Thinking in systems, designs, and patterns
Enabling knowledge to flow to all the places where it can be put to good use
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Themes
The following themes have been distilled from S23M’s Trans Tasman panel discussions to date:
1. Population support for government initiatives
2. Failure of hierarchical structures
3. Engage with the right people
4. Communal ownership and decision making
5. Decentralised aged care delivery
6. Continuous learning
7. (In)adequate investigation of transmission at work
8. Trusted and diverse P2P networks
9. Transdisciplinary collaboration
10.Adaptation to local cultural context
11. Cross-cultural P2P collaboration
12.Networks of self-steering teams
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Population support for government initiatives
When you alienate your community and your population, you don’t have population
support for the initiatives that governments are trying to drive. It’s very, very hard to
have a co-ordinated and effective response.
The really big issue in Australia, frankly, and it’s one which we weren’t really brave
enough to tackle until things got too hard for us, was a very casualised workforce,
particularly in residential aged care. The need for people to work across multiple
facilities, that’s a very stressful environment for staff, for patients, for communities. Work
had to be prioritized because of a need to survive. But at the same time, it put both
healthcare workers, their patients, and their families, and community at risk.
There is no doubt, this has been an incredibly stressful time. And the other thing I would
add, in terms of mental health, and that’s something we’re not really grappling with
here, is that when people lose their jobs, when they lose their housing, when they don’t
have food security, it’s very difficult to have optimal mental health.
– Alison Verhoeven, Chief Executive, Australian Healthcare and Hospitals Association
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Engage with the right people
It’s frustrating. We’re trailing behind. Every primary health nurse has been saying in the past 15, 20 years that we have
to double down on prevention. We have these networks around the community, and around the systems that, we can
utilise for things like this, and they just haven’t been listened to ….
Now there is a pandemic and suddenly everyone’s interested. Too little too late, It’s as simple as that. With Buurtzorg,
we try to challenge the government approach. So I hear that in Australia there is a state by state approach, which is
very confusing for people that live there, but also for the workers.
I think what’s really important is how do we educate people on what really helps.There were no face masks available
for the workers and therefore care stops. We asked nurses, primary healthcare workers to think of solutions together
with us, and they said, why don’t we make our own face masks? The families of the nurses saw that and they started
making loads and loads of these hand made face masks. Now, this was still at a time when the government was
saying surgical masks won’t help against COVID-19. We need N 95 masks and only N 95 masks. And what do I see
when I walk around now? Everyone is walking around with surgical face masks. It’s inconsistent, and common sense
will save us all in this pandemic.
People with the right experiences and with the right vision on how to prevent this, or how to control this, and who can
really speak face-to-face with community members, will also be effective. We have communities that don’t like to be
lectured by mainstream media. You really have to go into the community and engage with the right people, in my view.
– Thijs de Blok, Senior Advisor, Buurtzorg (Japan / APAC / Netherlands)
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Failure of hierarchical structures
So what we were doing is we were sending nurses into a healthcare system, and what
they were reporting back to us is that they didn’t feel safe. They couldn’t feel safe
because they didn’t have access to adequate PPE gear. This is within district health
boards, which is usually the second line of defense. Primary health care and community
care nurses were the ones that were out there doing a lot of the initial COVID
screening, and they didn’t have enough PPE gear.
We had palliative care nurses that were going into homes, who needed to go back to
the office and make up their own masks out of laminate paper. What we were hearing
was inconsistent with what the Director General for Health was telling us. So we kept on
saying there needs to be something, there is something not quite right here, when
you’ve got frontline essential workers and a Prime Minister that’s saying we need to be
kind to people. Well, kindness is also about protecting the interests of the healthcare
workers, and we kept pushing at this issue. Then we had cluster outbreaks happening
in aged care, and still reports of lack of PPE gear.
– Kerri Nuku, Kaiwhakahaere (CEO), New Zealand Nurses Organisation
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Failure of hierarchical structures
I’m very tired of watching politicians give press conferences at the top. They give it to the
mainstream press. They give it to press gallery journalists who go and print this stuff on dead
trees, will put it on the six o’clock news, when the rest of the Australian population is on
Facebook, or Tik TOK or Instagram or something.
They use all of the ways of talking to the population that are as obsolete as chiseling
something in stone and sending it off in a bull cart, even when everyone knows it doesn’t work.
We learned all of that 40 years ago. Just how many times do you have to keep on re-learning
the lesson?
– Bill Bowtell AO, Adjunct Professor, University of New South Wales
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Failure of hierarchical structures
What we never did is we never identified the workplaces, but the way that our health system
works in New Zealand is that a lot of the services are devolved out in the community sector
and aged care sector, so the distribution of our PPE gear actually went from the Ministry of
Health to our larger District Health Boards, and it was their role to disseminate out to the
communities. What we had is a blockage and the flow down to these providers. When we went
out we spoke in general terms so it didn’t make identifiable some of the providers, and we
were able to put nurses up.
But remember, as you’d well know, that nurses don’t actually like to take the public limelight
and talk about how hard they’re done by their employer. We took that role away from them and
provided that sort of distance and anonymity, but we’re really strong advocates around access
to PPE gear. We called upon the Auditor General to do their work and the ombudsman, and at
the same time we worked with the McGuiness Research Foundation to actually research our
members, as quickly as we could, to see whether or not what they were saying was consistent
with what the broader research was telling us, and certainly it all matched up.
– Kerri Nuku, Kaiwhakahaere (CEO), New Zealand Nurses Organisation
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Failure of hierarchical structures
In New Zealand it is a more of a hierarchy, at the pinnacle of which is our Ministry of Health,
which determines policy. We have a lot of services that are run by the different structures
within our health system. A lot of the criticism within the reviews that we’ve had and from
nurses themselves, have been the poor, inconsistent and varied communication. This meant
that what might have been been sent from the Ministry of Health or Director General as a
directive, gets translated depending on which area you work in, and there wasn’t the
consistency necessarily of infection prevention controls.
There were inconsistencies around when masks can be worn, when head gear gets worn, etc.
That created a whole lot of discontent amongst health professionals, because there was not
one clear direction coming out. It took us almost two weeks into that lockdown until we started
to see clearer policies and guidelines coming out of the Ministry of Health. But in that really
critical time, when there’s a state of emergency, and you’re wanting some clarity and some
really clear direction, to have to wait for 10 to 14 days for some policies to come out, or some
WHO directors eventually to come out, it meant that we were dealing with the unknown.
– Kerri Nuku, Kaiwhakahaere (CEO), New Zealand Nurses Organisation
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Failure of hierarchical structures
With HIV, we learned very quickly, we detonated the whole orthodox structure of having highfalutin
professors of this and that, and everything else, and ministers and so on at the top, issuing orders.
And finally, to his great credit, Neil Blewett, the Health Minister and the government said, we’re just
going to invert the whole pyramid.
And we’re going to not just going through the motions of consulting with the people closest to it. And
by that, I mean gay men and sex workers, intravenous drug users and so on, but also doctors and
GPs and nurses and allied health professionals. Dr Neil Blewett got them in, to the horror of the
health department at the time, and said, what should we do to stop transmission of this virus to look
after those who are ill? And they did all the right things and said it could all be done.
Then they were funded generously, and out the door and off they went and they came right into the
heart of policy making and funding. And that was the model that worked. And unsurprisingly,
indigenous people I remember at the time said, it’s been a great success, because if you give
people money, and power, and empowerment, you don’t have to have this top-down command and
control centralised approach that, honestly, is just a dismal failure.
– Bill Bowtell AO, Adjunct Professor, University of New South Wales
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Failure of hierarchical structures
I think it’s a problem with the structure and the funding formula that is set, and how that is fed down
through the system to get out to the rural communities. A colleague of mine said that she made a
really incredibly long trip to go out to a small isolated rural community that she referred to as almost
living in a shanty town, a makeshift town. We have to remember that some of those people that live
out in the community are our most vulnerable. She told me the story about how they’ve been trying
for a long time to get a needs assessment done, and to get services for a woman that was quite
debilitated, but once we went into level four lockdown, services came like that.
We’ve got to find a mechanism that we don’t complicate access to services and diminish the quality
of life, just because of bureaucracy. We’ve got to make sure that we free up services to get to where
they’re needed. But at the moment, we haven’t been able to have that really robust conversation
with the Ministry. We should actually be enabling access to services at all times.
Those really challenging conversations are the things that we haven’t actually had yet. So we’ve got
to take the time to look at doing things different and not just doing more of the same thing – bad.
– Kerri Nuku, Kaiwhakahaere (CEO), New Zealand Nurses Organisation

