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The MidCentral EOI has been successful and work is soon to start on the planning to
organise the business development process of the EOI and the child health centre concept
included in that piece of work. This is a very exciting time for the District and all involved in
child health welcome the opportunity to be involved in improving health outcomes for our
children within this context.

The opportunity to investigate options to address gaps in services for children with mild to
moderate behavioural issues, Focus 0-5 years (DAP 32) is underway. The district has been
very fortunate that due to some early work between Group Special Education (GSE) and
health looking at this very issue the MOH Mental Health team have asked our region to
participate in an Interagency Conduct Disorder pilot project. The implementation of the
service delivery model is underway with a focus on an integrated approach by GSE and Child
Adolescent and family Mental Health and Oranga Hinengaro Maori Mental Health Services.
This project will clearly identify the gaps in service delivery that can then be worked through.

Improving Immunisation Coverage

Improving Immunisation coverage continues to be a key priority for the DHB and one of the
Ministry of Health’s top 6 target indicators. The DHB has commenced an active Improving
Immunisation Coverage campaign based on our current mediocre Immunisation Coverage
results of 76%. The National Immunisation Coverage Target is 95% and our DHB DAP
target is 85%.

The campaign objectives are focused on:

1. “Children currently due for immunisation” receive vaccination within the quarter
: in a timely manner
2, The backlog of overdue children is cleared across the district
3. General Practice / NIR Information — Improving the integrity of the information
between NIR and GP Teams ensuring an enduring accurate record
4. Improve public perception of immunisation and therefore increased uptake —

reducing myths in the community

It is obvious that a fresh approach is required to improving immunisation coverage across
the region as what we are currently doing is not producing the improved results required.
The campaign is utilising some Immunisation under spend money to support the additional
resources required. The working group involved in the Improving Immunisation Coverage
represent Immunisation Coordinators, PHO, Compass IT Staff, National Immunisation
Register, Outreach Immunisation Service and the Portfolio Manager Child & Youth Health.
The group is supported by PHO Managers and the Population Manager Compass Health.

The project group have set progress improvement targets of:

s 82% December 2009
¢  84% March 2010
s  86% June 2010

In order to meet these targets a plan has been developed and the Immunisation Project
group will meet weekly to implement and monitor progress.

Well Child Providers

Well Child Providers have excelled themselves over the last six months in their collaborative
endeavour. They are working hard together to improve the health outcomes of the children
they work with. The Well Child Form that has been produced is an excellent example of this.
Previously all Well Child Providers produced their own pamphlet indicating to clients the
service they offered. It was suggested that less confusion for parents would be incurred if
one form was produced that gave families information on the Well Child provider options.
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They all agreed by Memorandum of Understanding (MOU) to work together and very quickly
with a little help from the DHB produced a wonderful pamphlet that now includes a referral
form. The form has been seen positively by lead maternity carers and early evidence
suggests this is encouraging families to engage with well child providers much more
promptly following birth. This was exactly the desired outcome we were seeking and
optimistically we are looking to encourage LMC and Well Child Providers to create an
informal hand over process, lessening the opportunity for complex families to fall through
the gaps.

The Portfolio Manager Child & Youth Health continues to work along side all providers on
their Well Child framework contracts. It is imperative that the providers are aware and align
to their contractual requirements. 2010 will continue to see some finer reconfiguration of
these contracts to better define the work required.

4.2 Youth Health

There has been a flurry of Youth Health activity at a National level which has taken
precedent to the Youth Health Strategy which has yet to gain a funding stream. This
National work however supports and sustains many of the initiatives in the Youth Health
Strategy.

School Based Health Services

School Based Health Services (SBHS) is a new programme funded by the Ministry of Health.
SBHS are intended to improve the access to primary health care of students in low-decile
secondary schools, alternative education and teen parent units and to ensure that
appropriate and timely referrals are made in order to improve youth health and reduce
inequalities.

The SBHS is a small programme, restricted to Decile 1 and 2 schools, and will receive a
modest funding stream from the Ministry. MidCentral DHB has already received
establishment funding for SBHS and the service roll-out is due on 1 January 2010.

A collaborative service model is considered essential for this service to ensure:

» greater access to a variety of providers and skill bases
"~ o development of ongoing health relationships into the future once the young person
has left school
enhanced collaborative environment across the sector
clinical, cultural and professional support for clinicians

Despite intensive work with local stakeholders, the DHB has been unable to identify a
collaborative model that is workable within the funding on offer. With roll-out imminent
the situation is becoming pressing.

CPHAC approval is being sought in December 2009 for Health Care Development to be the
contracted provider to establish the service with a view to transferring the service to an
established health provider once it is bedded in. Developing a collaborative service model is
consistent with the Health Care Development’s skill sets and the Health Care Development is
also well regarded by key stakeholders. Health Care Development has recently been
approached by Manawatu PHO to develop a Youth Health Knowledge and Skills Programme
for health professionals to accompany the Child Health programme recently established.
These programmes align to the overall Interdisciplinary Knowledge and Skills framework
which assists in identifying individual development needs, professional development
planning, and, by linking these to service development design, can lead to improvements in
team work, collegiality and service delivery.
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It is imperative that our young people have the opportunity for the best Youth Health Service
that can be provided within the funding arrangement, however for this service to be the best
it needs to be supported by all key providers, hence the DHB’s strong focus on a collaborative
model. The skills and expertise the HCD can provide in support of this service will be key to
the success of the programme.

HPV Programme

The ongoing support of the HPV Immunisation programme continues. This programme is
very ably lead by the HPV coordinator that resides at Public Health. There is no doubt that
adverse publicity at the outset of this programme had significant impact on the uptake. The
School Based Vaccination Service has had a 45% uptake as per 01.09.09. This interestingly
enough is above the predicted target results of 40% in the Project Implementation Plan.

Lower North Youth Justice Facility

MidCentral District Health Board has completed a robust Registration of Interest process to
select a suitable provider to deliver health services into the Child Youth and Family (CYF) 30
bed youth justice residence in Palmerston North.

The devolution of health services to CYF residences has been a priority for the Minister of
Health. The service will be funded through a provisional top slice from each DHB’s PBFF
share which will be allocated to the five DHB’s with residences.

The preferred provider is the Manawatu Primary Health Organisation (MPHO) who will
subcontract with Best Care Whakapai Hauora Charitable Trust to deliver a portion of the
service. The partnership model will bring together significant expertise in Primary Health
care service delivery to provide a holistic, culturally responsive model of care for the young
people of Lower North Youth Justice facility.

Contract negotiations are complete with the service commencing in a phased approach 1
November 2009. It is very encouraging to see the way two government agencies come
together in this way for the best health outcomes for the young people in the facility. This
service will have its challenges into the future as the two organisations with completely
different philosophies work through the teething problems of the service delivery model.
There is no doubt though to the commitment from both providers to make it work.

5. IMPACT ON THE REGION

The impact on the region of the above projects and programmes are largely positive. Itis
increasingly important to look at the big picture, where services sit, value for money and
duplication of services, The willingness of child health providers to work together has been
proven and much work will continue over the next year to broaden the scope of this. Shared
professional development is one area where considerable cost savings can be made by
sharing resources. The child and adolescent oral health reconfiguration is also giving child
health providers the opportunity to mould and inform what and how they might contribute
to the bigger picture.

