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Executive summary 
STAR 4 is a 20-bed inpatient ward based within the Horowhenua Health Centre (HHC) providing 
specialist level assessment, treatment and rehabilitation (AT&R), palliative care and medical 
services primarily for people over 65. STAR 4 sits within the MidCentral Health Elder Health 
service line. This project was initiated in response to clinical and financial sustainability concerns 
following difficulty recruiting a medical officer for STAR 4 and also issues with medical care more 
broadly.  The project scope included exploring a more integrated approach for medical care within 
the HHC.  
 
STAR 4 is currently established at three medical officers (2.3 FTE) who provide 24/7 cover on a 
1:3 roster. There is a 0.3 FTE post which is vacant and has proved too small to recruit to. In 
addition there is a part-time medical officer, providing outpatient and community services who has 
no cover for leave. A visiting geriatrician provides clinical and professional oversight to the team. 
The after-hours roster is unsustainable particularly as it reduces to 1:2 during absences. 
Furthermore, after-hours services are costly, there are inconsistent arrangements across the team 
and an audit showed low use of after-hours services outside weekend ward rounds. 
 
Medical workforce issues extend beyond the Elder Health medical team. There is a nationwide 
shortage of GPs with rural and smaller areas being the hardest hit. Although numbers in the 
Horowhenua/Otaki area have improved in the last decade, they are still less than ideal. Particularly 
concerning is the age profile of GPs. There are few young doctors coming through and over two 
thirds are aged 50 and over. Hosting trainee doctors is known to improve future recruitment 
chances but there are no interns placed in the area and only one GP registrar in Otaki. 
 
The Central Primary Health Organisation (PHO) owned general practice located in the HHC, 
Horowhenua Community Practice (HCP), has a high reliance on locums and has difficulty 
providing services to aged residential care (ARC) facilities. Problems include lack of continuity of 
care for ARC residents and GP dissatisfaction due to gaps in cover. The Horowhenua community-
based Health of the Older Person’s (HOP) team was introduced to support general practice and 
ARC and prevent ED presentations and hospitalisations by providing services close to home. 
However, the team of 2.4 FTE has been reduced to 0.4 FTE so the potential impact of the HOP 
Team has been lessened. 
 
Overall, workforce issues for the medical teams are significant in Horowhenua. There are capacity 
issues and on their own the teams lack the critical mass to be sustainable and easily provide the 
range of services they are tasked to provide.  
 
The problems with medical cover are particularly troubling given the size, demographic and health 
status of the community. Horowhenua/Otaki has one quarter of the district’s population, the 
highest proportion of older people and those of Māori and Pasifika ethnicity and has high 
deprivation and low employment. These characteristics impact on the ability of residents to access 
health services, especially those provided some distance away at Palmerston North Hospital and 
contribute to the high burden of disease experienced by residents. Horowhenua has the highest 
mortality and amenable mortality of all the MidCentral localities.  
 
Projections indicate that aging population will have the most impact in the Horowhenua/Otaki 
area and the demand for ARC will continue to rise. Increased numbers of palliative patients are 
being cared for by general practice and ARC rather than specialist palliative care services. 
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Horowhenua/Otaki residents receive more than 2,000 acute same-day discharges at Palmerston 
North Hospital per year. Two thirds are emergency speciality which indicates there may be 
opportunity to cater for more people locally. Similarly, some of the 8,000 odd annual ED 
presentations could be provided at the HHC.  
 
There are access issues to primary medical care, including urgent and after-hours services. General 
practice does not have the capacity to deal with all of the community’s needs and support other 
service providers. The impact of this gap is a lack of access or unnecessary transport of patients to 
Palmerston North Hospital. 
 
A range of small hospitals were contacted during the project (refer Appendix D, p. 79). Most 
provide acute assessment services, host medical students or trainees and have developed nursing 
roles; several emergency/acute assessment services are nurse-led. Many sites have made 
considerable progress in the development of integrated working across teams e.g. in Clutha 
medical officers see people presenting with primary presentations overnight and in Buller a 
combination of remote cover and a GP roster provides after-hours cover for the hospital. The use 
of technology such as point-of-care-testing is commonplace and telehealth is expanding.  
 
Integrated working is seen as necessary for the long-term in order to have an attractive medical 
roster, decrease workforce vulnerability, make the most of capacity as well as strengthening 
primary services e.g. assisting with ARC. Stakeholders urged that development work occur to 
progress the Integrated Family Health Centre (IFHC) particularly local leadership, information 
technology (IT) and adequate facilities; expansion of services in Horowhenua/Otaki over the last 
decade has resulted in the number of staff at the HHC increasing from 100 to 170.  
 
The following five scenarios for hospital medical care were developed and evaluated against 
criteria. MidCentral DHB strategy was a key consideration, noting that MidCentral’s aim is to 
move to a fully integrated health system spanning primary, community and specialist care. Because 
inpatient services in Horowhenua will always be limited due to the necessity to have specialist 
input, it is important that the future model strengthens primary care. The development of nursing 
and allied roles is an integral part of the overall model of care for smaller communities and needs 
to complement the chosen scenario. 
 

 
 
Scenario 3 and Scenario 5 were evaluated as the best models to meet the future needs of the 
Horowhenua/Otaki population. Both options are aligned with DHB strategic imperatives. In 
particular the scenarios ‘connect and transform primary, community and specialist care’ by 
positioning the service to participate in integrated solutions. They provide more support for the 
Horowhenua medical workforce and expand local services.  
 
The models have a different emphasis. Scenario 3 ‘District wide model of care for older people’ 
maintains the current focus on the over-65 population but expands services beyond the inpatient 

Scenarios evaluated for hospital services 

1. Status quo 

2. Specialist hospital model with changed responsibilities 

2a) Changed responsibilities with 24/7 after-hours  

2b) Changed responsibilities with planned after-hours and cover from Palmerston North Hospital 

3. District wide model of care for older people 

4. GP managed beds 

5. Rural hospital with a wider range of services 
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setting to proactively manage older people with frailty. The medical officers work across sites, 
including providing regular services to ARC facilities in conjunction with HCP. It is an integrated 
model which moves specialist care into the community, supports primary providers and can 
accommodate trainees. Medical capacity is increased though a post jointly-funded by MidCentral 
Health and Central PHO which would assist the parties to evaluate what will work best for 
Horowhenua. This scenario is aligned with the Healthy Aging Strategy (Ministry of Health, 2016). 
 
Scenario 5: ‘Rural hospital with a wider range of services’ has the potential to provide the most 
extensive range of services, including more acute services, and have the most impact on health 
outcomes. The service mix would be broader than current and cater for all ages and higher 
numbers of people with the lowest health status, including Māori and Pasifika. Like other small 
hospitals, Horowhenua could aim to move to a Rural Hospital Medicine (RHM) specialist 
workforce which could support the introduction of acute assessment services at the HHC. 
 
Scenarios 3 and 5 provide gains for different groups of the population. Both strengthen and better 
integrate health services to deliver more effective, efficient and sustainable care. Successful 
implementation of the preferred model necessitates careful and inclusive planning and 
management of multiple risks. This requires leadership at a local level, working across 
organisations and workforce development. 

Key recommendations 

1. That Scenario 3: ‘District-wide model of care for older people’ is implemented forthwith. 

Scenario 3 is an extension of current service provision, which can be provided within current 
costs and implemented relatively quickly. 

2. That Scenario 5: ‘Rural Hospital with a wider range of services’ is considered as the future 
model of care for Horowhenua and an implementation plan developed. 

Scenario 5 requires extensive planning and some investment, including the introduction of 
acute assessment services.  

Other recommendations 

3. That STAR 4 after-hours services are aligned to the future model of care and if 24/7 cover is 
maintained should be a minimum of 1:4. 

4. That implementation of the IFHC receives high priority so that the building blocks are in 
place for integrated working. This means alternative leadership and mechanisms and 
committed action to work on the enablers for the IFHC including appropriate space, IT and 
other technology (telehealth and point-of-care-testing). 

5. A Service Director, Horowhenua IFHC should be appointed to lead a rework of the concept 
of the IFHC and move from co-location to integrated working. The service director should 
have responsibility for all locally-based PHO and MidCentral Health services and link services 
into the new service/cluster model. 

The preferred option is an integrated model of care which will require leadership at a local 
level, work across a number of organisations and workforce development. This cannot occur 
via the current remote line management structure. 

6. That development of the nursing workforce achieves higher priority to support nurses to 
develop an expanded scope of practice. Nursing has a key role in managing the increasing and 
changing demand and achieve the goal of services closer to home by assisting the medical 
teams to provide services.  
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1. Introduction 
The purpose of the project was to complete a review of the MidCentral Health Elder Health 
model of medical care in Horowhenua and deliver an internal report. The medical team are based 
within the Horowhenua Health Centre (HHC) and provide inpatient services (STAR 4 ward) and 
outpatient and community services. 
 