Collaboration for Life

Failure of hierarchical structures
I think what’s obvious through the Simpson report is that the power and control doesn’t shift or
change. It still remains within the structures. It might just have a different name. If we’re really going
to embrace change, especially on the tail of COVID, then we should look at different models of care
and not just the same models of care.
We’ve been talking a long time now, that nurses scopes and practices are limited by the policies that
are put out from government. So we don’t just need a clap, we don’t just need a minister to say
nurses are the backbone of a healthcare system – and then turn around and actually put in
structures that oppress the voice and freedom of nurses, to be able to work to their fullest potential.
We do need to recognise that nurses are the front line in the combat to COVID. How do we create it,
so that we can ensure that they respond, that they have their own autonomy, and maybe work in
smaller teams that are more patient-focused or patient-centric? And how do we recognise the skill
and expertise that they bring, and pay them what they are worth? We have such a huge workforce
that we underpay. This huge workforce can make a big difference.
– Kerri Nuku, Kaiwhakahaere (CEO), New Zealand Nurses Organisation
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Communal ownership and and decision making
I’m still a fan of the Ottawa charter for health promotion as a very good starting point for
strategies. It pretty much says you have to have communities owning and managing these
problems, and you have to make the health system extremely responsive. If you have
marginalised groups, your response will fail.
The most spectacular example is probably in Singapore, which initially was seen as one of the
great success stories. Everyone was saying we must have the Singaporean model. They
actually neglected their immigrant workers who were in very densely populated hostels and
that resulted in a huge outbreak, which they are still trying to bring under control. This is now a
very well-known example.
We absolutely have to have a response which is very much with community ownership and
engagement. I think the HIV/AIDS examples is just so vivid, isn’t it?
– Prof Michael Baker, Public Health & Director,
Health Env. Infection Research, University of Otago
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Decentralised aged care delivery
I visited several aged care institutions in Australia, and I see pretty much the same thing as in Europe. Big facilities
with the most frail and fragile people all grouped together in one place. Public health experts have been pushing
for years to decentralise these places. And Buurtzorg in Holland are already doing it, creating good community
living. We create smaller facilities, 15 people, elderly people with complementary skills, who can live together in
one house, where they can do certain things themselves, and other things together with the support of an aged
care worker, and certain interventions everyday get provided by someone who works in public health. And this is
going better and better.
But in Holland, the largest mortality rate is still in these large institutions. And people act surprised, “oh, COVID hit
in an institution of 300 elderly sick people living together”, and we have a mortality rate of 20%. But, hey, don’t act
surprised, any public health worker knows the outcome before it creeps in.
I don’t think the key is spreading enough protective gear. I don’t think the key is educating these people enough.
Decentralise them. So, you spread your risk, and you make a proper risk assessment. If the virus strikes in one
place, we should keep it there. And I think this will also be the future, luckily.
It is sad that the COVID pandemic was needed for this to happen, but I really hope that public health experts
around the globe will take this information and start to create real solutions for cases like this.
– Thijs de Blok, Senior Advisor, Buurtzorg (Japan / APAC / Netherlands)
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Continuous learning
Based on what I am hearing from experts around the world and from businesses and
colleagues, we definitely will not be holidaying at Christmas. People are indicating to me that
sometime towards end of next year is what they are planning for. And that’s really tough for our
businesses here who are global and who are relying on international markets, international
partnerships, and investment.
It means that we do need to find new ways of conducting business. The brutal reality of people
not being able to travel internationally for so long is quite intense in terms of the impact on our
businesses, and on people in terms of mental health and wellness – traveling is a big part of
what some people are doing.
– Vic Crone, CEO, Callaghan Innovation & Policy Group Member, ANZ Leadership Forum
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Continuous learning
I think we are prisoners in a way of the systems, even in a country like New Zealand, which is
small, and that should be nimble.
I can see that across in Australia the states are doing their own thing. They are pretty similar
size to New Zealand, almost city-states. That’s an advantage, in terms of the ability to
respond. And in most of Australia, New Zealand, and the Pacific Islands they made the right
strategic choice, I think, to basically keep the virus out, an exclusion approach. And it’s
worked. I’ve noticed that the system eventually did head in the right direction, I think.
But since then, I think it’s been very poor, generally, at innovating, evaluating, and learning.
Still, the public service, which is generally running this in some ways, has done extremely well.
But remember, they’re not very geared up ministries, good for running acute crisis responses
and emergency responses. So I think that’s a huge lesson. You need to be able to hand over
to different kind of agencies in this situation it seems to me.
– Prof Michael Baker, Public Health & Director,
Health Env. Infection Research, University of Otago
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(In)adequate investigation of transmission at work
What we had were nurses that wanted to go to work and wanted to help the communities.
We had nurses doing some extraordinary things to ensure the protection, so they could go
to work the next day, but also remove themselves immediately from the family, so they
didn’t bring any of the virus home. This actually meant that the nurses didn’t feel safe, and
they weren’t, because why would you go through those extraordinary things if you actually