The youth health sector is less well advanced and resourced. It is anticipated that with the
advent of School based Health Services, Lower North Youth Justice Facility and the
resources and supports the Health Development Team can contribute for youth clinicians
that we will start to see some positive benefits across the sector and for the young people
specifically.
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6. FINANCIAL AND RISK CONSIDERATIONS

The current fiscal situation of the DHB has had a considerable impact on the requests for
funding and the rollout of any child and youth health services across the region. This
however has had its positive aspects as it has lead to a very considered line by line approach
to value for money across all contract lines. We are now looking closely at how we might do
things better, reduce silos and work with in a cost neutral environment. Several child health
contracts have been discontinued in this financial year as part of the value for money
assessment process. :

7. CONCLUSION

MidCentral DHB has made considerable impact in the child and youth sector in the first six
months of the financial year. It is important to note that all the contracts implemented have
been from independent Ministry of Health Funding Streams. The majority of these have also
included other Government Departments, including CYFS, Education and National
Screening Unit. These contracts support other Government Agency contract partners in
Police and ACC. There is no doubt that these contracts have many challenges in their
development, however, the overall benefit and networking opportunities to come out of them
exceed what the health sector can achieve in isolation.

8. RECOMMENDATION

It is recommended:

that this report be received

Barb Bradnock

Bbrifolio Manager Child & Youth Health
unding Division

MidCentral District Health Board



APPENDIX 1

District Annual Plan excerpt:

Child & Youth Health

Where we intend to do more work in og/10

Integration of key population health programmes across all health services through
the Before School Checks programme is going particularly well, and we intend to do
more work in the areas of immunisation and child health in primary care. The
Ministry of Health’s planned changes in school based services represent an
opportunity to do some collaborative work with other sectors to deliver population
health, personal health and social services in schools. One area we have identified
that needs more work is family violence training in the workforce and ensuring a
coordinated approach across the district.

2010 will see the implementation of the Universal Newborn Hearing Screening
programme across the District Health Board. This programme will involve all babies
born in the district being offered a screening test to mitigate the effects of hearing
loss through early detection and provision of intervention services. The antenatal
HIV screening programme will continue (training and implementation) with all
pregnant women offered an antenatal HIV blood test and appropriate support.

Improving Immunisation coverage continues to be a key priority. By working with
PHO information systems and the National Immunisation Register a more targeted
approach will be delivered, focusing on those most at risk of vaccine preventable
disease and who are not responding to existing General Practice recall systems.

The rollout of school based personal health services for decile 1-3 schools over the
next three years gives the opportunity to engage with all key stakeholders to develop a
service delivery model that best meets the needs of young people. This will have
some key components including the delivery of clinical services, health promotion
and co-ordination activities that may vary depending on the individual community
involved. Key to this model will be the participation of young people.

Behavioural support services for children and their families will be reviewed to
ensure no service gaps exist.

A child health centre, involving primary and secondary care services, will be
established in the community.

In addition to local initiatives, MidCentral DHB will participate in the Ministry of
Health’s review of the Well Child Framework during 2009. This work will inform our
future plans in respect to well child services. Improved cohesion and coordination
between lead maternity carers, well child providers and general practice teams will be
imperative to improve the health outcomes of our infants.

There is a new service initiative for DHBs who have Child Youth & Family (CYF)
residences within their districts to provide health services to the children and young
people residing in those facilities. MidCentral DHB will implement this new service,
in line with national service specifications, by 30 July 2009. Services will be provided
on site in the CYFs residence and include needs assessments, immunisation, service
coordination, sexual health, alcohol & drug assessment, and primary care services.
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FROM Senior Portfolio Manager
Health of Older Persons
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DATE o9 November 2009 Memora nd Um

SUBJECT HEALTH OF OLDER PEOPLE
DAP 09/10 UPDATE 1

1. SUMMARY
1.1 Purpose

This report provides an update on progress against the District Annual Plan Health of Older
Persons initiatives for the 2009/2010 year and includes comment on recent developments in
the sector. The specific DAP initiatives 24-30 are described below.

1.2 Executive Summary

MidCentral DHB published it’s Ageing in MidCentral Strategic Plan in 2004. In 2008 the
Ageing in MidCentral District Management Group (AIM DMG) prepared an updated health
of Older Persons Implementation Plan which aims to set key priority areas for future
investment. This has been under consideration in recent months in a bid to provide the
board with wide stakeholder agreement on an achievable service prioritisation strategy
within existing resources.

A variety of issues currently face the aged care sector. A sizeable one is workforce capacity
(numbers) and capability {quality), sustainability and competencies. Emphasis in the
2009/2010 DAP is placed upon supporting skills development and in-service training for
registered nurses (RNs) and caregivers.

It also considers communication pathways and the integration of service delivery between
community based providers, PHOs and acute services. The introduction of interRAT is
expected to improve transfers of care for the elderly by facilitating seamless movements
between services.

Allied to the advent of interRAI is the need to re-assess the existing NASC structure and
function.

The intention this year was to develop a comprehensive falls prevention strategy in
conjunction with ACC. Latest announcements from ACC about funding cuts to their
programme are a set back and mean that this DHB will need to re-evaluate both the falls
prevention and hip protector initiatives as priorities.

There may be a need for further investment to enhance service provision primarily in the
community. Emphasis will be on a restorative/rehabilitation approach for Home Based
Support Services and bolstering community resources so that individuals are enabled to
remain living at home for as long as possible, thus delaying their move into residential care
services.

Funding Division
MidCentral District Health Board
PO Box 2056
Palmerston North
File Ref: 1:\FUNDING\Common\Board C&PHAC Reports\2009\Reports\Dec\Health of Phone  +64 (6) 350 8626
Otlder People Dap Update 1 (2).doc Fax +64 (6) 350 8926
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There is much goodwill in the sector and the plan’s success will be dependent on everyone
continuing to build on existing positive relationships and moving forward together to

improve the health and wellbeing of MidCentral’s older population, within the constraints of
available resources.

1.3 Recommendation
It is recommended:

that this report be received
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2. INTRODUCTION

The District Annual Plan (DAP) is our short term plan and shows what the DHB is going to
do over the next two years.

MidCentral DHB has a higher than average ageing population and wishes to continue
providing guality services which enhance health of older peoples’ health and wellbeing. The
2009/2010 DAP initiatives target current complexities in service integration for the elderly
with the aim of achieving more effective and efficient service delivery in the years ahead.

The aging population will increase demand for services over the next five years and
particularly for the next 20-30 years. In 10 years the population of over 85 year olds is likely
to double, therefore the DHB must plan ahead for services that are sustainable, integrated
and focused on maintaining independence whilst providing effective support when required.
Greater emphasis on preventative medicine and early detection is an imperative.

3. BACKGROUND

The district has a large number of aged residential care facilities that provide rest home
general care, hospital level continuing care, psycho-geriatric continuing care, dementia
services, as well as respite and day care. The providers generally operate good quality
facilities and the standard of their care is subject to a regular audit programme.

The district has a robust needs assessment and service co-ordination service, and a range of
home based support organisations.

In addition to specific Health of Older People services there are many services provided
within primary and secondary care for older people. Chronic condition services based within
the four local PHOs are providing improved access for older people diagnosed with chronic
illness. Thirty nine percent (39%) of the people presenting to such services are over 65 years
of age.

This is expected fo increase over the next 15 years given the growth in numbers of people
over 45 years of age. This is an important addition to services for older people as early
intervention and structured care is predicted to reduce the need for high cost acute
interventions plus reduce Emergency Department and Hospital admissions. Table 1 below
provides a summary of patients seen across all chronic care services by ethnicity and age at
entry.

