diagram provided an opportunity for the clinical team to brainstorm possible reasons why clients are hesitant to start insulin, sort those ideas into 

useful categories and gain a visual understanding of the issues.

What QI tools did you use, that you would recommend?

Unable to get diabetics  

on maximum oral doses  

to start insulin

Procedures Equipment People – clients

● Collection of insulin from  
pharmacy

● Complexity
● Need training to be able 

to use insulin
● Impact on driving 

● Understanding regimen

● Insulin pen
● Fridge

● Finger prick

● Cost
● Work commitments

● Not prioritising self-care
● Time management

● Scared of needle
● Lack of awareness

● Lack of education
● Fear/nervous/not confident

● Don’t want to test/unmotivated

Measurements Materials People – staff
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Five whys

The five whys helped us to dig deeper into the underlying causes of what 

we were observing. After going through this, we decided that we needed 

to build a working model around the patient factors that were identified 

to test ideas and identify more reasons for patients’ hesitancy to start 

insulin. From the staff perspective, we needed to allocate additional hours 

for staff and to train more staff on insulin initiation and intensification.

Patients don’t want/unable to start insulin

Unable to get diabetics on maximum oral doses to start insulin

Patients
Needle phobia, lack of education/

awareness, work commitments, cost

Staff
Lack of availability and ability  

to start patients on insulin

Patients
Suboptimal socio-economic status, 
education levels, lifestyle, financial 

constraints, mindset, travelling from 
islands, culture and so on

Staff
Rostered staff, clinic working 

hours, not all staff trained 
on insulin initiation and 

intensification

Patients
Genetics and lack of opportunity

Staff
Shortage of staff training

Staff
Funding

1

2

3

4

5
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What changes did you test that worked? 
●● Provide free scripts from the clinic.

●● Advertise free scripts from the pharmacy.

●● Conduct DSME and SME workshops that include whānau.

●● Print individual HbA1c charts for the patients.

●● Have a diabetes nurse available on the phone from 8 am to 9 pm 

every day.

●● Offer home visits, clinic visits and workplace visits to accommodate 

patients at the time and place that they are available.

●● Allocate more staff time.

●● Train more staff in insulin initiation and intensification.

●● Use patient enablers at the DSME sessions. As patients who have 

already started insulin, they share their journey to insulin initiation, 

including obstacles and successes, and encourage their counterparts 

who are facing their own barriers to starting insulin.

●● Translate patient handouts into Tongan.
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This outcome is for the small cohort of 43 eligible clients enrolled 

during the one-year Whakakotahi programme. It is a small part of 

an ongoing study in which the other eligible clients will be enrolled 

over the larger three-year study, which will continue to measure this 

outcome measure in the subsequent years. As of March 2020,  

17 or 39.5 percent of the cohort of 43 patients are now on insulin.
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The results

1	 What outcome measures improved?

We have reached our initial aim of bringing down average HbA1c 

levels by 15 percent. Before the study, the average HbA1c was 104.5; 

afterwards it was 88.5.  
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2	 What equity measures improved?

Access and literacy issues were identified as barriers to accessing 

services and equitable outcomes for this cohort. The model we 

implemented addressed these issues through group sessions in which 

non-insulin clients on maximum oral hypoglycaemics engaged with 

those on insulin, and through nurse specialist outreach services in 

patients’ homes. 

3	 What process measures improved?

Ten DSME sessions were held with a 50 percent attendance rate.

The group sessions provide information in the Tongan language and 

were implemented in line with the study hypothesis. Over time, we 

became aware that, in addition to the group session process, nurse 

specialist outreach and nurse specialist clinics had an influence on 

insulin initiation. Again, those who had limited transport and were shift 

workers benefited from outreach and after-hours clinics led by nurse 

specialists.