had a degree of comfort that you’re going to be well protected.
We saw a lot of health care workers needing to go into isolation because they had been in
contact with the virus and had become COVID positive. What we needed to do then is
look at the legislation that protects healthcare workers when they are at work (the Health
and Safety at Work Act). The unfortunate thing that we’re still challenging is a weakness in
the legislation, and the obligation of Health and Safety at Work crew to protect and to
investigate any outbreaks, and the impact that outbreaks had on the nursing workforce, to
ensure its protection and safety. What COVID has done is it has unpacked a lot of the
issues that we kind of knew we had.
– Kerri Nuku, Kaiwhakahaere (CEO), New Zealand Nurses Organisation
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Trusted and diverse P2P networks
In Holland they’ve decided to not impose a mandatory quarantine, so it’s an advised
quarantine, and with this you have to collaborate with all the institutions that come with
it, whether it’s a naturalisation and identification service, the police or the military police.
Everyone has to be involved and everyone has to understand the benefits of restricting
themselves from contact for two weeks.
Our nurses play their usual role in this. In The Netherlands they are well-known figures
within the community and they try to advise the formal and informal networks of clients
and family members around them. We try to pull our weight in this and also give our
nurses some education on this. We hired an epidemiologist to give all our staff the
proper education on how it can affect the public health if we don’t pull our weight. This
has led to the result that everyone wants to collaborate with us on this behalf and this
has been very inspiring.
– Thijs de Blok, Senior Advisor, Buurtzorg (Japan / APAC / Netherlands)
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Trusted and diverse P2P networks
The challenge that I see there is that with male dominated technology companies there
will be limitations on how far they can go, because there isn’t enough diversity in there to
design for a much broader range of society. Hopefully it can accelerate through some of
that diversity coming in.
We could see completely new companies setting up that really do understand the
dynamics of how you create, maintain, and grow relationships. I think that we are taking
small steps here. As we go back to the basics and appreciate things, we just take small
steps forwards, and I think that’s what we have to do, is keep taking those small steps.
We’re never going back to what we had. And so talking about that is the wrong thing. We
don’t know where we’re going, and that is part of the challenge. And so we’re just taking
steps until we can get more clarity on it, and we can come together as a public and
private sector.
– Vic Crone, CEO, Callaghan Innovation & Policy Group Member, ANZ Leadership Forum
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Transdisciplinary collaboration
The huge lesson from all of this for me, is that good science and good political leadership, if you could
put them together, it’s a great combination. And as many people are saying, we have other scenarios
where the science is being contested, and we’re waiting a long time before acting. Climate change is
obviously the key example.
What I’m hoping is people are seeing is “well look, with something that was coming at us with this
speed, we had to act really quickly”. I think the role of the state is important. And it was interesting that
even quite large corporations looked to the government to in a sense spread that burden. I think that’s
one of the big lessons that hopefully we have all absorbed.
Taiwan is a democracy that’s delivered the single best response internationally. We’ve done a very
detailed comparison in collaboration with a Taiwanese epidemiologist that is coming out in the Lancet
journal shortly. What made the difference in Taiwan? And what could New Zealand learn? New
Zealand’s response has been OK, but it could have been better. I think it’s all about infrastructure and
being able to make these really tough choices quickly, having the scientists right at the table making the
decisions.
– Prof Michael Baker, Public Health & Director,
Health Env. Infection Research, University of Otago
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Transdisciplinary collaboration
People on the ground know what they need. But the caveat to that is a pandemic is obviously different to
normal operations, and particularly in terms of allied health. The majority of allied health professionals don’t
use PPE, especially those working in private practice or in community, which is big in Australia.
It’s not something that is normally used, and when you’re told by central government, oh, just use your
normal supply chains to get it – well, you don’t have any “normal supply chains”. From the beginning there
was an understanding of portions of the healthcare system of what their needs were, but there was a
complete lack of understanding of the needs of other parts of the health system.
There were assumptions that people knew what they needed and knew what they had to do, knew where I
needed to get things, which, of course, they did not. And then, when allocations were made, there was not
enough, with people not necessarily getting what they needed. We were told, suddenly, you must have
masks to go into any disability setting, you must mask to go into aged care.
Well, basically no one had anything, so no one could go and provide services. So services into aged care
stopped, and services into disability stopped, because people couldn’t get their hands on the right material.
Part of the problem is there had been no really good pandemic planning. And allied health certainly had not
been factored into anything. We have played catch-up ever since and it hasn’t been pretty.
– Claire Hewat, CEO, Allied Health Professions Australia
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Transdisciplinary collaboration
I think sometimes scientists are not very good at emergencies, because they want to be very certain before
they speak out. I was in a room filled with scientists who were sitting there mutely, effectively saying we
really don’t know, we don’t have enough knowledge to act. Politicians often had to make the hard calls. And
they often do better than scientists. So I think you have to have the right mix. And you can also get too
much certainty. So I think you need this dance.
You can’t create this overnight. You’ve gotta have these people working together for years, so they build up