Table 1: Patients seen across all chronic care services, Jan 2007 — Jun 2009
by ethnicity and age at entry

Ai: :;:ryul) Asian | European| Maori Other Pacific Re:(l::ied Total - %

0-17 106 67 2 186 2%
18-24 148 65 3 233 3%
25-44 25 834 435 24 56 3 1377 17%
45-64 73 2272 637 43 83 11 3119 39%
65+ 53 2437 256 19 32 290 3087 39%; -
Total 164 5797 1460 91 183 307 8002 100%
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4. UPDATE
Where we intend to do more work:

In 2009/2010 MidCentral DHB has progressed the following initiatives to increase the
capacity of services to meet growth in demand (see Appendix 1 for the table of DAP
initiatives). Initiatives 29 and 30 are yet to commence.

4.1 DAP 24: Workforce Development

MidCentral will engage with the Aged Residential Care sector in implementing additional
workforce development initiatives aimed at achieving National Certificate level 3 as the
minimum competency for Care Workers.

4.1.1 Target

Subject to funding arrangements, establish a central co-ordination role to facilitate
consistent sector-wide Care Worker workforce development across all providers by June
2010..

4.1.2 Update

Responding to increased demand while providing quality and safety is a challenge facing
DHBs. The wider aged care sector needs a sustained and systemised response to the critical
issues of capacity and capability facing the aged care workforce. Such workforce
development is crucial if we are to address the significant issues facing health services and
our ageing population. Recognition of the importance of this area, and the need to actin a
consistent manner comes from both service and workforce perspectives and is documented
in various sources over several years'.

Activity within the aged care workforce development space has been influenced by
recognition in the past 2-3 years of risks associated with the care and support workforce.
The previous government’s Low Pay Initiative aimed to improve pay for care and support
workers as well as develop workforce training initiatives across stakeholder groups. This
initiative has seen the emergence of a training framework for support workers via the
industry training organisation (ITQ) CareerForce.

4.1.2.1 Sector Wide Benefits

Despite over 80% of the aged care workforce being employed in community and residential
settings the benefits of developing the capacity and capability of this workforce can directly
benefit DHB providers. Retention and recruitment of aged care health workers has the
potential to:

» reduce the number of hospital admissions
» reduce the length of hospital admissions
e reduce the requirement for specialist services

' NZIER 2004. Ageing New Zealand and Health and Disability Services, Demand Projections and Workforce
Implications 2001-2021 Discussion Document. Wellington, Ministry of Health.

Health and Workforce Advisory Committee, 2006a. Care and Support in the Communily Setfing. Wellington:
Ministry of Health.

Acqumen Solutions, 2006. The Non-regulated Workforce in the Health and Disability Secior. Wellington: District
Health Boards New Zealand.

NZIER 2006. Ageing and Econiomic Growth in New Zealand, Wellington, New Zealand.

HealthCare Providers NZ 2006. Future Demand Briefing Paper, Wellington, New Zealand.

OECD 2008. Health Working Paper No 44. The Long Term Care Workforce, Paris, France.
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The community and residential aged care sector benefit from:

¢ Increased quality and safety within services
o A workforce that can respond to changing contractual and service requirements

4.1.2.2 Building Capacity and Capability in MidCentral DHB

The challenge going forward is to provide an adequate response to the growing ageing
population plus the increased demand and acuity presenting within the community and
residential sectors.

The sustainability and quality of aged care services is directly related to the capacity and
capability of the workforce engaged in the delivery of those services. Workforce development
is a critical component in addressing retention and recruitment issues across the workforce.

4.1.2.3 Capacity Requirements

The requirement to develop the size of the aged care workforce has been evidenced in
numerous places. Most recently Victoria University produced a report on behalf of The
Department of Labour? indicating the following trends in the current and projected growth
of New Zealand’s aged population

s Between 2006 and 2036, those in the 65+ age group that would require care in New
Zealand is expected to double from 18 per cent to 40 per cent respectively

e The maximum growth in the 75-84 age group will occur during 20162026, at 4.1
percent per year.

e The maximum growth for the 85+ age group will occur during 2026-2036, at 5.0 per
cent per year.

o Within the 65+ age group, the growth is the strongest in the older age groups, mainly
75-84 and 85 years and over.

4.1.2.4 Paid carers and older New Zealanders

The Department of Labour (DOL) estimates that the number of paid caregivers needs to
more than double from the current 17,900 in 2006 to 48,200 in 2036 in order to meet the
needs of the projected number of disabled older people requiring a high level of support. An
increase in the care and support workforce of approximately 1,000 workers per year is
required to meet the estimated number identified by the DOL for 2036.

4.1.2.5 The Capacity Gap

Department of Labour estimates show that 48,200 paid aged-caregivers are needed in 2036
in order to care for older people requiring a high level of support. However, if the status quo
is maintained, there will only be 21,400 aged-care workers available in 2036. The capacity
gap we currently face is approximately 28,000 across NZ.

4.1.2.6 Family, Whanau and other unpaid Carers and Caregivers

The New Zealand Carers’ Strategy and Five-year Action Plan 20083 recognises the
contribution of carers to the health and wellbeing on New Zealanders. The 2006 Census
identified 419,334 carers. This is an increase of 45,500 from the 2001 Census of which
22 000 are over 50 years of age.

2 DOL 2009, The Future Demand for Paid Caregivers in a Rapidly Ageing Society, DOL, Wellington.
3 MSD 2008, The New Zealand Carers’ Strategy and Five Year Action Plan, MSD, Wellington
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This unpaid workforce can make a positive difference to ensure that an older person’s health
is maintained and consequently reduce the burden of care placed on DHB and community
services. The proposals in the Action Plan address areas of key priority identified by carers
during the consultation process. The five key areas are:

Provide information

Protect the health and wellbeing of carers

Enable carers to take a break

Provide financial support for carers

Provide training and pathways to employment for carers

DHBs have responded to the Action Plan, in some cases, by increasing provision for respite
care and funding or providing carers with training programmes.

4.1.2.7 Capability Requirements

Care and Support Workers and Nurses are two key groups which are continually under
pressure within the aged care environment.

A recent Aged Care Workforce Information Discussion paper [DHBNZ June 2009] provides
an analysis of available workforce data relating to these workforce groups from a range of
sources (see Appendix 2).

The paper demonstrates the lack of a coherent picture of the aged care workforce. The
available data relates to numbers, age, qualification and turnover. All sources varied in even
the estimation of numbers depending on their definitions of occupation and industry.

However key characteristics can be extracted and are comparable to the Nelson Marlborough
Care and Support Workforce Census 20084 which found,

60% of the Community and Residential care and support workforce is part time

e The overall estimated average hours of work for care and support workers is 19.6
hours per week
The estimated average FTE across Community and Residential is 0.49
45% of Community and Residential care and support workers are aged over 50

e Just over 25% of Community and Residential care and support workers have been
employed for less than one year as compared to 16% of DHB care and support
workforce ‘

¢ The average annual estimated resignation rate across service areas is 31%

e 49% of the care and support workforce have no qualification
All service areas have an 80% or higher percentage of women working within their
care and support workforce

» All four Community and Residential service areas have higher percentages of Maori,
Pacific Islanders care & support workers than in the DHB.

4.1.2.8 DHB Innovation at Local Level

Recognising the link between increased training and quality provides opportunities for
action. One initiatives found that a regional industry based literacy and numeracy
programme was helpful. Another is active recruitment amongst the over 55s to create a
dependable, experienced and well received aged care workforce. An older yet healthier care
and support workforce should not be seen as negative.