The project was initiated in response to clinical and financial sustainability concerns following 
recruitment difficulties for STAR 4 and also issues with medical care more broadly. This included 
workforce and workload issues experienced by the Central PHO owned general practice 
(Horowhenua Community Practice, HCP) situated within the HHC. In particular, HCP was 
having difficulties providing services to aged residential care (ARC) facilities.  
 
As well as looking at opportunities to work collaboratively towards a solution that would benefit 
older people across the whole Horowhenua district, the expectation was that the project would 
make recommendations to resolve the gap in medical cover that was imminent following the 
resignation of one of the three STAR 4 medical officers.  
 
Project management was outsourced and the project took place between November 2016 and 
April 2017.  

Project scope and approach 

The goal of the project was ‘To ensure STAR 4 medical services are appropriately configured and 
are sustainable.’ Project objectives were: 

 To complete a current state analysis in order to understand the service context, pressures and 
opportunities. 

 To determine possible models of medical care for STAR 4 within the national context of 
medical care provision for older people. 

 To assess models against triple aim criteria.  

 To make recommendations for action. 

 
The project focused primarily on the medical model of care for MidCentral Health Elder Health 
(STAR 4 and outpatients/community services) but included exploring a more integrated approach 
for the HHC medical staff, and GPs working from it.  Other roles within STAR 4 and the HHC 
were excluded, however linkages and opportunities were within project scope. Consumer 
perspectives and implementation of recommendations were outside of the project scope. 
 
General manager Mike Grant was project sponsor and a small steering group comprising 
management and clinical representatives was formed to provide direction and review the draft 
report. GM Craig Johnston and Operations Director Lyn Horgan assumed the role of project co-
sponsors from 5 May 2017. 
 
The project approach included discussions with a range of stakeholders, review of service 
information and data, examination of the national context through review of reports and 
discussions with other small hospitals and evaluation of the service model. Two audits were 
undertaken, one of STAR 4 after-hours services and the other of urgent requests for advice from 
ARC facilities to HCP. A report was compiled on the information gathered from selected small 
hospitals in New Zealand. All were distributed to key stakeholders. A meeting was also held with 
STAR 4 and HCP clinical and management leaders to discuss opportunities for an integrated 
approach. 
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2. Background 
This section covers the history that has influenced the direction of inpatient services in 
Horowhenua, the Horowhenua Health Centre (HHC) and initiatives and projects. Following an 
overview of the strategic framework the concept of rurality is discussed. The remainder of the 
section provides the national and local context for the medical workforce and concludes with a 
summary of more recent discussions about the model of medical care at Horowhenua. 
 
Horowhenua inpatient services have always focused on older people. Although a general hospital 
was intended, the urgent need for geriatric beds within the district shaped future service provision 
and Horowhenua Hospital opened in 1969 with two geriatric wards. By the 1990s Horowhenua 
was viewed as a centre of excellence for the care of the elderly with a focus on the assessment and 
rehabilitation of patients and helping them remain in their own homes with community support. 
 
The community has shown considerable commitment to securing services for the district over 
decades characterised by a rapidly changing health environment.  During the 1990s the community 
investigated forming a trust twice but decided not to progress with this. 

Horowhenua Health Centre 

The HHC opened in 2007and replaced the hospital which was no longer fit for purpose. The aim 
was to deal with viability problems of the old hospital and provide a foundation for the further 
development of primary and community services, including general practice.  
 
Key elements included 24 inpatient beds and four maternity post-natal beds and new services such 
as an after-hours accident and medical (A&M) centre,1 the Mobile Surgical Bus and subsidised 
transport to Palmerston North Hospital (Grafton Group Limited, 2003). Proposed medical 
staffing for inpatients was 2.9 FTE medical officers providing day-to-day oversight with 
consultant/specialist management. The proposed utilisation of the 24 inpatient beds was 12 
AT&R beds for those 65 and over and 12 general purpose beds for people of any age. The medical 
FTE included input into the A&M centre. 
 
The Mobile Surgical Bus and subsidised transport was introduced at the time the HHC was 
commissioned. The model implemented for inpatient and emergency services was different to that 
originally proposed. Current utilisation of inpatient beds is mainly AT&R, there is limited primary 
after-hours services (none after 7.30pm weekdays and 5.30pm on weekends) and no 
triage/assessment service. 

Investment and initiatives 

There has been significant investment into the Horowhenua/Otaki district over the last decade 
which has resulted in the number of staff at the HHC increasing from 100 to 170. Areas include: 

 Chronic care teams working alongside general practice.  

 General practice workforce. 

 Horowhenua Community Practice which is now owned by Central PHO.  

 Centralised after-hours services from HCP. 

 Fixed chair dental services within the HHC. 

 St John Urgent Community Care service. 

 Community based Health of the Older Person’s Team. 

                                                 
1 Level 1 A&M clinic (see Glossary, p. 68) operating 6pm-8am weekdays and 24 hours at the weekend. Estimated numbers 12 

weekdays, 15 weekend days. Staffing: triage nurse, medical officer on call to 10pm then GP on-call 10pm-8am. Nurse services free, 
normal charges for an after-hours GP consultation. Envisaged medical officers would see most patients that required a doctor. 
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 Horowhenua Integrated Family Health Centre (IFHC) 

 
The Horowhenua IFHC was one of the outcomes of the 2010 MidCentral DHB ‘Better, Sooner, 
More Convenient’ business case which aimed to transform primary healthcare services across the 
district. It was envisaged that the development of the IFHC would occur in two phases; firstly, by 
integrating all the primary and secondary services and systems at the Health Centre, and secondly, 
by working outwards to link in the wider health networks across Horowhenua. The main areas to 
enable the transformation were: clinical governance and leadership team; a combined management 
structure; and information systems to tie everything together. An overview of the IFHC is 
provided in Chapter 4 (p. 43) suggesting that this is still a work in progress.  

Review of AT&R services in Horowhenua – 2010 

An efficiency review of the AT&R service in Horowhenua was undertaken following a change in 
funding for the service from the AT&R to the ‘rural inpatient’ purchase unit which reduced annual 
funding by about $3million. The options considered were ward closure or changing the nature of 
the beds to become elderly step down beds which would require less intensive monitoring. In the 
latter option it was proposed that all specialist AT&R services be provided in Palmerston North 
and this change would result in improved GP access to the beds and lead to better integration of 
inpatient services with primary health care. 
 
The planned AT&R service reconfiguration of beds was suspended following staff and community 
feedback and pending the establishment of the IFHC (MidCentral DHB, 2010). The decrease in 
funding to the STAR 4 service has had no impact as there was no reduction in funding to the 
MidCentral Health Provider Arm and no change to STAR 4 expenditure budgets. 

Other initiatives 

There are a number of current initiatives that have relevance for Horowhenua inpatient services. 
These include the district nursing alignment project with primary care, the recently announced 
Interface Geriatrics Service being run out of Palmerston North Hospital ED and Medical 
Assessment and Planning Unit, and the Horowhenua Early Supported Discharge project which is 
described below. 

Early Supported Discharge Trial – Horowhenua 

The aim of the project which started recently is to develop, implement and evaluate a community-
based rehabilitation model to support the early discharge of inpatients. The project is 
physiotherapy-led and similar to the Waikato and Canterbury DHB’s early-supported discharge 
programmes (START and CREST) which have been effective in lowering lengths of stay and 
preventing readmissions as well as lowering health care costs. Restorative services will be provided 
for up to six weeks in the community when the patient will either move on to other community-
based therapy services and be discharged back to the care of their GP. The programme will require 
input from the local multidisciplinary team (MDT) including Elder Health medical officers. 
 
The project will design access criteria, re-orient therapy resources to provide a community-based 
service model and develop a therapy assistant skill-set across various disciplines. The pilot will 
include recommendations for the expansion of the early-supported discharge model across the 
DHB. 

Strategic framework 

Organisations providing publicly funded services must meet a range of requirements. This includes 
legislation, ministerial directions, government policy and adherence to the New Zealand Health 
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Strategy and other national strategies that flow on from this e.g. He Korowai Oranga, New 
Zealand Disability Strategy and the Primary Health Care Strategy. The recently-published Healthy 
Aging Strategy (Ministry of Health, 2016) has particular relevance for the STAR 4 service and the 
Horowhenua/Otaki locality given its older demographic. The Strategy’s five outcome areas fit 
within the New Zealand Health Strategy’s themes: people-powered, delivers services closer to 
home, is designed for value and high performance and works as one team in a smart system 
(Figure 1).  

Figure 1: Strategic framework for healthy ageing 

 
 
The Healthy Aging Strategy actions include: 

 Reduce inappropriate acute admissions and improve assessment processes. 