trust and so they’re also trusted by politicians. I think one of the things in New Zealand that helped us a lot
was having chief science advisors in the Prime Minister’s department and other departments. They were
really marvellous as circuit breakers in getting information to move swiftly around, even if it wasn’t exactly
their discipline.
The other point is the distinction between pure population health, and preventive health and healthcare
delivery. They did two different and complementary functions. But what has tended to happen is, with the
erosion of health care systems, the path that has withered the most is the preventive care side, because it’s
often seen as expendable, because if it goes, you don’t notice, you don’t miss it for quite a long time until
you really miss it. And then its too late, because you can’t create it overnight.
– Prof Michael Baker, Public Health & Director,
Health Env. Infection Research, University of Otago
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Transdisciplinary collaboration
We were invited pretty quickly to the table, which was really good. But unfortunately, it would appear
that, to a large extent, the response you get when you raise an issue is they say “yes, but that’s a
state decision”. So, being engaged is great, but you don’t get anywhere, because they actually can’t
do anything with what you’re saying. The different states have responded in different ways. Some
have been consultative, others have basically gone: Who? Oh, allied health, oh, they work in
hospitals. Hang on a minute, the majority work in the private system outside of hospital. Oh, OK.
What are we supposed to do with them?
The other aspect is the immediate response to the pandemic, the infectious part of the whole thing,
and the aftermath. There’s a lot of evidence coming out now that people, particularly people who
have been very ill or have been on ventilators, they can have significant disabilities for quite a long
time, are going to need a lot of rehabilitation. Nothing has been done about that. It has barely been
thought about. It’s like, oh, oh, we don’t know. Oh I guess hospitals will do rehabilitation. Well no.
You are not going to get somebody at a hospital rehab unit for the next six or eight months, for rehab
purposes. There is at this stage, as far as we can work out, no co-ordinated community response to
what do we do with these people who have been really sick, and we’re very worried about that.
– Claire Hewat, CEO, Allied Health Professions Australia
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Transdisciplinary collaboration
In New Zealand I see that many organisations now have distributed workforces and are
working flexibly, but they haven’t actually intentionally designed the systems and the
technology and the processes to support a very distributed, flexible workforce. What tends to
happen is that in your organisation everyone’s distributed, you might have updated your
flexible working policy, but you’ve not actually worked out how to really support your people in
these new environments.
And so we’re kinda just letting people stumble across it, and work out how many Zoom
meetings can you do a day and when do you need to take downtime? Even without bushfires
like in Australia, it’s been an intense couple of years. We’ve had lots of things going on here in
New Zealand, so I do think there’s lots of opportunity, but I also think that generally people are
in a quite stressed and chaotic state because it’s a massive, massive adaptation to a different
way of doing things.
The pace of it is going to be intense. So how do we support our workforce through that?
– Vic Crone, CEO, Callaghan Innovation & Policy Group Member, ANZ Leadership Forum
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Transdisciplinary collaboration
Just this week, the Australian government released its draft National Prevention Health Strategy consultation
papers, and any right minded person would expect after the 9 to 10 months of experience we’ve had relating to
bushfires and COVID-19, that there’d be some mention of those issues in a national preventive health strategy. But
no, there wasn’t. These issues were completely absent in this draft document, which is out for consultation, and
supposedly will inform a 10 year strategy for us going forward.
Absolute absence of climate change or of the way that we might respond to pandemics, or the way we might deal
with health equity issues in the social determinants, which are driving not only poor health outcomes for many of
our communities in both Australia and New Zealand, and in the population groups most affected by COVID-19.
So, I don’t feel a whole lot of hope to be honest in that space. I don’t think we have actually realized that this isn’t
going to just end when COVID ends. We actually have broader things to think about: How do we live in society?
How do we, make sure our impact on the world is actually a little bit lighter, and our tread is a little bit softer than it
has been for the last 30 or 40 years?
How do we recognize that with globalization came things like HIV, which spread very rapidly around the world, and
now a pandemic, from a disease that started in a market somewhere in China in December, by January is in Iran,
by February is in Italy, and by March is in Australia and New Zealand. If we don’t start thinking about the impacts of
economic decisions of our industrial behaviours, frankly, we’re not going to be a very healthy society anywhere.
– Alison Verhoeven, Chief Executive, Australian Healthcare and Hospitals Association
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Transdisciplinary collaboration
In addition to under investment and public health, the pandemic has highlighted the need for
different public health experts, not just epidemiologists, but also specialists in health,
communication, community development, and emergency management. In Auckland, it has
been apparent that when the response to contact tracing and community transmission has
been culturally embedded, it has been more successful.
– Prof Judy McGregor, Chair, Waitemata DHB
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Adaptation to local cultural context
I think there’s a commitment to have a workforce which represents the diversity of the
population, but it is not always successful. This is a bit of a New Zealand thing at the moment,
that is happening at Otago University, when they’re trying to increase the proportion of Maori
and Pacifika in the medical workforce and getting push back against that. I think it requires a
massive long-term commitment. They have to make all institutions representative of the