4 NMDHEB, 2008, The Care and Support Workforce Census Draft Report December 2008, Nelson Martborough
DHB, Nelson
® ditto
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The cost of staff turnover for clients, residents and colleagues is a concern and increasing
workers hours is identified as a further means of increasing quality through consistency of
relationship between client and worker. In conjunction with WINZ, there is benefit in
ensuring that workers, though part time, have access to ‘Working for Families’ assistance.
Aged care workforce development within DHBs underpins service development including
more recently the restorative approach to maintaining older peoples’ health and wellbeing.
This requires considerable investment in changing the capability of workers. Several DHBs
are progressing implementation of the restorative model of care. This involves provision of
smart training to home based providers as well as NASC workers and Allied Health
professionals. Peer review meetings and supervision of support workers add by developing
the expertise of all those involved in the ageing in place strategy. Dementia education
training is also now required for rest home staff under the DIHB funding agreement.

There are numerous examples of DHBs innovating locally. These include making DHB
training available to aged care workers in the community. Others emphasise network
development and facilitated NGO forums which are used to raise awareness of aged care as a
career opportunity. Aged care monthly meetings are used to develop the identity of the sector
and a sense of belonging which in turn influences retention. Additionally Waikato DHB have
made their on line library available to all community health practitioners providing a
learning and development resource to the aged care sector. Their workforce development
plan includes a project to re-brand aged care as a career of choice in the region.

The West Coast DHB has focussed on funding aged care providers directly to achieve Level 2
and 3 gualifications for their care and support workers. Waitemata DHB has also funded
training for carers within their community.

Exemplar initiatives within mental health have included:

¢ Menial Health Scholarships for Level Four Support Worker Training managed by
CareerForce

¢ Establishment of workforce development centres for Maori [Te Rau Matatini] child
and youth and alcohol and drug practitioners

» Pacific Mental Health Scholarships

+ Leadership Development programmes

e Mental Health Workforce Development Awards for organisations demonstrating
innovation

4.1.2.9 A Possible Programme Approach at the National level

The effectiveness of Aged Care workforce development is dependant on a service led
approach which includes sector leadership in the development of direction. The Future
Workforce Group has a key function, on behalf of DHBs in the determination of future
progress. A sensible approach would be to build on activity already commenced and to bring
together those and any new activities identified to form the basis of an agreed programme
within the scope of the Future Workforce Group.

Based on a yet to be formulated prioritisation process such an agreed programme could
include:

Workforce development responses to the ARC Service Review

The development of a workforce information national resource for the aged care
sector based on the DHB use of the Health Workforce Information Programme
Aged Care nursing and allied health preceptorships :

A scholarship programme for aged care support workers

The progression of Nurse Practitioner development within aged care

The development of the Training Framework for care and support workers
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e Extension of the management and leadership development programme into the
aged care sector

e The development of existing and new roles within the sector including Enrolled
Nurses and Health Care Assistants

e Support and coordination of local innovation within DHBs to ensure consistent
benefits amongst local providers

» A focus on retention including development of a Healthy Workplaces programme
for aged care providers

s A carer recruitment initiative

4.1.2.10 Conclusion

Aged care workforce development is a crucial issue to be addressed in response to our ageing
population and their increased health service requirements. While factors beyond the realm
of workforce development directly impact on our ability to attract and retain an aged care
workforce, there has not been a coordinated investment in this workforce as a whole.

Neither has there been a coordinated approach that supports local innovation and ensures
regional or national benefit.

The factors that influence our ability to develop the capability of the aged care workforce do
not relate solely to training. Although qualification of care and support workers is a
challenge to be addressed the capability of the aged care workforce is also related to turnover

“and the workplace and management practices that affect retention.

Aged care has not yet had the benefit of a pationally agreed systemic and sustained
workforce development programme. This needs to occur to ensure the capacity and
capability of a responsive workforce. Work is underway at national level in which
MidCentral is an active participant. The intention is to advance achievable initiatives locally
in the months ahead.

4.2 DAP 25: Clinical Competencies

Improving Registered Nurse clinical competencies in Aged Residential care:
Areas of focus 2009/10:

¢ Best practice
¢+ Mentoring
¢ Education and training

4.2.1  Target

Investigate feasibility of a new initiative for nursing leadership in Gerontology at Nurse
Practitioner level by June 2010.

Investigate new Clinical Nurse Specialist roles in Horowhenua, Tararua and Manawatu
PHOs to provide mentoring, clinical advice and guidance to Aged Residential Care nurses by
June 2010,

4.2.2 Update

This initiative is underway in line with available funding resource. Health Care Development
have launched the Registered Nurse Care Guide for Aged Residential care. This initiative is a
partnership with Waitemata DHB who originally developed the care guide and published it
in booklet form. Six months of planning and consultation occurred to ensure that the local
sector supported implementation in MidCentral DHB. The care guide includes 18 aspects of
care and the information it provides is evidence based.
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MidCentral will partner with Waitemata in future revisions of the care guide.

A pilot project will run over the next 12 months to support the full uptake and utilisation of
the care guide as an aid to enhanced practice. It will be led by a Nurse Practitioner with
knowledge and experience in gerontology who will liaise with the four aged residential care
facilities in Tararua to provide education, training, clinical coaching, promotion of best
practice and mentoring to support improved practice outcomes in those facilities.

Following evaluation of the pilot it is anticipated that further roll-outs will occur in other
localities throughout the DHB.

4.3 DAP 26: Alignment of interRAI Assessment Tool

Work with ministry of health to ensure that introduction of the interRAI assessment tool
aligns with the prescribed Ministry implementation project. InterRAI stands for
international resident assessment instrument.

4.3.1 Target

Complete interRAI self audit and submit — completed
o Introduce interRAI with phase 1 completed by June 2010

4.3.2 Update

Target 1 has been completed. The second target is underway and expected to be
implemented as intended.

A MidCentral DHB self audit was completed and submitted to the national project manager
for interRAI at the Ministry of Health in November 2008. All participating DHBs are
required to align implementation in their district with the national requirements in order to
ensure consistency and standardisation. This applies to both the roll-out and such aspects as
the training requirements in how the interRAI tool is read and interpreted. Following the
national implementation plan will also ensure that appropriately skilled staff are deployed to
nse the assessment tool. The Ministry requirement is for an electronic version of InterRAI to
replace the existing paper based needs assessment form that Supportlinks currently use.

However each DHB will be able to decide where the interRAI trained assessors are based and
which service configuration they prefer to adopt. The MidCentral DHB Project Manager is
engaged with local stakeholders in developing recommendations for service re-configuration
at present.

4.4 DAP 27: NASC Consultation on the interRAI Tool

4.4.1 Target

Existing NASC structure is re-aligned as interRAI is implemented

4.4.2 Update

The implementation of interRAI is intended to commence in the 2009/2010 year. Actual
implementation is the process by which the activity starts to dictate a service configuration
and requirements for a ‘go live’ date. This work is currently nearing completion and is

anticipated to be ready by January 2010. An implementation timeline will be included to
indicate actual activity for the following 12 months.
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Information collected to date includes a stock take of other DHB implementation
configurations as well as likely implications for this DHB’s local NASC structure and
function. This information is currently being completed with evaluation of the options and
recommendations expected in the Decernber/January period.

A key part of the new model is close integration with the primary sector as for most people
their GP and primary care team are the health professional they see most often. Itis
expected that in time many needs assessments will happen within primary health care.

A key consideration is how this assessment tool will be deployed across the primary sector.
One possibility is to stage from an initial small number of trained assessors to a wider group
in tandem with the emergence of integrated family health centres so that in the long term
needs assessments will happen and be provided in a range of settings most suitable to the
person being assessed. That discussion is underway.