 Support effective rehabilitation closer to home by working across the whole system. 

 Ensure that those working with older people with long-term conditions have the training and 
support they require to deliver high-quality, person-centred care in line with a healthy ageing 
approach. 

 Focused care of frailty in the community. 

 Better integrate services for people living in aged residential care. 

 Improve medicines management. 

 Build a greater palliative care workforce closer to home. 

 
MidCentral DHB has recently developed a strategy for the high-level future direction of the DHB. 
The plan is consistent with the goals of New Zealand Triple Aim, as well as the New Zealand 
Health Strategy. The Strategic Imperatives identified to take MidCentral DHB forward are: 

 Equity for everyone everywhere; 

 Partner with people and whānau to support health and wellbeing; 

 Achieve quality and excellence by design; and 

 Connect and transform primary, community and specialist care. 

 
The model of medical care for Horowhenua needs to embrace these priorities. 
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The concept of rurality 

Funding and recruitment support is available to eligible rural GPs based on Statistics New Zealand 
classifications and the Rural Ranking Score (RRS). Under the former classification Levin, Foxton 
and Shannon are ‘independent urban’ areas which applies to towns/settlements without significant 
dependence on main urban centres.2 The RRS was reviewed in 2014 and currently rural status is at 
the discretion of the DHB Rural Alliance teams.  
 
Horowhenua/Otaki’s characteristics are similar to those in rural areas including an older 
population, higher deprivation and lower employment. This impacts on the ability of residents to 
access health services (especially those provided for some distance away at Palmerston North 
Hospital) and contributes to the poor health status and high burden of disease experienced by 
Horowhenua residents. This has been a challenge for a comparatively weak primary care sector, 
particularly in general practice. Although GPs in Levin and Foxton do not have rural status like 
Otaki GPs, the need for support has been well recognised and there has been considerable 
additional investment into the area to sustain and improve the workforce situation. This has 
included support provided by NZ Locums and after-hours funding. 
 
Research has identified that those living in ‘independent urban areas’ have particularly high rates of 
chronic conditions (Scott-Jones, 2016). The National Health Committee proposed this group 
would more accurately be described as rural because more than three quarters of this group do not 
have access to a base hospital (Fearnley, Lawrenson, & Nixon, 2016).  

The medical workforce 

The medical workforce in New Zealand DHBs increased by 38% over the last eight years 
(Ministry of Health, 2017). In contrast, the number and proportion of medical officers in DHBs 
reduced. Medical officers made up 3.7% of the total DHB medical workforce in March 2017 
compared with 5.3% in November 2008.  
 
Recent research completed by the Association of Salaried Medical Specialists (ASMS) into the 
future intentions of the DHB-based senior medical workforce found that many doctors would like 
to decrease their FTE and/or after-hours call/shift work (Chambers, 2016). Of those who intend 
to stay in the workforce over the next five years, 40% might look at reducing the hours they work, 
30% would like to decrease their on-call and/or shift work, and 8% would like to stop doing on-
call work altogether.3 
 
At the 2016 Royal New Zealand College of General Practitioners (RNZCGP) Conference an 
update on the workforce situation was provided (Townsend, 2016). Over a 16-year period GP 
numbers showed a much smaller increase than secondary care specialists (Table 1). Figure 26 (p. 
74) shows the ‘missing GPs’ between the ages of 35 and 50 (identified by the crisscross lines).  

Table 1: Change in the numbers of GPs and secondary care specialists, 1998 – 2014  

 1998 2014 Difference % change 

GPs 3159 3770 611 19% 

Secondary care specialists 2536 4700 2164 85% 

Source: Medical Council New Zealand survey data 

 

                                                 
2 Employment location is the defining variable where less than 20% of the employed population's workplace address is in a main 
urban area (Statistics New Zealand, 2004). 
3 The survey was completed by 2424 ASMS members employed by DHBs, a response rate of 63%. 
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Although there has been a recent increase in the number of domestic graduates, there is still a 
concerning shortage of GPs and a reliance on the large cohort of experienced older GPs as 
teachers and service providers. Townsend claims: 
 

It is crucial that GPs are valued and feel motivated to remain engaged and active in general practice, in 
particular those experienced GPs approaching retirement age as we are still not training sufficient numbers of 
GPs to replace them (Townsend, 2016 p. 72). 

Workforce statistics in recent RNZCGP reports included a decrease in GP FTE per head of 
population, a steadily increasing peak age and an increasing proportion of GPs intending to retire 
in the next 10 years, a decline in average hours worked (older GPs work less hours) and an 
increase in practices, especially in rural areas, reporting a vacancy in the last three years. The 
percentage of international medical graduates was 40%, MidCentral’s was 49%. One quarter of 
MidCentral GPs (26%) had weekly after-hours commitments compared with 19% for New 
Zealand. 
 
MidCentral DHB has been identified as worse off than many other DHBs for GP FTE per 
population and also has one of the highest proportion of College members intending to retire in 
the next 10 years (RNZCGP, 2016).  

Horowhenua/Otaki GP workforce 

Horowhenua has had longstanding difficulty recruiting and retaining GPs to the region. The 2003 
business case for the HHC identified concerns about the aging and diminishing GP population 
and the high workload compared with the MidCentral district as a whole. At that time there were 
18 GPs in the area, 12 in Levin, four in Otaki and two in Foxton (Grafton Group Limited, 2003).  

GP numbers have improved 

Table 2 shows that in May 2017 there were 27 GPs (21.3 FTE) working in seven practices in the 
Horowhenua/Otaki area. The average number of enrolled patients per GP FTE was 1534 with 
considerable variation between practices, from 1204 to 2499. Although indications are that GP 
numbers have improved it should be emphasised that this is a ‘point in time’ statistic4 and there is 
considerable flux e.g. HCP will be down 2.0 FTE by the end of July. Within HCP FTE is 0.4 FTE 
Clinical Director time which includes time for follow-up of results for GPs who have left. 

Table 2: Horowhenua/Otaki GP numbers and FTE per enrolled service user, May 2017 

Practice 
Number 
of GPs GP FTE 

Enrolled 
patients1 

Patients 
per FTE 

Horowhenua Community Practice 8 6.8 8,188 1,204 

Otaki Medical Centre 6 4.0 6,446 1,612 

Te Waiora Community Health Services 4 3.6 5,192 1,442 

Queen Street Surgery 4 2.8 3,891 1,390 

Masonic Medical Centre Ltd 2 2.0 4,999 2,499 

Cambridge Street Medical Centre 2 1.1 1,665 1,513 

Tararua Medical Centre 1 1.0 2,290 2,290 

Grand Total 27 21.3 32,670 1,534 

Note 1: Enrolled patients average of Oct 16 and Jan 17 quarters 

Source: Practice Managers. HCP FTE excludes 0.6 FTE for IFHC and includes O.4 FTE CD time  

                                                 
4 Queen Street are expecting an additional GP in July (0.4 FTE), Te Waiora are 0.6 FTE above budget due to an overlap of doctors 

and HCP has two doctors leaving in June/July. 
 



 

2. BACKGROUND  
 
 

Horowhenua STAR 4 Project (DRAFT for Stakeholder feedback MDHB, 19 June 2017)  7 

National statistics published by Medical Council New Zealand (MCNZ) use DHBs’ populations. 
More relevant are statistics per enrolled population. Table 3 shows that GP FTE per 100,000 
enrolled population for Horowhenua/Otaki towns is between 62 and 69 compared with 70 for the 
New Zealand population.  

Table 3: GP numbers and FTE population ratios, 1 May 2017 

Practice 
Enrolled 

population1 
GPs GP FTE 

GPs per 
100,000 pop 

GP FTE per 
100,000 pop 

Te Waiora 5,192 4 3.6 77 69 

Levin 21,032 17 13.7 81 65 

Otaki 6,446 6 4.0 93 62 

Horowhenua/Otaki 32,670 27 21.3 83 65 

New Zealand (MCNZ 2014) 4,509,616 3,770 3,1482 84 702 

Note 1: Enrolled patients average of Oct 16 and Jan 17 quarters, New Zealand is total population, not enrolled 

Note 2: MCNZ figures have been recalculated using capped FTE of 1.0 per person (provided by Frances Townsend, RNZCGP)  

 
The picture of workforce improvement is supported by Central PHO data which estimates GP 
FTE based on consultation numbers. There is a trend of increasing estimated GP FTE per 
100,000 enrolled population for Horowhenua which is now comparable with other MidCentral 
localities (Figure 27 & Figure 28, p. 74).  
 
A robust evaluation of general practice resources would also include the number of Nurse 
Practitioners (NP) and how effectively the practices are utilising Practices Nurses. Currently the 
counting of nurse consultations is variable. 