diversity of our populations and to deal with racism, which is so embedded in our systems.
– Prof Michael Baker, Public Health & Director,
Health Env. Infection Research, University of Otago
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Adaptation to local cultural context
Pacific led responses to the church cluster, Māori blockades in Northland, which have kept
others and COVID out of the regions. In Māori communities, trusted voices are often not
experts, but elders, and this informal workforce has been used to great effect, and is a lesson
to the established systems and traditional delivery models.
– Prof Judy McGregor, Chair, Waitemata DHB
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Adaptation to local cultural context
In Australia there have also been great examples of indigenous populations really looking after themselves
very well during this pandemic. They’ve taken it upon themselves to make their community decisions about
how to protect communities, particularly in the more remote areas, where they are at very high risk, and
that has been a very successful approach. There have been difficult issues around other types of health
care in those areas, but in terms of COVID in those communities they’ve done very well.
I think the contrast between New South Wales and Victoria was very clear. In New South Wales the public
health units in their own areas were much more connected with their communities and much more
connected with those different ethnic groups and migrant groups. They had a much better success rate in
connecting with those communities, and in getting the testing done, whereas in Victoria, the more central
approach of “let’s just translate some stuff”, some of which ended up being hilariously wrong, didn’t actually
go terribly well.
You need that real connection. You can’t necessarily have a completely representative workforce. You
need a workforce that works with those communities and that is culturally safe to work with those
communities. And that is a really key thing in a pandemic.
– Claire Hewat, CEO, Allied Health Professions Australia
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Adaptation to local cultural context
In a city, the size of Sydney, with five million people, and very many different ethnic groups and
languages and so on, you had to be able to send contact tracers into the community groups,
who are respected and listened to, and find out these contact traces.
Now, in Melbourne, in Victoria, over 20 years under a succession of governments, they had
really disinvested out of public health. And it was extremely difficult, impossible really, to build
up that labour-intensive contact tracing system over a couple of weeks, in a crisis.
And when we eventually look at what did not go well in Victoria, it will be that lack of
investment. I’m sure it’s the same in Asia. They’re all communitarian. I know Vietnam
personally, with a tremendous public health system built up over decades, really. So it was well
placed to respond. But in countries that had let it all run down or affected by outsourcing and
neoliberalism and cuts, and all the rest of it, like the UK frankly, it just crumbled. When it came
they crumbled.
– Bill Bowtell AO, Adjunct Professor, University of New South Wales
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Cross-cultural P2P collaboration
What I’ve seen in a lot of countries since then is the clapping appreciation for the
healthcare workers, but it’s very quickly forgotten about. I think the biggest problem
here is that one time clapping or smacking on a pot with a spoon is not enough. There
needs to be constructive improvements in the working environment of the nurses and
other healthcare professionals and also in the payment system. I understand that for a
lot of countries this is a utopia and we have to get there slowly. But I hope with an
international collaboration of unions of nurses like yourself Kerri (CEO, New Zealand
Nurses Organisation), that we can create a movement that internationally would say this
is what going on constructively around the planet, and it needs a solution now, before it
gets even worse than this.
Those are some of the things that are on my mind these days. Sharing knowledge and
ideas outside of the World Health Organisation, but specifically on the front of nursing,
community nursing, and public health can be very important.
– Thijs de Blok, Senior Advisor, Buurtzorg (Japan / APAC / Netherlands)
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Cross-cultural P2P collaboration
We had seen what was happening internationally and needed to prepare and respond,
but in actual fact, going from nothing happening within the community to suddenly a
level four complete lockdown happened really quickly. Seeing what happened overseas
didn’t mean to say that our nursing workforce was any more prepared, because months
prior we’ve been talking about the nursing workforce shortages, the resource shortages
and a tired and exhausted workforce.
So when we came in to respond to COVID we actually had to mobilise what was a
really tired workforce. However what COVID has taught us is that as an island in the
middle of the South Pacific we benefited in terms of the data and information that was
coming out from places like the States, the places that were being hit hardest. We were
able to use our international collaboration to ensure that we were front footing a lot of
the research.
– Kerri Nuku, Kaiwhakahaere (CEO), New Zealand Nurses Organisation
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Cross-cultural P2P collaboration
I think people forget that only in 2003 SARS1 came out of Foshan in China. And at that time the
international community, with the World Health Organization, and the common sense approach, i.e.
the science and evidence based approach of the response through the WHO, but with America,
Canada, Taiwan, Hong Kong, so on and so forth doing the right thing, SARS1 was knocked away.
It was a serious problem at the time, and I think people who traveled around Asia as I did at that
time, will remember the vacant airports in Singapore etc., but the very strong public health response
that was followed in Asia, succeeded in knocking SARS1 into a cocked hat. I doubt there are very
many people in the world who remember that it happened, except the countries closest to China,
who have that folk memory of what happened.
And you have to say that in 2019, SARS2, a similar virus, came out of China. And what has been
the response? Highly political, highly chaotic, everybody for themselves. So no normative setting
that really should have taken place. And here we are, with something that is just a virus in the end.