Needs assessment is used to determine older peoples’ level and type of functional loss and
identifies their need for support or services in the community and/or entry to residential
care. InterRAI is a comprehensive assessment tool which gives a broader coverage of health
and social domains (including health promotion) than current assessment processes. Itis
expected to reduce duplication of assessment, streamline service coordination activities, and
improve information about services from both the DHB and local providers. Service
coordinators will assist with finding the best support arrangements so that an older person
can maintain optimum quality of life and live independently where possible.

InterRAI also has the potential to improve planning by delivering more robust information

about service outcomes. Its implementation is a first step in supporting service
development.

4.5 DAP 28: Falls Prevention Plan

Develop a plan to increase the number of older people participating in falls prevention
programmes. Explore options such as Taj Chi.

4.5.1 Target

A MidCentral DHB Fall Prevention Plan is developed by June 2010.

4.5.2 Update

The decision for MidCentral DHB to launch a falls prevention initiative was predicated upon
work already underway with ACC. Recent announcements from ACC that funding
commitments will be phased out over the next 12 months have created a set back.

Thus the only activity around this initiative is to promote the Vitamin D supplementation for
elderly residents in aged residential care facilities — this being another ACC falls prevention
project which has merit.

4.5.2.1 Falls related hospital admissions

In line with national trends, MidCentral Health faces an increase in the number of falls-

related hospital admissions due to an ageing population. Each year around a third of older
people suffer a fall and half of these have repeated falls (Campbell, 1989)(Tinetti, 1988).
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The number of people aged 75-plus discharged from Palmerston North hospital after

treatment for a fall almost doubled from 155 in 1988 to 284 in 2007. For those over 80 years

of age, the risk of falling increases substantially. Those aged 85-plus currently make up

around five percent of the total population and this proportion is expected to double over the

next ten years. The increase in falls-related injuries is likely to continue.
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Over the past ten years a considerable body of evidence has been produced around falls
prevention in the elderly. This has been summarised by Robertson and Campbell (2008).
There is also a Cochrane review entitled “Interventions for preventing falls in older people

living in the community” (www.cochrane.org/reviews/en/ab007146.html
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4.5.2.2 Accident Compensation Corporation

In New Zealand, the Accident Compensation Corporation (ACC) has been the lead agency in
working to prevent falls. They have funded falls-prevention programmes across the lifespan.
However, the current financial situation and associated budget cuts have led ACC to review
their funding of such programmes and to make some tough decisions around which
programmes they will continue to support.

Two evidence-based programmes that ACC have been funding are Tai Chi, and the Otago
Exercise Programme.

Tai Chi is more appropriate for those in their 60s or 70s. (Ministry of Health, accessed
2009a). It is a group-based activity delivered in community settings. It is less appropriate
for older age groups as mobility decreases and they are less able to access programmes in the
community. ACC has indicated that funding for Tai Chi will continue.

The Otago Exercise Programme (OEP) consists of a series of leg-strengthening and balance-
retaining exercises that become progressively more difficult as the client’s strength increases.
It also involves development of a walking plan. A trained nurse or physiotherapist visits the
client’s home six times during the course of the year-long programme. In between visits they
keep in contact by telephone. The OEP has been shown to reduce the risk of falls by around
one third.

The OEP is targeted at older, more frail elderly. Itis acknowledged as less effective for older
people with poor eyesight in which case a focus on the home environment may be more
appropriate (Campbell, 2005).

The OEP costs approximately $620 per client. Offsetting this a cost-benefit analysis on the
OQEP (Robertson, 2008) shows a saving of around $447,000 for every 1,000 participants
aged 8o plus. While Robertson recommends that the OEP be offered to people aged 75 or
older who have fallen in the last year, some people will benefit from accessing the
programme at an earlier age due to increased frailty. This increase in frailty may be detected
by the person’s General Practitioner or by staff at an Emergency Department. Such
assessment relies upon professional judgment as frailty has not had criteria developed that
successfully define it (Ministry of Health, 2009b).

Despite the evidence in support of the OEP in preventing falls in those aged over 80 years,
ACC has announced that they will not be able to offer the programme to new clients after 1
January 2010. Those already on the programme will be able to complete their course of
treatment.

Tt is clear from the literature that the OEP is effective at preventing falls-related injuries in
the elderly and that it is a cost-effective programme. For very dollar spent there 1s a two
dollar saving. However, the savings accrue within the health sector rather than to ACC. It
appears that ACC’s decision to cease funding the programme may be driven by their internal
financial situation. The dilemma is that cost cutting by ACC will add cost to the DHB.

It is suggested that MDHB consider funding this programme at the local level for the frail
elderly and those judged to be at risk of a fall. This would likely result in:

« Fewer older people experiencing falls, and the pain, disability and loss of
independence that ensues;

» A reduction in hospital admissions (particularly fractured hips) as a result of falls in
the elderly;

« A consequent increase in availability of beds for elective services.



5. CONCLUSION

There are many and various challenges facing the eldercare sector with workforce
development and clinical competencies identified as clear priorities for action. MidCentral
DHB has made progress towards the objectives for older peoples’ health in the 09/10 year.
Notwithstanding the issues the advent of interRAI provides an opportunity for greater
cohesion and synergy in the sector. The emphasis on value for money allows us to crystallise
the importance of positive relationships and moving forward together to improve the health
of older people in MidCentral.

6. RECOMMENDATION

It is recommended:

that this report be received

Byad Grimmer

enior Portfolio Manager
Health of Older Persons
Funding Division

L
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TO Community and Public Health Advisory

Committee Centeal District HeaLrn BOARD

Te Pae Havera o Ruchine o Torons

FROM Senior Portfolic Manager
Primary Health Care

DATE 20 November 2009 M emoran d u m.

SUBJECT PRIMARY HEALTH CARE DAP 09/10
UPDATE 1

1. SUMMARY
1.1 Purpose

This report updates the Board on initiatives contained in the primary health care section of
the 2009/10 District Annual Plan and on recent developments in the sector, particularly the
Ministry of Health’s EOI process (Request for Expression of Interest for the Delivery of
Better, Sooner, More Convenient Primary Health Care).

1.2 Executive Summary

MidCentral DHB has had in place a local Primary Health Care Strategy since 2004 and has
been investing in service development since that period. DAP initiatives for the year were
essentially a refinement and extension of the DHB’s Strategy. The emphasis is on further
development of primary health care infrastructure (particularly workforce) with a focus on
those areas not yet addressed, extension of chronic condition management across the sector,
and promotion of primary maternity, Pacific Health and Medicine Utilisation strategies.

Subsequent to the preparation of the DAP, the Ministry of Health released a request for
Expressions of Interest (EQI) from primary care organisations for innovation and
transformational change initiatives directed at achieving the Government’s strategy of
Better, Sooner, More Convenient Primary Health Care.

The strength of primary health care within MidCentral’s district was apparent with at least
three responses to the EOI being submitted. The quality of the work in our district is
evidenced by the fact that one of these proposals, submitted by Manawatu PHO on behalf of
the four MidCentral PHOs, was successful.

The DHB was actively involved in the preparation of the Manawatu PHO EOI proposal and
will be further involved in its implementation.

The EQI proposal has overtaken some of the planned initiatives in the 2009/10 DAP. A
number of the initiatives have been uplifted into the EOI or will be further developed in the
EOI process. This particularly applies to the infrastructure development componerits of the
DAP. In these cases, the EOI process will be the vehicle through which the initiatives will be
achieved. This may mean a reshaping of the initiative and/or its timeframe. Having said
this, it is noticeable that in a number of respects the EOI proposal submitted by Manawatu
PHO takes primary health care sector development well beyond what was planned in the
DAP, :
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Supporting the EQI process through the development of the Business Case and then its
implementation will be a priority for the DHB throughout the remainder of the 2009/10 year
and for the next two years. The EOI process and the proposal submitted by Manawatu PHO
correlate directly with the strategic priorities of the Minister of Health.