Age profile 

The age profile for Horowhenua/Otaki GPs is shown in Figure 2. The peak or the largest number 
of doctors is in the age bracket 60 to 64 years. This was much higher than New Zealand which was 
55 years in 2015 (RNZCGP, 2016). Forty-two percent of Horowhenua/Otaki GPs are 60 years 
and over compared to 20% for New Zealand (Table 4). Fifteen percent were aged 65 years and 
over. Average FTE was 0.8. 

Figure 2: Age profile of Horowhenua/Otaki GPs, May 2017 

 
Included 26 of 27 GPs, one GP excluded as age was not provided  
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Table 4: Proportion of GPs by age band, Horowhenua/Otaki and New Zealand  

 
Under 30 

years 
30-45 
years 

45-59 
years 

60 years 
plus 

Horowhenua/Otaki (May 2017) 4% 23% 31% 42% 

New Zealand (RNZCGP, 2015) 4% 26% 49% 20% 

Rural training 

In order for rural communities to have equitable access to health services, more medical graduates 
need to choose general practice5 and choose to work in rural communities. Although Levin is not 
classified rural, it has the same difficulty attracting graduates to the area. There is overwhelming 
evidence that giving trainees exposure to good-quality rural medicine during their training means 
they are more likely to work in rural areas once they graduate (Skelker, Zaharic, Sijnja, & Glue, 
2016). Targeted postgraduate training also increases the likelihood that young doctors will take up 
careers in rural generalist medicine (Nixon, Blattner, Williamson, McHugh, & Reid, 2017).  
 
All small hospitals surveyed during the project have medical students or registrars. Tararua hosts 
the Rural Medical Immersion Programme (RMIP) for 5th year medical students to train in rural 
communities. Tararua Health Group CEO Sharon Wards says it’s a successful programme that has 
resulted in a number of permanent GPs positions for Tararua. Dr Branko Sijnja, Director of the 
RMIP at Otago says they are exploring the possibility of increasing the number of students. 
 
There are plans to develop more training sites in rural communities. A virtual national School of 
Rural Health based in 20 rural communities around the country is being investigated as an option 
by Otago and Auckland Universities and Waikato recently announced its proposal for a medical 
school with a rural focus.  

Rural hospital training programme  

Rural Hospital Medicine (RHM) was recognised by the MCNZ as a specialty in 2008 and there are 
increasing numbers of doctors with this registration who are staffing small hospitals. The majority 
of the small hospitals surveyed during the project already have RHM specialists as part of their 
workforce or are trying to attract them. Hawera Hospital started off with one fellow and expects 
to have three by the end of 2017. The four-year vocational training programme is modular and 
allows for a range of training options which provides flexibility for doctors and health providers. 
About three quarters of trainees are taking advantage of this by combining general practice and 
rural hospital training. Rural medical generalism is a scope of practice that encompasses primary 
care, hospital or secondary care, emergency care, advanced skill sets and a population-based 
approach to the health needs of rural communities (Cairns consensus statement 2014). 
 
Although STAR 4 does not currently have the breadth of acute services necessary to attract this 
workforce, this could be a possibility for the future and would increase integration opportunities 
across primary and specialist services. 
 
The RHM programme is attractive to trainees (the number of applications now exceeds the posts 
available) and there is evidence that the programme has a positive impact on the rural hospital 
medical workforce (Nixon et al, 2017). In April 2017 there were 113 RHM specialists on the 
Medical Council’s list of registered doctors. The areas with the highest numbers were Southern, 
Northland, Waikato and Canterbury. Some areas have attributes that enhance the ability to attract 
recruits e.g. most of Southern’s RHM specialists are in Central Otago. 
 

                                                 
5 Tim Malloy, RNZCGP president stated recently a 30-50% increase is needed 
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Hospitals apply for accreditation to host registrars and are categorised as a Level 1 to 3 hospital 
according to the level of service provided, staffing and diagnostic services. Horowhenua is most 
similar to a Level 2 hospital, however, it would likely need to offer a wider range of clinical 
presentations and introduce point-of-care-testing (POCT) for laboratory. A RHM specialist would 
be required to provide supervision. Buller, Te Kuiti and Dargaville are accredited Level 2 RHM 
hospitals. 

Community Based Attachments 

Community Based Attachment/s (CBA) is a new requirement for postgraduate year-one and two 
resident medical officers (RMOs/interns) to experience primary care medicine first hand (Medical 
Council of New Zealand, 2016). The clinical attachment is led by a specialist in a community 
focused service in which the intern is engaged in, caring for the patient and managing their illness 
in the context of their family and community. By 2020 all interns will have to spend three months 
of their two years prevocational training on a CBA. 
 
Clinical attachments in a community setting can take place in a wide variety of settings, including 
but not exclusive to, general practice and urgent care. Other settings include mental health, 
hospice, older persons’ health and rural hospital medicine. There are a wide range of creative 
options when developing community-based attachments e.g. attachments can span more than one 
general practice or community practice setting. The Council has stated that innovation is to be 
encouraged and has provided feedback that Horowhenua services for older people could meet the 
requirements for CBA as long as there was sufficient community work. Examples would be 
working with the HOP team and providing services in ARC facilities as well as the outpatient/ 
community services currently provided by the team. 
 
MidCentral requires five CBAs for 20 interns. Current CBAs are in general practice and hospice 
and two more need to be developed. Twelve interns will complete CBAs in 2017.  

Interns in general practice 

Interns have been placed in general practice for a number of years. Requirements include a New 
Zealand vocationally registered GP to supervise. Participating practices are all in Palmerston North 
and exceed the number of available interns. Feedback is that it is not financially viable to place 
interns in Levin. Placements in areas with the worst shortages need to have more priority in order 
to help improve the situation. 

GP registrars 

There are insufficient registrars to fill available posts in the region which extends from Whanganui 
to Levin. There are two pathways available for GP registrars, College-employed or Practice and 
self-employed. This year the split was about 50/50. The regional medical educator reported 
doctors embarking on the College programme may choose not to be placed locally. Of the 13 
doctors interviewed last year only five or six wanted to work in the region. This year most of the 
12 doctors interviewed want to train locally. An important factor influencing regional preference is 
the employment needs of the doctor’s partner which may be in a larger centre. An increased 
number of GP trainees are not working full-time. When placing registrars in a practice the College 
considers doctor preference and suitability, however most will have a 6-month placement in a rural 
or high-needs practice. The College can provide some financial support for mileage and 
accommodation if asked. 
 
The only practice in the Horowhenua/Otaki area accredited for GP registrars is Otaki which is in 
the Wellington region. Horowhenua Community Practice has applied to be accredited as a training 
practice. 
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Nursing 

There are increasing numbers of senior nurses working in the community and a recent jump in NP 
numbers nationally. An article in May 2017 stated there were 247 NPs with 77 having obtained 
their registration in the last year (Stuff.co.nz, 2017). In 2016 about half of all NPs were working in 
the community and NPs can now be found in A&M and GP after-hours services. New money 
funded an additional 20 NP training places in 2016 (New Zealand Rural GP Network, 2015) and it 
is hoped that this will lead to more NPs working in rural areas.  
 
The Nursing Council Atlas tool showed that 12% of all NPs worked in the MidCentral DHB 
district in 2016, this was the third largest group in New Zealand, behind Auckland and Waikato. 

Model of care discussions and proposal 

In May 2015 a large group of clinical and managerial stakeholders discussed model of care 
possibilities for inpatient services at Horowhenua. Attendees were from STAR 4, MidCentral 
Health, Central PHO and HCP. The meeting was to discuss the identified need to have a step 
up/step down facility, impending medical personnel retirements on STAR 4 and the opportunity 
to provide a community placement for interns.  

Suggestions 

 Observation beds, Primary Options in Acute Care (POAC) – intravenous (IV) antibiotics, 
extend services beyond geriatric. 

 Training posts for paediatrics at HHC. 

 After hours: GP cover after-hours, RMO cover during the day with videoconference support. 

 Nursing – look at advanced roles, integration between primary/secondary. 

 Hospital in the Home supervision (has consultant oversight). 

 Look into day cases again. 

 Higher level of GP access needed with more involvement of the multidisciplinary team.  