We know how to deal with it, we know the behavioral things. Yet, here we are, not just with a public
health problem and a viral problem, but with a cascading series of economic disasters, not least of
which is in travel, which is 2% of world GDP. It’s really not been in the finest hour of international cooperation or common sense or science.
– Bill Bowtell AO, Adjunct Professor, University of New South Wales
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Cross-cultural P2P collaboration
One of the things I noticed very early on in the pandemic was that New Zealand’s bureaucratic
communications were a lot more consumer friendly. I don’t know whether there was any consumer
co-design of those communications, but even on the government’s Ministry of Health website,
compared with the Australian government Department of Health website, the ability to find
resources is very much greater than it was in Australia.
One of the other communication challenges we’ve had in Australia is inappropriate translations or
inaccurate translations into community languages or lack of translation.
Another area which has been highlighted to me is problematic, is that there’s very little systematic
way of thinking about interpreting in healthcare facilities in Australia. So in matters relating to PPE
for example, interpreters weren’t included in the thinking around PPE. People just thought, it would
be easy, and that they can just interpret via telephone or video. But a lot of interpreting actually
requires watching body language and facial expression, and it requires the ability to listen to a
group of 5 or 6 people talking about an issue, and then being able to translate that into a
meaningful way to the healthcare provider. We just haven’t got that right in Australia. If anything we
learn out of this is, we could do this better in the future for all aspects of our healthcare system, not
just in responding to the pandemic.
– Alison Verhoeven, Chief Executive, Australian Healthcare and Hospitals Association
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Cross-cultural P2P collaboration
We asked the teams, what do you see in daily practice? So, it’s not a communication. We’ve got a COVID
team, and they collect information. A large part of that information collected comes directly from the nurses.
So we have a comprehensive IT system in Holland, with a sort of Facebook inspired community platform.
Nurses can write messages to their colleagues and respond “Oh, with 3 or 4 teams we’ve started a Corona
route to minimise risk” etc. so, any client infected with the virus will be visited by one and the same nurse on
this route. Prior to the pandemic that was not needed, but this is a good solution.
A solution gets picked up by COVID teams of specialists, and if it works, if we see cases decreasing or we
see a better approach, then we also communicate this internationally. Taiwan is one of the interesting
countries, because they’re not part of the WHO, that approach has been magnificent. We have a
partnership in Taiwan, and we were discussing approaches with them, and they say, “this has worked well
for us with regards to PPE, and this has worked for us in institutional care”.
And people looked at us in Holland and the rest of Europe, as if we lost our minds, how can you trust a
country that’s not part of the WHO? We have to all pull the same line, otherwise the outcomes will be all
over the place.
– Thijs de Blok, Senior Advisor, Buurtzorg (Japan / APAC / Netherlands)
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Cross-cultural P2P collaboration
The thing that I found intriguing was that, actually, there is almost an East-West split, because the Asian
model was highly effective, which they had demonstrated by the end of February.
This pandemic was stopped in full flight in Wuhan and moved on. Even if you doubted some of the details,
this was a very credible group of scientists who turned around and said, yes, it has been stopped. That was
a lesson. There was a message for the whole world saying containment works. It would have been tough at
that stage, but it was possible.
I think people like me in New Zealand and in Australia and were saying yes, actually this is containable.
Elimination is a paradigm that’s been around for more than three decades anyway. There’s nothing original
about it. It was being fully contained in Taiwan and other Asian countries at that point.
That seemed to be a preferable model and so the whole Eastern Hemisphere has largely eliminated this
virus. Even low-income countries like Vietnam with long complex borders can stop this virus. Largely
they’ve got an outbreak in Da Nang, which they may or may not get under control, but that model is
extremely good for protecting public health. It’s also extremely good for your economy. The economies of
those Asian Tiger countries are all expanding from last year. So it’s a very successful combination of
protecting health and protecting the economies. It’s not a choice.
– Prof Michael Baker, Public Health & Director,
Health Env. Infection Research, University of Otago
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Cross-cultural P2P collaboration
We said, we want the best for our clients, and we want the best for our nurses, And if this is the approach
that we have to take, and that’s the right one. And everyone, bit by bit, came back to us. So it seems like it’s
the most pragmatic approach to take, to really be involved in the local environment.
Also on Vietnam, funnily enough at the start of the outbreak, in the first weeks of cases in Vietnam, I was
there and I was in Da Nang, where now the hotspot of Corona is in Vietnam, and you couldn’t enter a public
building without a face mask. All the things that five or six months later are implemented all around the
world, were there within a week following the outbreak.
It was achievable, because there were community services going into the community and handing out free
face masks for the people that didn’t have access to them. If we would have done this, in let’s say France,
where COVID has struck hard, I believe it would led to a significant amount of change in the number of
cases, it would have protected real people, and it would have avoided real deaths.
I think we’re not rid of this virus, yet. There are good approaches and there are best practices. And I think
it’s key to listen to these best practices around the world, collect the information, and distribute it, not
through mainstream news, but by other experts, and put it in a context that everyone can understand.
– Thijs de Blok, Senior Advisor, Buurtzorg (Japan / APAC / Netherlands)