1.3 Recommendation

It is recommended:

that this report be received



2.

INTRODUCTION

The District Annual Plan {(DAP) is our short term plan and shows what the DHB is going to
do over the next one to three years. The DAP is based on the objectives of the longer term
District Strategic Plan and the various other strategic and service plans in operation, with
adjustments to reflect progress made to date and the evolving health environment.

3.

BACKGROUND

The primary health care section of the 2009/10 District Annual Plan provides a broad
overview of the primary health care sector as a background to the initiatives proposed. The
following are noted:

The core infrastructure of the district’s primary health sector has developed well over
the past four vears as a result of DHB and PHO investment in infrastructure.

Significant clinical workforce has been added with many new services in the
community, particularly those managing chronic conditions such as diabetes,
cardiovascular disease and cancer.

There has been investment in the professional development of the workforce. In
particular, the Health Care Development team has defined nursing competencies and
created professional development pathways for primary health care nurses.

The district has four geographically based Primary Health Organisations (PHOs)
supported by a shared Management Services Organisation, These are well established
and generally working well. The district also has many other provider organisations
that are strong and vibrant.

There is good level of engagement within the sector with all groups and individuals
participating, such as general practitioners, nurses, pharmacists, Maori health
providers and rest homes. Links between primary and secondary health care
continue to grow and strengthen.

The DAP identified a number of issues that required further work in the 2009/10 year.

Workforce is an area of vulnerability, particularly the shortage of General
Practitioners. Furthermore, it was noted that general practices are operating in an
environment characterised by extreme work pressures and do not yet have the
management and strategic resources to fully adapt to the new environment.
Horowhenua in particular continues to be a pressure point for general practice.

There is a need to continue the transfer of services currently provided in hospitals to
primary care settings. This is part of the DHB’s drive to increase the capacity of
primary care and to achieve integration of primary and secondary sectors. It is also a
response to the clear signals from the Minister of Health (eg, Better, Sooner and
More Convenient). Identified services include specialist services in primary settings,
more direct access to diagnostics and other services that will impact on hospital acute
demand.

The DHB continues to be of the view that the future of primary health care requires
the consolidation of existing small general practice teams around larger centres
where they can be collocated with other DHB funded services. Collocation projects
need to be led by GPs and involve a range of issues that are generally beyond the
DHB’s control. The DHB needs to provide whatever support it can.

Nl
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It was noted that there while the DHB has invested in additional services, these
services have not yet fully integrated with existing services to form “primary health
care teams”.

The management of medicines is fragmented. This results in wastage of medicines,
frustration for patients and providers alike, and the risk of adverse reactions —
particularly in people taking multiple medications. Stronger medicine management
initiatives are required.

In the maternity area, the antenatal HIV screening programme rollout needs to
continue, as well as the universal newborn hearing screening roll out, and maternal
serum screening.

‘The workforce is an ongoing issue for maternity services and also relates to the
maternal and child health regional services (relationship with Whanganui DHB).
There are insufficient midwives, particularly for the secondary care services in the
district.

Pacific peoples health development is guided by the Niu Pacific Health Plan for
MidCentral DHB which was developed through the valued input of many people,
specifically the Manawatu and Horowhenua Pacific community people, Pacific health
professionals and MidCentral Health planners and managers.

The proposed actions in the 2009/10 DAP are broadly as follows:

4.

4.1

Development of a regional medicines strategy with implementation in the out years.

Improve general practice infrastructure and capacity, including a continuation of
collocation projects, transfer of some services into primary care and support for
Cornerstone (general practice accreditation programme).

Review the performance and sustainability of providers.

Implement a Transient Ischaemic Attack package to enable GPs to diagnose and
manage these patients.

Strengthen the chronic care management programme through increased
productivity, new programmes in renal and a new monitoring framework.

Support primary maternity services, including investigation of the feasibility of
establishing a primary birthing service in Palmerston North.

Investigate options to establish a by Pacific for Pacific health service and develop a
Pacific cultural training programme for mainstream providers.

UPDATE

Expressions of Interest (EOI) for the Delivery of Better, Sooner,
More Convenient Primary Health Care

In September the Ministry of Health called for Expressions of Interest (EOI) from eligible
primary health care providers and/or PHOs to deliver the Government’s priority intentions
for primary health care, as set out in the NZ Primary Health Care Strategy and in Chapter 3
of Better, Sooner, More Convenient.

The proposals were to outline initiatives that would transform primary health care services.
Specifically:
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» Improve people’s health and contribute to the achievement of national Health
Targets;

» Lead to the establishment of Integrated Family Health Centres in appropriate
locations that support multidisciplinary ways of working;

» Provide a wider range of health services in primary care setting that are more
responsive to the needs of the community;

* Reduce acute demand on publicly-funded hospital services;

o Better manage patients with chronic conditions to support those people living in the
community to live well and have their social healthcare needs supported;

s Incorporate Whanau Ora approaches where appropriate;

e Demonstrate a commitment to continiing service improvement and development to
better meet the needs of communities;

» Achieve the above objectives in a way that is cost effective and assures quality and
safety for users of services.

Other priorities included:

e Devolution of more treatment and diagnostic services from secondary to primary
health care, including delegated funding.

» Nursing initiatives such as case-managers for people with chronic conditions.

¢ Better coordination of ongoing care through strengthened incentives for PHOs,
general practice and other health practitioners.

¢ Arange of clinicians working in a multidisciplinary environment.

+ Clinical leadership to be fostered and to lead service improvement.

The EOI process sought proposals that would achieve significant improvements in the way
health and others services are delivered to communities. To be eligible for the first round of
funding, proposals had to cover a population of 50,000 people, although smaller populations
would be accepted if it was a defined geographical location (eg, a rural community).

All proposals had to have the engagement of DHBs and an indication of support.

The Ministry of Health is managing the EOI process and established an evaluation panel.
Mike Grant, General Manager Funding Division, sat on the panel. To avoid potential
conflicts of interest, Craig Johnston was Acting General Manager on all issues relating to the
EOL

4.2  Local Response

Seventy seven proposals were received by the Ministry of Health from which it selected nine.
It is understood that three proposals from submitted from MidCentral’s district, which is a
testament to the strength of local primary health care services.

The proposal submitted by Manawata PHO on behalf of the four MidCentral PHOs was one
of g successful proposals. These 9 proposals now move on fo the next stage, which involves
developing detailed business cases. The deadline for the business case is mid-February.

MidCentral DHB staff were involved in the preparation of the PHO proposal, particularly
members of the Health Care Development Team. The Primary Health Care Portfolio
Manager formally reviewed the proposal prior to its submission. A number of issues were
identified and addressed, after which DHB support was given.



The PHO proposal is clearly and unequivocally led by the four MidCentral PHOs. Compass
Health’s involvement is limited to backroom support. The emphasis is on local (ie,
MidCentral DHB) initiatives with regional input around backroom functions “where it adds
value”.

Manawatu PHO’s proposal is consistent with the DHB’s Primary Health Care Strategy and
the various other strategies and service plans currently in place. It builds on the primary
health care development work of the last five years. It promises transformational change
including Integrated Family Health Care Centres, coordination of care and integration of
services, management of acute demand and the health needs of various population groups.
The PHO proposal is broad and encompassing and incorporates much of the direction and
programmes of the Health Care Development Team, the Funding Division and the DHB in
general.