Outcome 

There was agreement that AT&R beds would continue plus step up/partnership model with 
secondary care for increased GP access. Discussions were to take place with other practices. It was 
also agreed that the IFHC Governance Group should be reformed and that the existing 
Horowhenua IFHC plan could be used to further progress the new model. 
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In June 2016 a paper was written by the Clinical Director Elder Health proposing an integrated 
approach with expanded roles for medical officers working flexibly across sites – STAR 4, out-
patients, ARC facilities and supporting the HOP Team. As well as the impending departure of the 
0.3 FTE medical officer in STAR 4, HCP was having its own difficulties providing services to 
ARC. It was thought that a collaborative approach between MidCentral DHB and Central PHO 
could create a position of sufficient size to attract a doctor and at the same time resolve HCP’s 
issues. Another benefit was the potential to offer a CBA for prevocational doctors and have a 
work environment attractive to GP trainees and advanced trainees in geriatric medicine. A 
summary of the model follows. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
During the project in March 2017 a meeting was held between STAR 4 and HCP clinical and 
managerial leaders to discuss ARC services and the possibility of an integrated approach. The 
parties wanted to have more information about how the model would work. The idea was seen as 
good but barriers would need to be overcome. That included attracting a suitable doctor and 
working out how the approach would fit in with acute work in STAR 4. Aged residential care was 
seen as a difficult environment to work in because of the pressure of work, complex patients, 
meeting ARC facility requirements and the ‘system stuff’ including IT. The underlying problem 
was seen as not enough medical staff in Levin to provide primary and secondary services and 
fragile services. The HCP NP candidate (older adults) would improve capacity; however the role 
has no cover. 
 

A district wide model for the medical care of older people in Horowhenua  
Potential benefits of an integrated model 

 In line with ‘Older People Living Well with Frailty’ medical officers working 
with primary care teams and the Health of Older People (HOP) team 
promotes our vision of moving specialist care from hospital to the 
community, upskilling primary care in the process and fostering a 
collaborative approach to managing older people with frailty. 

 This model would see enhanced medical support for the HOP team and 
proactive management of frailty in ARC residents, with the possibility of 
prevention of admission to acute care facilities. The latter role of proactive 
management of ARC residents was shown to be effective in preventing 
transfer to acute care facilities when performed by a NP. 

 Proactive management of older people with frailty, both at home and within 
ARC facilities, is likely to have an impact on presentations to GP surgeries, 
referrals to (Elder Health) out-patients and the need for transfer to the ED. 

 Increased medical support for the HOP team will allow a greater number of 
patients to be assessed, and sooner. 

 Depending on resources there could be a ’Rapid Response’ component of 
the medical officer job plan for the 5 ARC facilities. Such a service would 
see a same day assessment by a MO of deteriorating ARC residents, with 
a view to implementing an urgent care plan to manage them in the ARC 
facility, for those residents who have expressed a wish not to be 
transferred to an acute care facility or where this is felt to be inappropriate. 

Dr Syed Zaman 
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3. Current state 

3.1 People and service utilisation 

Summary points 

 Just under one quarter of the MidCentral district reside in the Horowhenua/Otaki 
localities (38,172). Compared with other MidCentral localities the population is older and 
has the highest proportion of Māori and Pasifika. Residents have the highest health status 
disadvantage with higher-than-expected mortality and amenable mortality. 

 Although ED presentations numbers are substantial (8,000 pa) the rate is lower than 
expected. Numbers have increased in the past five years and the increase was in the 65 
and over age group which comprises about 40% of the total. 

 The level of access for hospitalisations was also lower than expected given the level of 
community need. This was 24% of discharges and 27% of bed-days. 

 The majority of annual inpatient events for Horowhenua/Otaki residents are provided at 
Palmerston North Hospital (94%) however most AT&R services received are provided at 
the HHC. 

 Average annual acute inpatient events were 5847. A high number (2195, 38%) were same 
day discharges, the majority emergency specialty indicating there may be opportunity to 
cater for more people locally.  

 Māori and Pasifika discharged under the emergency specialty were much younger than 
European. Eighty percent were under 65 compared with 46% for European. 

 

Demographic overview 

The graphs below show that the Horowhenua territorial local authority (TLA) has the largest 
population outside Palmerston North. At the 2013 census almost one quarter (38,172, 24%) of 
the MidCentral district’s population and one third (9,260) of all people over 65 resided in 
Horowhenua or Otaki (the MidCentral portion of the Kapiti TLA).. One quarter of all 
Horowhenua/Otaki residents (24%) were 65 or over. This compared to 17% for the MidCentral 
population and 14% for New Zealand (Table 27, p. 72). Palmerston North made up half the 
MidCentral population but had a much lower proportion of over 65s (13%) and a similar number 
(10,900). 
 

Figure 3: MidCentral population by TLA (2013 
Census) 

 

Figure 4: MidCentral population by TLA – ≥65 
years  
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Population growth is slow. From1991-2013 there was a 4% increase (1326 more people). This 
was less than the MidCentral district (6%) and much less than New Zealand (26%). There were 
peaks and falls over the 22 years, (Figure 25 p. 72) and overall population growth was mostly in 
Otaki which grew by 15% (1038 people). Horowhenua had negligible growth at 1% (288 people). 
The town of Levin grew somewhat faster than Horowhenua with 4% growth. In 2016 the 
estimated population was 20,600, 850 more than 1996. 
 
Horowhenua/Otaki is aging faster than MidCentral and New Zealand. Between the last census 
periods this was 3.7% compared with 2.4% for MidCentral and 1.9% for New Zealand. In 2013 
there were 1580 more people 65 and over living in Horowhenua/Otaki TL, compared with 2006. 
Between 2013 and 2023 the number of MidCentral’s older people is expected to increase by nearly 
10,000 people – it can be expected that at least one third of this increase will be in Horowhenua/ 
Otaki. 
 
Horowhenua and Otaki also have the highest proportion of Māori and Pasifika (22.3% and 
4.4% respectively) compared with the other MidCentral TLAs (refer Table 28, p. 72). 
 
The 2015 Health Needs Analysis highlighted that Horowhenua residents as a population group 
experience health status disadvantage. As well as higher proportions of older people, Māori, 
and people experiencing socio-economic deprivation (as does nearby Otaki) Horowhenua’s 
mortality numbers were 12% higher than expected when compared with New Zealand overall (age 
adjusted) (MidCentral DHB, 2015, p. 7). Horowhenua also had higher-than-expected numbers of 
amenable mortality.6 

Utilisation of specialist services in Palmerston North   

Emergency Department presentations  

During the 2015/16 year 8,313 people residing in the Horowhenua/Otaki TLAs presented to 
MidCentral Health Emergency Department (ED) in Palmerston North. This was 19% of all 
MidCentral Health ED presentations which was somewhat less than the 24% population 
proportion. Table 5 shows that Otaki residents have a particularly low ratio of ED presentations 
per population, which is understandable because many choose to travel south for services. 

Table 5: ED presentations and population ratio, 2015/16 

 
Number of ED 
presentations Ratio per pop 

Horowhenua 7,258 0.241 

Otaki 1,055 0.131 

Combined area 8,313 0.218 

MidCentral Health 43,783 0.269 

 
Figure 5 and Figure 6 shows ED statistics at Palmerston North Hospital for Horowhenua/Otaki 
residents for 2010/11 to 2015/16. During this period growth was less than for the total service, 
7% (558) compared with 11%. Otaki showed more growth than Horowhenua (14% vs 6%). The 
number and proportion of ED presentations for people 65 and over is increasing. 
 
Admissions – 39% of ED presentations were admitted in the last two financial years. 
After-hours – 33% of ED presentations were between the hours of 8pm and 8am.  
 

                                                 
6 Amenable mortality is mortality from those conditions thought to be amenable to health service intervention. 
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Figure 5: ED presentations for Horowhenua/Otaki 
residents, 2010/11 – 2015/16 

Figure 6: ED presentations for Horowhenua/Otaki 
residents by age, 2010/11 – 2015/16 

 
 

Hospitalisations for Horowhenua/Otaki residents 

There were 562 inpatient events provided at the HHC. Nearly all were for people with a 
Horowhenua/Otaki domicile (525, 93%). Another two percent lived in the Capital & Coast DHB 
portion of Kapiti Coast. 
 
Table 6 shows the breakdown of inpatient events by facility and specialty. This shows that: 

 81% of all elderly/rehabilitation services are provided at HHC;  

 94% of total inpatient events are provided at Palmerston North Hospital; 

 over 80% of inpatient events are surgical, medical or emergency. 

 

Table 6: Annual inpatient events for Horowhenua/Otaki residents (average of 2015 & 2016 calendar years) 

Specialty PNH HHC Total % HHC % Total 

Surgical 2689 701 2759 13.3% 33% 

Medical 2262 28 2289 5.2% 27% 

Emergency 1826  1826  22% 

Elderly & Rehab 52 427 458 81.4% 5% 

Paediatric 405  405  5% 

RCTS 300  300  4% 

Womens Health 272  272  3% 

Grand Total 7805 525 8329 100.0% 100% 

 93.7% 6.3% 100%   

Note 1: Day case dental procedures 

Mental Health and Maternity Discharges were excluded 

 
Horowhenua/Otaki residents received over one quarter of all inpatient discharges and 27% of all 
bed-days provided by MidCentral Health. This is less than expected given the demographic and 
level of health needs. This could mean a lack of access or that need is being met by primary and 
community services. Average length of stay was 3.2 days compared with 2.8 days for the 
MidCentral service overall.  