Collaboration for Life

Networks of self-steering teams
We focus on self-steering, so all the little nursing teams from eight to twelve nurses are all their
own little companies. They make decisions themselves, but they benefit from generic intelligence
from the Buurtzorg company. We have a framework that is pretty wide, and within their team
nurses can make their own decisions on how they implement this framework. As long as it’s
financially sustainable and as long as they keep the quality of care in mind and keep their focus on
the client.
This has been very successful, because for a lot of nurses is a very challenging and fun way to
work in, because you’re in the center of the community again. In the 80s and 70s the healthcare
system in Holland already used to work like this, and then through the 90s and the 2000s, it got
privatised, fragmented, and segmented. Then a lot of commercial companies wanted to improve
on efficiency and productivity and started working “production driven” rather than “client focused”,
and didn’t have any outcomes on how many hours of care you’d actually need to cure someone.
In the pandemic this had as a result that we had to be very careful about what can we integrate
within the framework, what is non-negotiable for us as a company, and what is up to the teams
themselves to make a decision.
– Thijs de Blok, Senior Advisor, Buurtzorg (Japan / APAC / Netherlands)
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Networks of self-steering teams
We at Buurtzorg went out of our way and were talking to our partner in China, to get it in contact with the factory that
produced masks, and we were able to get four million masks within weeks. We started sharing the masks over our
nurses and also other companies in the same sector, and we got highly scrutinised by the government “oh, it’s this
scarcity of masks and you’re taking them away from other countries”. We said no, it’s created scarcity.
We only wanted to protect our frontline workers. What happened a couple of weeks later was that everyone started to
double down on masks. Buurtzorg as the market leader in community care in Holland has the least cases of Corona
virus infections per capita per employee over all the primary healthcare organisations. I think this is for a reason.
We use international knowledge to implement it ourselves. I think, if you keep on following only what the government
introduces as the benchmark, and you have to perform above this, you will always trail behind. You have to make your
own decisions. So, we set up a Corona team.
We work in small teams, and we found that there is a nurse who also has a background as an epidemiologist, working
for Buurtzorg. So, we asked her to join our Corona team, and we have some IT experts joining the team. Every day,
they would meet, including myself, to think about solutions and what can we do to help these nurses. But we don’t
enforce solutions, we advise everyone, and they can implement what is appropriate for their situation and their
environment as needed.
– Thijs de Blok, Senior Advisor, Buurtzorg (Japan / APAC / Netherlands)
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Community Oriented & Patient Centred Co-Design
Connecting community needs with government funding
Overcoming the dysfunction of hierarchical structures
Engaging with the right
people