The initiatives in the PHO’s proposal broadly fall into the following groups:

e Five Integrated Family Health Centres across the district over three years (Otaki,
Levin, Feilding, Tararua, Palmerston North), providing population health focused
services to their populations by primary health care team delivered services.

e Acute demand management, including Single Point of Access for after hours and an
Urgent Care service provided by paramedics.

¢ Further development of services to people with Chronic Conditions including
comprehensive, coordinated care and promotion of patient self management.

s Promotion of Whanau Ora as a general approach to delivery of health services and as
a way of reducing inequalities.

¢ Devolution of a range of services from secondary to primary, including diagnostic,
some elective services, community nursing and child health.

¢ Health needs of specific populations (eg, the elderly, children/youth, mental health)

e Development of governance/quality/service improvement and clinical networks .
across the district, with joint clinical governance/leadership structures involving both
primary and secondary sectors.

The PHO EOI proposal is a high level document. While it contains tables setting high level
outcomes and timelines over three years, it does not include any detailed service models. It
does not include much detail about how the desired outcomes are to be achieved or the
resources required. These issues are to be addressed in the next stage of development, with
the preparation of a detailed business case. The proposal does include an intention to work
through the various issues with the Funder and Provider divisions of the DHB,

It is worth noting that all the proposals outlined above are consistent with the signals
provided by the Minister and the Ministry in the EOI document, in the NZ Primary Health
Care Strategy and in Chapter 3 of Better, Sooner, More Convenient. They are also broadly
consistent with MidCentral DHB’s 2009/10 District Annual Plan, particularly DAP initiatives
relating to devolution. The EOT proposals go further than DAP commitments, and involve a
different service mix.

4.3 Next Stage
The next stages of the EOI process are as follows:
Development of the business case 4 November to 15 February

Implementation of the approved business case 1 July 2010
Ongoing development 1 July 2010 to agreed end point



Central agencies expect that DHBs will work with primary health care organisations to
achieve the transformational change included in the EOI documents. Certainly at the local
level the PHOs have signalled that development and implementation of the EOI business
case is to be a collaborative affair with MidCentral DHB (both funder and provider
divisions). The parties are currently planning how this will occur.

As mentioned above, the 2009/10 DAP already includes some commitments relating to the
devolution of services and to primary/secondary integration activities. We are already in the
process of adapting these projects so they incorporate EOI processes, should that be

appropriate. DHB involvement to date has been primarily with the Funding Division and the

Health Care Development Team. In future stages there will be a need for a significant level
of engagement with MidCentral Health — both clinical leaders and management.

4.4 Impact on DAP initiatives

The EOI process was not expected at the time the 2009/10 DAP. There is a measure of
overlap between DAP initiatives and Manawatu PHO’s EOI proposal. This is particularly the
case with initiatives targeted at developing general practice capacity and devolution of
services to primary health care. Some DAP initiatives can be achieved through the EOI
process, although the timeframes may change. In some cases the EQI proposal goes further
that the DAP; these will need to be negotiated between DHB staff and the PHO over the next
few months.

Participating in the development and implementation of the EOI business case will be a
priority activity for the Funding Division’s Primary Health Care team and for the Health Care
Development team for the remainder of 2009/10 and for the next two to three years.

4.5  Medicines Initiatives

In June 2009 a medicines strategy was presented to CPHAC. This paper was the result of
some initial planning work on the potential for the introduction of new dispensing
technologies to the district. The paper concluded that a regional approach was required and
discussions were subsequently held with the other DHBs in the district. There was not
enough support to proceed with it.

More recently, Pharmacy Advisors and Portfolio staff from across the district have begun to
work on a regional medicines management strategy that:

Guides activity and investment throughout the Central Region
- Is ‘owned’ by all DHBs in the Central Region
Provides an appropriate purchasing framework
Reduces medicines wastage
Reduces the adverse effects of medicines across the continuum
Enables coordinated medicine management throughout primary and secondary care.

* @ & 9 & &

The proposed principles of the Regional Medicines Management Strategy are:

Live within financial means

» Be patient/population & service focused, not facility focused

» Integrate community pharmacy with other primary care providers, using information
technology as an enabler

s Enable consistent service provision regionally and align with national service
provision
Contribute to the flexibility of the workforce

* Meet the needs of both city and rural populations.

NG
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It is proposed that this will be achieved by:

¢ Differentiating between medicines management in chronic conditions and medicines
management for acute conditions

* Including a menu of services, which are funded via one or more models

e Recognising the impact of Medical (and other) Specialists on prescriber behaviour,

Other pharmacy initiatives in the year to date include:

¢ Improved community pharmacy governance with the strengthening of the
MidCentral Community Pharmacy Group

s Continued development of a referred services management (pharmacy) oversight
group

+ Implementation of an extension to the Safe and Efficient Disposal of Unused
Medicines (SEDUM) Project to optimise general practice and hospital prescribing
and dispensing to reduce waste

e Completion of a medicines reconciliation scoping project report that recommends
processes, activities, responsibilities, resources required and timelines for
implementing improvements in medicines reconciliation throughout MidCentral
DHB

s Implementation of a pilot project to provide emergency contraception free from
community pharmacies to young women

» Development of referred services management projects around diabetes test strip
utilisation and adherence with statin (cholesterol regulating) therapy

» Provision of reports on individual and group Close Control prescribing and
dispensing rates to individual prescribers and dispensers

»  Working with the DHBNZ PHO Performance Programme to improve the usability of
data analysis they provide

4.6 Chronic care services

- Chronic care services are regularly reported to the Board. In this report it is sufficient to
note that patient contacts continue to grow as the services become increasingly well
established. Individual patients seen are 8002 with 44,076 consultations made by the
services put in place in the PHO environment. This excludes NGO provider positions.

Figure 1: Chronic Care utilisation for combined PHO activity by quarter, Jan 2007 to 30 June
2009

Chronic Care Services Activity By Quarter
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PHO reports include individual case summaries that provide anecdotal evidence of reduced
emergency department presentations and acute admissions. A way to cross match PHO data
and hospital data to quantify this anecdotal impression is being explored. Community
Cardiology specialist services are established in Tararua and Horowhenua. Manawatu based
services are expected to commence at the beginning of 2010. TIA decision support tool has
been trialled and is in the planning phase for district wide role out. Dr Anna Ranta has been
the key Clinician to support Best Practice to develop this tool. Community sleep apnoea has
run in to recruitment and retention issues of Respiratory Technicians to support the General
Practitioners. This is currently resulting in limited delivery of this validated' model of care.
Strategies to overcome this are being negotiated with MidCentral Health. Recruitment to
these vacant positions is essential for delivery of this community based initiative,

4.7 Maternity Services
Key activities during the quarter have included the following:

e Development of a feasibility study on the establishment of a primary birthing unit in
Palmerston North

¢ Preliminary scoping work for a short term maternity home support service
Working with Pregnancy and Parenting Education providers to develop and refine
services so they better meet the needs of priority women.

e Liaison activities within primary health care and between primary and secondary
maternity providers.

5. IMPACT ON THE REGION

As outlined above, regional activities are occurring in relation to pharmacy services and some
aspects of maternity services. MidCentral DHB supports regional and national negotiation of
oral health and PHO base contracts. However, most other components of primary health
care are focused on local level activity. The main strategic focus at this time is improving
linkages between providers, particularly between primary and secondary providers.