Acute events at Palmerston North Hospital 

Three quarters (5847) of annual inpatient events were acute. Thirty-eight percent (2195) were 
discharged on the day of admission and 21% (1210) had an overnight stay. Two thirds of same-day 
discharges and one third of overnight stays were emergency specialty (1444 and 379 respectively). 
Figure 7 shows Day 0 discharges. Medical was the second top specialty. 
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Figure 7: Day 0 discharges – Horowhenua/Otaki residents 

 

Ethnicity and age 

Acute events at both facilities 

 Ethnicity: European 80%, Māori 16%, Pasifika 3%, Asian 1%. The ethnicity profile was 
similar to other MidCentral localities except fewer Asians (0.9 vs 3.5%). It would be expected 
that Horowhenua/Otaki would have a higher proportion of Māori inpatient events given the 
population profile. 

 Age proportions: A marked difference to other localities, with more than half aged 65 and 
over (56%) compared with 39% for other residents living in other TLAs. 

Emergency specialty inpatient events 

Nearly one third of acute annual inpatient events were emergency speciality discharges (1826 of 
5847), the majority (79%) had a length of stay of 0. Four fifths were European and nearly half 
were 65 and over. Māori and Pasifika were under-represented and older adults were over-
represented. 

 Ethnicity: European 81%, Māori 16%, Pasifika 2%, Asian 1%. 

 Age: 0-24 years 15%, 25-44 years 14%, 45-64 years 24%, 65 years and over 47%. 

 
The graphs below illustrate the age and ethnicity make up of emergency specialty discharges. The 
majority of Māori and Pasifika discharges were under 65 (79-80%) compared with 46% for 
European. Asian were excluded due to the small numbers. 
 

Figure 8: Annual emergency specialty discharges 
by age 

 

Figure 9: Annual emergency specialty discharges 
by ethnicity 
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3.2 Horowhenua Elder Health Services 

Summary points 

 STAR 4 is an AT&R ward for people 65 and over and also provides medical admissions, 
health recovery, palliative care and latterly a small dialysis service. 

 Entry criteria for AT&R in STAR 4 is the same as STAR 2. A small number of 
Horowhenua/Otaki patients receive services in STAR 2 if they require shared care or 
more intensive input (8%).  

 In 2015/16 78% of admissions were transfers (53% medicine, 36% surgery, 8% ED). 

 An audit showed only two thirds of STAR 4 patients were discharged home. 

 Bed-day and occupancy trends were static until beds were reduced by four in late 2015. 

 Outpatient/community services have increased. The introduction of CNS services in 2013 
enabled more follow-ups and community visits.  

 There are multiple clinical services connected with Elder Health, the majority providing 
planned services. There are limited after-hours services. 

 

 
STAR 4 is a 20 bed inpatient ward based within 
the HHC providing specialist level AT&R, 
palliative care and medical services primarily for 
people over 65. The number of beds was reduced 
from 24 to 20 in November 2015 and a three-
chair renal dialysis service commenced in April 
2017.  
 
The STAR 4 service sits within the MidCentral 
Health Elder Health service line which is 
described in the adjacent box. STAR 2 is the 
benchmark service at Palmerston North Hospital. 
 
The focus of medical or surgical services is on the 
diagnosis and management of acute conditions 
whereas the core of AT&R services is maximising 
a person’s abilities and independence, restoring 
lost function and preventing new or further 
functional loss. 
 
Those who continue to have complex health, 
disability and/or age related needs following their 
acute episode, and who require a higher level of 
rehabilitation, can be referred to the AT&R 
services to maximise functional outcomes, or for 
further assessment in relation to complex 
discharges. AT&R services provide essential 
components of the orthopaedic service and 
fractured neck of femur pathway, and the stroke 
service and pathway. 
  

ElderHealth 

 ElderHealth is a specialist service for 
people over the age of 65 years (55 years 
for Māori) with a focus on assessment, 
treatment and rehabilitation (AT&R). 

 The ElderHealth team maximises 
independence for older people by working 
with them, their whānau and carers to 
determine the treatment and care options 
that promote both dignity and quality of life. 

 ElderHealth offers a multidisciplinary 
service with access to geriatricians, clinical 
nurse specialists, physiotherapists, 
occupational therapists, social workers, and 
speech and language therapists. 

 Outpatient clinics are held at STAR Centre, 
Palmerston North Hospital; Horowhenua 
Health centre, Dannevirke Community 
Hospital and Pahiatua Health centre. In 
certain circumstances a home visit by a 
geriatrician can be arranged. 

 Prior to the outpatient clinic appointment, 
the Clinical Nurse Specialist may visit the 
older adult at their place of residence to 
carry out a comprehensive initial 
assessment.  Access to ElderHealth 
services is usually via a GP referral. 

 Inpatient AT&R takes place on STAR 2 
(Palmerston North) and STAR 4 
(Horowhenua). 

MidCentral DHB website 
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Service specifications 

Ministry of Health (MoH) service specifications 
set out the minimum services, in terms of range, 
level of access and standard, which DHBs must 
ensure are provided to their populations. As 
mentioned in the Background, STAR 4 is 
funded under the ‘rural inpatient’ contract (Level 
2 Rural Hospital). There is no nationwide service 
specification specifically for ‘rural inpatients’ but 
the Midland Regional Health Authority 
published one in 1999 which has not been 
replaced (see adjacent).  
 
Compared to the AT&R service, the rural 
inpatient service covers all ages and has a focus 
on the diagnosis and management of acute 
medical or surgical conditions rather than 
rehabilitation and maximising functional 
outcomes. 
 
The AT&R service falls under ‘transitional support services’ within the ‘Community Health, 
Transitional and Support Services’ specification which: 

provide support to avoid unnecessary admission or support discharge from hospital for people with a stable 
health condition, but who are assessed as needing DHB funded support to recuperate and increase their level of 
independence. The services are provided by inter-disciplinary teams with advanced competence in physical and, or 
mental health and addiction conditions and interventions to treat, rehabilitate or maintain functional capacity 
(Ministry of Health, 2015).  

STAR 4 provides services under the ACC non-acute rehabilitation (NAR) contract that specifies 
physicians providing the service will preferably be fellows of the Australasian Faculty of 
Rehabilitation Medicine. Specialists who hold vocational registration in internal medicine are 
considered if they have an interest and proven work experience in rehabilitation. 

Difference between STAR 4 and STAR 2 

The entry criteria for STAR 4 is the same as for STAR 2 at Palmerston North Hospital and is 
largely determined according to the patient’s address. Exceptions are patients requiring more 
intensive input; daily speech language therapy (SLT), shared care with surgeons or physicians on a 
daily basis or those receiving renal dialysis. Patients who are medically or surgically unstable are 
not accepted into STAR services.  
 
The main difference between STAR 2 and STAR 4 is the additional services that STAR 4 provides. 
The services are: 

 Community admissions from GPs – e.g. infections, frailty – unsafe to leave at home, and 
medical conditions that need review in an inpatient environment (refer p. 92 for criteria). 

 Palliative care. 

 Health recovery – patients who would otherwise face inappropriate extended length of stay in 
acute inpatient services e.g. patients with fractures requiring rehabilitation but are not ready to 
start e.g. non-weight bearing.  

 
The service specification for health recovery states that “Patients have been clinically assessed as 
ready for discharge, e.g. no longer require acute hospital services input.” Health recovery services 

Service Description 
Medical and Surgical Services – MS2: Rural 
Inpatient Services 
Client Group (excerpt): 

 Patients referred by primary care providers 
and/or emergency departments for medical 
and/or surgical assessment, diagnosis, 
stabilisation and/or treatment. 

 Patients will be derived from all age, sex 
and ethnic groups in the population and will 
present with a variety of diseases and 
conditions.  

 Local secondary services may refer to 
regional services which act to support the 
secondary referral services including 
convalescence. 

 Patients will be referred when the provision 
of services in a community setting 
becomes ineffective or inappropriate. 
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in other MidCentral localities are provided in ARC facilities at a cost of about $186 per bed-day. In 
2015/16 there were 1332 bed-days purchased in ARC facilities. It is not known how many health 
recovery bed-days are provided in STAR 4. 

Profile of the STAR 4 service and 
users  

The adjacent box provides a summary of key 
statistics. All admissions are entered as AT&R 
specialty (including community admissions) 
except for palliative patients where the medical 
specialty code M00 is used. A second admission 
is created if a patient becomes palliative during 
their stay. An additional admission is also 
created if there is a change of funder (DHB to 
ACC or the reverse). Data entry practices are 
different in STAR 2 where patients are coded to 
a variety of non-AT&R medical and surgical 
sub-specialties (23% in 2015/16). 
 