Communal ownership
and decision making

Decentralised service
delivery

Continuous learning
Adequate understanding
of local needs

Trusted and diverse
P2P networks

Transdisciplinary
collaboration

Adaptation to local
cultural context

Cross-cultural P2P
collaboration

Networks of selfsteering teams
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Co-design of inclusive services & organisations
S23M
Catalysing knowledge flows, which includes surfacing, validating, and
formalising tacit/conceptual knowledge and putting it to good use with the help of
the visual languages of the living agent lens and the human lens.
In the healthcare sector in New Zealand, S23M is sponsoring a sector wide
anti-bullying initiative.
Figure.NZ
Making data resources available for the public good, making it easy for
people to access and use data for the public good, and giving people control
over the data they produce and choose to share.
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The critical role of trust
The potential for misunderstandings and mistrust can be minimised with a data
governance framework and software tools that are explicitly designed to
support trust building and communication between patients and the parties
that are involved in the network of care.
An appropriate governance framework for federated data custodianship enables
health and care professionals to access local and non-local patient data and
clinical reports, and at the same time it can empower patients and their families
to grant (and restrict) access to selected information artefacts to specific
professionals, service providers, and roles within the healthcare sector.
For example patients can be empowered to provide feedback and ask
questions as needed regarding any entry in their medical history at any time,
and can be equipped to monitor all health data access events.
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S23M’s community engagement model
S23M together with Figure.NZ offer community oriented health service co-design via an engagement
model that includes the following elements, adapted to the context of healthcare delivery in New Zealand:

•

Creative Collaboration – a subscription service that assists organisations to unlock creativity and to
establish and maintain psychological safety on an ongoing basis.

•

On-demand Domain Analysis and Design – to surface deep local domain expertise, to deepen
shared understanding between all parties, and to jointly explore and formalise solution designs.

•

Local domain experts – healthcare professionals, local community representatives, S23M co-design
experts, Figure.NZ data visualisation and publication experts, community nursing experts, etc.

The core concepts of “Resources”, “Events”, and “Agents” (REA) allow collaboration patterns to be
expressed in an intuitive visual notation that is easily understood by healthcare professionals and by local
community representatives.
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Māori led co-design
The 10 Design Justice Network Principles are critical for engagement with Māori communities and for
appropriate inclusion of other minorities. For example:

•

Principle 10 : "Before seeking new design solutions, we look for what is already working at the
community level. We honour and uplift traditional, indigenous, and local knowledge and
practices.” (Mātauranga Māori)

•

Principle 3 : ”We prioritise design impact on the community over the intentions of the
designer.” (Whānau needs)

•
•

Principle 5 : ”We see the role of the designer as a facilitator rather than an expert.” (Māori led)
Principle 1 : ”We use design to sustain, heal, and empower our communities, as well as to seek
liberation from exploitative and oppressive systems.” (Te Tiriti o Waitangi)
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Thinking tools, sourced from a range of domains
Sciences

•
•
•
•
•
•
•
•
•
•
•

Engineering & design

Scientific method
Theory of knowledge
Cognitive science
Disability studies
Critical psychology
Sociology
Social psychology
Organisational psychology

Mathematical foundations

•
•
•
•

Category theory
Model theory
Denotational semantics
Multi-state logics

Evolutionary biology
Cell biology
Medicine
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•
•
•
•
•
•
•
•
•
•
•

Prosocial design
Neurodiversity movement
Probabilistic reasoning
Product line engineering
Domain engineering
Model driven engineering
Domain specific modelling
Continuous improvement
Kaizen
Agile software development
Risk management

The S23M Advantage
Thinking in systems, designs, and patterns:
1. Local domain expertise, with a focus on NZ and Australia, including reusable models of global,
national, and regional standards, resulting in systematic reuse and reduced configuration effort
2. Trusted advice since 2002, based on our commitment to collaborative healthcare service design with
local communities, open standards, and open source software
3. Responsiveness; as a medium size vendor (a local team of 15 advisors and technology consultants
and a dedicated product development and support team of 50) all of our customers are important to us
4. Software as as Service (SaaS) delivery model, with no big up-front capital expenditures
5. Model oriented product line configuration, giving our clients and power users the ability to easily
adapt the configuration to changes in the operational context, using familiar locally relevant terminology
Enabling knowledge to flow to all the places where it can be put to good use
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Multisolving in psychologically safe Open Spaces
“We looked at workplace trends and I hope to learn more about prosocial organisational design”
“I have learned about tools to create non-hierarchical spaces”
“The workshop has confirmed I am on the right path to creating an inclusive collaborative environment"
“Don’t speculate; remember to always ask whether we have shared understanding”
“Always try to add everyone’s voice to the conversation"
“Separate the people from the problem”
“Your insight and opportunity to explore such an important topic seems to have left the students with a desire
to facilitate change. For many, they believe the insight has changed their lives and for others who e-mailed me
they said the learning has helped them on a personal level. It comes as no surprise that many people can
relate to ‘mask wearing’.”
– Liz Gordon, Professional Practice Fellow, University of Otago
Our training material is used as key learning resource on psychological safety and neurodiversity as
part of a core MBA course module at the University of Otago
The Open Space principles and the Law of Two Feet optimise for unimpeded knowledge flows and
creative collaboration
Open Space Technology, https://youtu.be/2zo2qQNdp5U,
Harrison Owen, 2016
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Thank you!
info @ s23m.com
Nothing beats capturing the knowledge flow
of leading domain experts to co-create
organisations & systems that are
understandable by future generations of
humans & software tools.
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