6. FINANCIAL AND RISK CONSIDERATIONS

The primary health care budget is part of the Personal Health budget allocation. Those
components of the primary health care that are fixed price (eg, NGO contracts) are within
budget. The portfolio team has been using a robust process for evaluating provider contracts
as part of the renewal process. This includes consideration of provider reporting,
performance, audit and value for money aspects. Contracts for diabetes services has been
identified as an area that requires further investigation given the multiplicity of providers
and their closely interlocking services. Providers have been given short term contracts
pending the outcome of this review.

There are some components of primary health care that are fee for service and which contain
financial risk to the DHB. In order of materiality these include:

¢ Pharmaceutical expenditure

e PHO funding streams (capitation and management fees)
¢ Dental services

* Some elements of labs and diagnostics

There is pressure on these budgets but at this stage the DHB is expecting to achieve the
results forecast in the DAP.

" Health Qutcomes International externat review 2009.

T
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7. CONCLUSION

The Ministry of Health’s EOI process has provided the opportunity for local PHOs and
providers to work together.

8. RECOMMENDATION

It is recommended:

that this report be received

Craig Johnston
Senior Portfolio Manager, Primary Health Care
Funding Division
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TO Hospital Advisory Committee

pCenTRAL DisTRICT HEALTH BOoARD

Ter Poe Houora o Ruahime o Tororeg

FROM Acting Chief Executive Officer

DATE 23 November 2009

SUBJECT centralAlliance M E M 0 RAN D U M

1.  Purpose of Report

In accordance with the centralAlliance, the Boards of MidCentral and Whanganui DHBs have
aligned the terms of reference for their statutory committees, including the Hospital Advisory
Committee.

This report sets out details of the new terms of reference and is provided for the Committee’s
information. No decision is required.

2.  Executive Summary

MidCentral and Whanganui DHBs have agreed to work more closely together and have formed
a centralAlliance. :

In respect of governance, the Boards intend to establish shared statutory committees in due
course. As a precursor for this, the terms of reference for these committees have been aligned.
The new, aligned terms of reference for the Hospital Advisory Committee are practical and
reflect current practice at both MidCentral and Whanganui DHBs. They provide a common
platform for both Boards to work from, and will assist the establishment of joint committees in
due course.

3. Recommendation
1t is recommended:

that the report be received.

COPY TO: CEO’s Department
MidCentral DHB
Heretaunga Street
PO Box 2056
Palmerston North
Phone +64 (&) 350 8910
Fax +64 (6} 355 0616
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4, Discussion

Under the Foundation Agreement it is proposed that MidCentral and Whanganui DHB’s
establish joint statutory committees in due course, with the focus being on the Community &
Public Health (CPHAC) and Disability Support Advisory Committees (DSAC) in the first
instance. Amalgamation of the Hospital Advisory Committee (HAC) would then follow.

As a preliminary step, the DHBs have worked together to align the terms of reference for the
Boards’ three statutory committees. The terms of reference for both Boards’ committees were
very similar and so aligning them was relatively simple.

The new, aligned set contain no significant changes. They are presented in a slightly different
format, with clear sub-headings. Details of the changes are noted below.

The new, aligned terms of reference have been approved by both Boards and are now effective.
A copy of those applying to the Hospital Advisory Committee is attached — refer Appendix A.

Key changes

i. The introductory paragraph regarding the need for the Committee has been amended to
more closely align to the NZ Public Health & Disability Act, emphasising that the ToR
are supplementary to provisions of Act.

ii. The meeting frequency has been amended to reflect both the monthly and six-weekly
meeting schedule in place at MidCentral and Whanganui DHBs respectively. Rather
than stating a set number of meetings, a range is provided, eg 10-11 meetings per year.

The provision in the ToR re meeting frequency has been extended to include “or upon
instruction of the Board”. This is as per Whanganui DHB’s terms of reference and
reflects current practice at MidCentral..

iii. In all MDHB’s ToR there was provision for the Committee to recommend what ‘expert’
assistance will be required in order for the Committee to fulfil its obligations, and
achieve its annual work plan. This was not featured in Whanganui DHB’s ToR. In light
of this, and the fact that it had not been utilised by MDHB with expert advise being
sourced to inform management reports, the provision has been removed.

vi. Membership and Procedures is a new section and refers to the Act, with membership
being as directed by the Board from time to time. This reflects MDHB's current practice.

vii.  The delegated authorities section has a new introductory statement which wasn’t
previously in MDHB’s ToR. It is along the lines that the committee has no powers
except as specifically delegated by the Board from time to time. It then goes on to list the
two delegations granted. This reflects current practice.

ike Grant
Acting Chief Executive Officer
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" MipCenmral DistricT HEALTH BOARD

Hospital Advisory Committee
Terms of Reference

1 Committee of the Board
The Hospital Advisory Committee is a committee of the Board, established in accordance w:th Sectlon 36
of the New Zealand Public Health and Disability Act 2000 (the Act). These Terms' Reference are
supplementary to the provisions of the Act and Schedule 4 of the Act.

2 Functions of the Hospital Advisory Committee

a. To monitor the financial and operational performance of the hospltals (and related services) of the
district health board.

b. To assess strategic issues relating to the provision of hosplta! serwces by or through the district

health board. .

To give the Board advice and recommendations on that mon_ OFf

in 2(a) and (b) above. o

To consider annual business plans and recommend same to the Board for approval.

To recommend policies relative to the good governance of hospital services.

To develop an annual workplan for the Board's. consideration and approval.

To report regularly to the Board on the.committee's findings (generally the Minutes of each

meeting will be placed on the Agenda of the next Board meeting).

o

ung and that assessment as noted

Mo oan

3 Delegated Authority
The Hospital Advisory Comm:ttee shall not have any powers except as specifically delegated by the Board
from time to time.

The following authorities:are. delegated to the Hospital Advisory Committee:

a. To require the Chief Executive Officer and/or delegated staff to attend its meetings, provide
advice, provide mformatlon and prepare reports upon request.

b. To mterface W|tb any other committee(s) that may be formed from time to time.

4 | Metﬁ"beréhip and Procedure

Membership of the Hospital Advisory Committee shall be as directed by the Board from time to time. All
matters of procedure are provided in Schedule 4 of the Act, together with Board and Committee Standing
Orders. -

5 Meetings
The Hospital Advisory Committee shall hold meetings as frequently as it considers necessary or upon the
instruction of the Board. It is anticipated that 10-11 meetings will be held annually.

Note
For the purposes of this document, 'Hospital' means all public health services owned by the Crown and previously
known as 'Hospital and Health Services'.

ir lceo|working |alfance 19nov09 centralaliiance hac tor draft 4 bd.doc
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TO Hospital Advisory Committee

CentraL DistricT HealTH BOARD

to Pro Hauoro o Ruthine o o

FROM Acting Chief Executive Officer

DATE 24 November 2009

SUBJECT 2009/10 Work Programme M EMORAN DUM

The Committee’s work programme for 2009/10 is attached and shows progress as at the
end of November 2009.

Reporting is generally occurring in accordance with the timeline. MidCentral DHB’s
application to sell land to St Johns Ambulance Service, and, the purchase prices for the
proposed replacement linear accelerator remain under negotiation. The results will be
reported to the Committee once finalised.

When the Committee next meets (February 2009), an update on the Regional Clinical
Services Plan will be provided. The quarterly contracts update will also be submitted.

If there are any new items which members require, or any issues they would like
canvassed in future reports, please advise.

Recommendation
1t is recommended:

that the updated work programme for 2009/10 be noted.

Mike Grant
Acting Chief Executive Officer

COPY TO: CEQ’s Department
MidCentral DHB
Heretaunga Street
PO Box 2056
Palmerston North
Phone +64 (6) 350 8910
Fax +64 (6) 355 0616
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