An audit of admissions was last completed in 
2011 and showed slightly more transfers (81%). 
The 2010 review noted the decline in 
community admissions and increasing numbers 
of AT&R patients since 2003/04. The 2011 
audit identified 7% of total admissions as ‘rural.’ 
 
The proportion of surgical transfers (36%) is 
slightly higher than in 2011 (33%) and made up 
43% of all bed-days for transfers. Three 
quarters of surgical patients and 80% of surgical 
bed-days were orthopaedic. The 2011 audit 
identified that 22% of transfers were strokes 
and 12% were palliative. 
 
An audit showed that only two thirds of 
patients were discharged home (Figure 10, p. 
19). Of the 18% discharged to a rest home, only 
one quarter were admitted from this location. 
STAR 4 has a high rate of deaths due to the 
palliative care service provided, the October 
2016 Elder Health Morbidity & Mortality 
Meeting noted that there were 26 AT&R deaths 
in the first six months of 2016, 25 of which 
occurred on STAR 4.  
 
In 2015/16 almost all STAR 4 discharges were for people resident in the area (92%) and aged 65 
and over (93%). One third of the total were 85 years and over. The average age is not increasing 
(82 in 2009/10). There was a very low proportion of Māori and Pasifika (5% and 1% respectively). 
 

STAR 4 statistics for 2015/16 
Discharges 

489 (468 events). Events are less due to additional 
admissions created for change of specialty/funder 

 
Speciality 
D01 AT&R Geriatric (65 years +) – 432 (88%) 
D41 AT&R Rehab (< 65 years) – 25 (5%) 
M00 Medical (palliative) – 32 (7%) 

 
Source of admission 

Transfers – 78% 
Community – 22% 

 
Original speciality of transfers from PNH 

 Admissions Bed-days 

Medicine 53% 43% 

Surgery 36% 45% 

ED 8% 10% 

Other 3% 2% 

 
Discharge destination (audit 3 months) 

Home – 67.5%, Rest home 17.5%, deceased 13%, 
Transfer Palmerston North – 2% 
Deaths 2015/16: STAR 4 – 8%, STAR 2 – 0.9% 

 
Demographic profile – STAR 2 & STAR 4 
(Statistics for 2 years - 2014/15 & 2015/16 combined) 

 
Gender – percentage female 
STAR 4 – 57.4%, STAR 2 – 56.4% 

Age STAR 2 STAR4 

< 45 years 5% 1% 

45-64 years 14% 7% 

65 - 84 years 52% 61% 

85+ 29% 31% 

Total 100% 100% 

Average age  75.4 78.9 

Median age (15/16) 79 81 

 
Ethnicity STAR 2 STAR4 

Asian 2.2% 1.1% 

Māori  6.7% 4.8% 

Pasifika 0.7% 0.6% 

Other 90.3% 93.5% 

Total 100% 100% 

 
Residence in Horowhenua / Otaki 

STAR 4 – 92%, STAR 2 – 8% 
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The STAR 2 cohort included a small proportion of Horowhenua/Otaki residents (8%) and was 
younger with 20% under the age of 45 years. This is also reflected in size of the AT&R service for 
those under 65, for the 2015/16 year, 18% of total STAR 2 volume was coded to this specialty 
compared to 4% for STAR 4. 

Figure 10: Discharge destination 2016 (audit of 3 months) 

 
Source: Audit completed by STAR 4 medical officer. Time period 3 months during 2016 (Feb, May & Sep). 

 

Activity trends – bed-days, occupancy and waiting list 

Over the past five financial years STAR 4 bed-days comprised about 40% of total STAR 2 and 
STAR 4 bed-days except for the 2013/14 year when STAR 2 had a jump in volume. STAR 4 bed-
days dropped below 7000 for the first time in 2015/16, the monthly picture showed that bed-days 
decreased following the reduction in beds in November 2015. For the 12 months May 2016 – 30 
April 2017 only 6640 bed-days were used. 

Figure 11: Trend in bed-days, STAR 2 & STAR 4 

 
 

Length of stay 

There is no clear trend in length of stay in the last five years. STAR 4 has a lower length of stay 
compared to STAR 2 for total bed-days and also if restricted to those coded to the AT&R 
Geriatric specialty (Figure 12 & Figure 13). However this result could be influenced by coding 
practices as community admissions in STAR 4 are also coded to Geriatric AT&R (unless palliative 
care) which are likely to have a lower length of stay. 
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Figure 12: Trends in length of stay, all bed-days Figure 13: Trends in length of stay, Geriatric AT&R 

Occupancy  

Figure 14 shows that the average yearly occupancy for the six years between 2009/10 and 2014/15 
was relatively stable at 21-22 beds except for 2010/11 (19 beds). Occupancy dropped at the end of 
2015 following the reduction in bed numbers from 24 to 20.  

Figure 14: Occupancy trends 

 

Waiting list 

A manual spreadsheet is kept of all referrals to STAR 2 and STAR 4 to monitor the waiting time 
between referral to the service and transfer. Figure 15 shows monthly waiting time since July 2009. 
Although there are fluctuations, the waiting time improved from 2015 until the last few months. 
For the 12 months November 2015 to October 2016 the average days waiting for STAR 4 was 
1.26 days (range 0.5 to 2.69) compared with 1.7 days for STAR 2 (range 0.75 – 3.27). 

Figure 15: Average time from placement on STAR4 Waiting List to transfer 
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AT& R bed numbers 

The following table was compiled with information sourced from previous work. The number of 
beds for 2016 is calculated at 16 based on 80% AT&R volume. The number of AT&R beds per 
population is declining. This has occurred within the context of more day surgery, day medicine 
and shorter length of stay.  
 
There is wide variation in bed provision in New Zealand with different models of service delivery 
making bed comparisons meaningless e.g. in Christchurch ortho-geriatric beds are within AT&R 
bed numbers as geriatricians do the pre-op and post-op ward care and orthopaedic surgeons only 
do the surgery. 

Table 7: Trend in AT&R beds, Geriatric 65 years and over 

 

MidCentral DHB 
population 65 

years + 

STAR 2 beds STAR 4 

Ratio of beds per 
1,000 population 

65 years + 

1989  100 (approx.) 4.2 

2001  25 12 + 12 1.8 

2009 22,347 25 23 + 1 2.15 

2016 27,610 25 16 + 4 1.48 

Outpatient and community services 

The team providing Elder Health outpatient/community services include a geriatrician, medical 
officer and CNS. Activity is presented in the following graphs and Table 8. Total volume increased 
by 25% over the five year period. The increase was in community visits and repeat visits. Fewer 
new patients were seen in 2015/16 compared with five years earlier (215 vs 266). The variation in 
new and follow-up patient numbers appears to have been due to the introduction of CNS services 
in 2013. Initially more new patients were seen by the CNS followed by an increase in follow-up 
visits in the community. The ratio of follow-ups to new patients increased from 1.0 to 1.6. 
 

Figure 16: Trend in outpatient and community 
visits by location 

 
Attended visits 

Figure 17: Trend in outpatient and community 
visits by visit type 

 
Attended visits 

Table 8: Activity by practitioner 2013/14 – 2015/16  

Practitioner 2013/14 2014/15 2015/16 % home 15/16 FU ratio 15/16 

Geriatrician 125 130 144 0% 2.0 

Medical officer 314 291 274 24% 1.4 

CNS 140 147 150 90% 1.8 

Total 579 568 568 35% 1.6 
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Analysis of the last two financial years showed that patients using the service were predominately 
over 65 and one quarter were over 85 (23%). The smaller ethnicities were under-represented; 
Māori 6%, Asian 1%, Pasifika 0.2% 
 
For the 2015/16 year 80% of referrals were from GPs. There is some overlap with the HOP team 
so referrals are discussed to ensure there is no duplication. Referrals are triaged by the geriatrician 
or the medical officer/CNS in her absence and currently are seen within appropriate timeframes 
(about one month). Practitioners described the services as catering for complex patients with 
multiple problems including: polypharmacy, memory problems, post-stroke, Parkinsons, chronic 
pain and multiple admissions. A significant proportion of referrals are for cognitive decline. The 
CNS does cognitive assessments in the home and before outpatient appointments on Thursday 
afternoons, however the preference is to do these at home. Specialised Elder Health assessments 
are performed for patients being transferred between Needs Assessment Service Coordination 
(NASC) agencies and those for dementia level care.  
 
Geriatrician input is sought as necessary and the input of the inter-disciplinary team is very 
important. 
 
Patients have social issues that must be dealt with e.g. the CNS had just finished helping a 75-year 
old who attended clinic for cognitive and functional assessment. The patient needed assistance 
with a blood test, lunch and a ride home as he had no money and was going to hitch-hike. 
 