4	 Were there any unintended consequences such as unexpected 
benefits, problems or costs associated with this project?

As discussed above, in addition to the group session process we 

became aware that nurse specialist outreach and nurse specialist 

clinics had an influence on insulin initiation. No additional costs or 

problems were associated with the project.

No incidents of hypoglycaemia were notified.

5	 Is there evidence that the knowledge of quality improvement science 
in the team or in the wider organisation improved?

Yes. We have decided to embark on another project to co-design a risk 

stratification model for clients with long-term conditions.
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Post-project implementation and sustainability

1	 Have the successful changes been embedded 
into day-to-day practice? How have you 
managed this?

We embedded the successful changes into our 

practice through:

●● training additional staff members in insulin 

initiation and intensification
●● conducting regular follow-ups with patients 

started on insulin
●● allocating extra hours for staff to contact hard-

to-reach patients
●● making a diabetes nurse available on the 

phone for extended hours
●● holding regular DSME sessions.

Measuring for monitoring and tracking covered:

●● average HbA1c
●● the number of patients on insulin out of the 

cohort
●● the number of group sessions conducted.

2	 How did you communicate your progress and 
results to others?

We communicated progress and results by:

●● giving updates at regular project team 

meetings 
●● informing staff in monthly meetings.
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Summary and discussion

1	 What were the lessons learnt? 

Keys to success were:

●● teamwork – organisation, flexibility and 

cooperation
●● effective communication (clinician–patient)
●● an efficient and dynamic work plan
●● data collection, analysis and reporting
●● skilled staff.

Barriers included:

●● hard-to-contact patients
●● lack of communication (clinician–patient)
●● lack of allocated staff hours
●● language barriers
●● cultural divide.

2	 What would you recommend to a team 
somewhere else that wants to take on a similar 
project?
●● Use quality improvement tools.
●● Removing the cost barrier can encourage 

people to start insulin.
●● Use visuals of blood sugar levels, which 

patients can understand easily.
●● People are more likely to consider starting 

insulin if someone like them (patient enabler) 

speaks to them.
●● It helps to have all clinical staff trained in 

insulin initiation so that work doesn’t stop if 

the diabetes nurses are absent.
●● DSME sessions are very helpful in enabling 

people to start insulin and increasing their 

knowledge of insulin and diabetes.
●● Senior leadership sponsorship and support 

is vital. This project was developed by the 

CEO over a period of years whilst he sought 

funding for it. This commitment from the CEO 

ensured the success of this project.

3	 Are there any future steps or ongoing work 
that you are intending to continue with on this 
project topic?

At this point, we’re still testing our change 

ideas. For this reason, it is too early to have an 

implementation plan. From our experience so far, 

however, we feel that the following resources are 

required to run the project:

●● additional staff training to run the projects
●● allocation of extra time to staff for running 

DSME sessions
●● additional working hours for staff to attend to 

patients outside of normal working hours.
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The team

Skill sets on our team include: 
●● Dr Glenn Doherty – CEO medical director and 

project sponsor

●● Mele Vaka – clinical services manager

●● Deepika Sonia – special projects analyst

●● Rachel Steed – diabetes nurse specialist/nurse 

prescriber

●● Fifita McCready – diabetes nurse specialist

●● Laumanu Moala‘eua – recall nurse.

Dr Glenn Doherty – Project Sponsor and Investigator, 

CEO – Tongan Health Society Inc

The Tongan Health Society was awarded top 

storyboard among all the Ko Awatea quality 

improvement facilitator course participants in 2019. 

These participants included Whakakotahi and other 

improvement practitioners from around the country. 

Mele Vaka, clinical services manager and Deepika 

Sonia, special projects analyst

Mele and Deepika receiving their graduation 

certificate and top storyboard award from Karen 

Orsborn, Director of Health Quality Improvement, 

Health Quality & Safety Commission

Teamwork lessons

Doing these projects over and above core business is very time-consuming and the backfill compensation 

does not adequately cover additional time spent on these projects.