The main issues are lack of cover for the team, additional hours worked due to work load and 
insufficient allied input for services. In addition, the CNS performs admin tasks such as ringing 
patients to make appointments and car bookings (availability of cars is an ongoing problem). The 
Elder Health team cannot see HOP patient information on the system. 

Summary of clinical services 

There are multiple clinical services in Horowhenua/Otaki. A profile of those most closely 
connected to the MidCentral Elder Health service is shown in Table 9 on the following page 
followed by a description of selected services. There are other services at the HHC with a close 
relationship e.g. Older Adult Mental Health. Horowhenua Community Practice is only one of 
seven general practices in Horowhenua/Otaki but is specifically described, firstly, as it is co-
located with STAR 4, and secondly, due to the proposal that STAR 4 and HCP work together to 
provide ARC services in order to resolve their respective workforce issues. 
 
STAR 4 is the only service with medical staff available overnight. Phone advice is available 
through general practice and hospice. 
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Table 9: Profile of clinical services in Horowhenua 

Service 
name 

Provider Description Horo / 
Kapiti TLAs 

Hours After-hours Staffing Cost to 
service 
user 

Elder Health  MidCentral 
Health 

STAR 4 Inpatient services – 
AT&R for under & over 65s 
(including health recovery), 
palliative and community 
admissions 

Yes 24/7 24/7 MO x 2 Mon-Fri 8am – 4pm + 
after-hours cover (2.3 FTE) 
Geriatrician Mon & Thurs (0.5 
FTE) 
Nursing & allied team 

Nil 

Elder Health MidCentral 
Health 

Specialist outpatient and 
community services 

Yes Mon – Thurs 
business hours 

No MO outpatients and community 
(0.5 FTE), CNS community (0.8 
FTE) 

Nil 

HOP team Central PHO Community service for older 
people with complex needs, 
“at risk” and needing IDT  

Yes Mon – Fri business 
hours 

No GP 0.4 FTE  
Vacancies – NP & RN 2.0 FTE 

Nil 

Horowhenua 
Community 
Practice 
(HCP) 

Central PHO General practice Levin and 
surrounds Mon – Fri business 

hours 
After-hours: (all 
Horowhenua GPs 
participate) 

Weekdays 6-7.30pm,  
Weekends 8-5.30pm 
Phone triage after 

clinic closes  

GP and nursing team including 
NP candidate (older adults) 
(Mon-Fri) 
CCN 1.3 FTE  

Yes 
 
 

No 

Community 
GPs 

Private 
providers / 
Central PHO 

General practice Yes GP and nursing team Yes 

Urgent 
Community 
Care (UCC) 

St John Urgent and unplanned 
care/advice in the 
community or primary health 
care setting  

Yes 10am – 10pm 5-10pm Paramedic (Intermediate Life 
Support) 
CCN Te Waiora 0.8, Otaki 0.7 

Nil 

Hospice Arohanui 
hospice 

Specialist palliative care  
Hospice in PN, outreach 
service provided for 
Horowhenua area 
Day programme / clinics 
opening in Levin 

Yes Mon – Sun business 
hours 

Weekend daytime -1 
person whole DHB. IP 
nurses and hospice 
provide advice after-
hours (Specialist on-

call) 

Palliative Care Coordinator and 
team (includes access to 
specialist medical) 

Nil 

District 
Nursing 

MidCentral 
Health 

Nursing services in the 
community including 
Hospital at Home, catheters 
and palliative care 

Yes 8am – 5pm After-hours cover PN Horo 4.0 FTE RNs, Otaki 1 RN 
fulltime plus 1 RN till 1pm 

Nil 

CCN – Chronic care nurses, HOP – Health of older persons, MO – Medical officer, RN – Registered Nurse 
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3.3 Related services 

Summary points 

 The HOP team was introduced to support GP teams and ARC. Evaluation was positive in 
2013, particularly for NP services in ARC. The team reduced from 2.4 to 0.4 FTE 
following staff departures and referrals are limited to Supportlinks, PEDAL & ED.  

 The number of people receiving palliative care in ARC has increased and fewer people are 
being managed by specialist palliative care services. Over one third of all deaths are in 
ARC facilities. Access to on-site medical advice for unplanned situations is a big issue.  

 One ARC facility estimated that about 40% of transfers to PNH could have been 
managed locally.  

 The STAR 4 palliative service enables people to be close to home. Horowhenua/Otaki 
residents are high users of specialist palliative care services – 32% of total referrals (15% 
of hospice catchment). The community hospice team access STAR 4. Access to GPs and 
after-hours is an issue for the specialist palliative care team. 

 The St John UCC service operates 10am-10pm and in 2015/16 treated 816 people at the 
scene. GP input may be required so this is a problem after-hours. 

 Horowhenua Community Practice is located in the HHC and is the site for GP after-
hours services (5pm-7.30pm weekdays and 8am-5.30pm weekends). 

 Urgent problems are dealt with by general practice according to capacity but there is no 
formal acute assessment service. HCP tends to be the local provider of last resort because 
it is PHO owned, its location and community expectation. 

 There is only one registrar in the Horowhenua/Otaki area located at Otaki. HCP expects 
to have a GPEP 1 post by the end of the year. The plan is to become a centre for primary 
education and attract and support trainee clinicians. 

 HCP picked up services to four ARC facilities at short notice mid-2016. This placed 
pressure on the practice and required locum cover. A NP candidate (older adults) has been 
employed and will be able to provide services for many stable patients once qualified. 

 Medical services for ARC in Levin are provided by four general practices, HCP now 
provides services to the two Presbyterian Support Central facilities only. This is estimated 
at 14 hours per week provided over three to four clinics. Services include regular clinics 
and responding to requests for advice during business hours. 

 

Health of Older Persons Team – Horowhenua  

The establishment of a Health of the Older Persons (HOP) team in community settings was one 
of four initiatives that came out of MidCentral DHB’s 2010 Better, Sooner, More Convenient 
Business Case that focused on transforming services for older people. The aim was to support 
general practice teams and ARC. The Horowhenua HOP team was established in 2011 and was 
led by a NP and consisted of a 0.4 FTE GP with Special Interest (GPSI): Older People, a full-time 
registered nurse (RN) and physiotherapy resource as required (outsourced). A pharmacist was 
allocated to provide advice but was not replaced when the incumbent left.  
 
The NP position was allocated 0.4 FTE to the HOP team and 0.6 FTE to three ARC facilities. 
The role in ARC facilities was to provide support, education and information to staff, education 
and information to the family of residents, regular medication reviews, three-monthly visits to 
residents previously seen by a GP, assess acute presentations and provide clinical leadership to 
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facility staff. The NP role within the HOP team was mentoring, particularly for the RN, and 
organisation and liaison which enhanced the output for the team. 
 
An evaluation of the HOP team in 2013 recommended the service continue. Included in the 
evaluation was a summary of the evidence of the benefits of using a community-based specialist 
older person’s team. These were: an increase in the quality of life, fewer falls, increase in self-
management, decrease in inappropriate prescribing and a decrease in the mortality rate (Central 
PHO, 2013). The evaluation noted there was no measurable impact upon Māori health outcomes 
or inequalities experienced by Māori and other groups facing significant health disadvantage. 
Evaluation results included: 

 Rate of ED visits decreased significantly by 28% post NP intervention compared to 21% 
increased rate for facilities without a NP.  

 Acute hospital admissions were decreased significantly by 22% post NP intervention 
compared to a 21% increased rate for facilities without a NP.  

 Hospital admissions with diagnoses that could possibly have been avoided through earlier 
intervention were decreased 26% post NP intervention compared to an 18% increase in 
facilities without NP intervention (not statistically significant). 

 
Referral criteria: 

 Age over 65 or 55 years if Māori 

 GP teams feel patient could benefit from interdisciplinary team (IDT) approach  

 Presenting at ED following a fall (Map of Medicine pathway)  

 People deemed to have moderate to complex age related needs. Includes: 

o People whose health is unstable (not acute) who are at risk, present frequently to GPs 

o Multiple presentations to ED 

o At risk of premature entry into residential care 

o Multiple interacting pathologies 

o Polypharmacy issues 

o Frailty or functional decline impacting on independence 

o Cognitive decline impacting on function/behaviour 

 
Allied input is small and apart from the allocated physiotherapy resource is sourced from 
MidCentral DHB via referral. Occupational therapy (OT) will give out urgent aids if asked. More 
OT and social work hours would help to provide a more comprehensive and timely service. The 
HOP doctor described the need for services as very high with the aging community, deprivation 
and associated transport issues.  
 
Referrers are GPs, Supportlinks, ED, Post Emergency Department Assessment & Liaison 
(PEDAL). People are seen in their home environment and the team sets up/facilitates support as 
required e.g. Age Concern, WINZ, Alzheimers Society, secondary care teams, Supportlinks, allied 
health. The HOP and STAR 4 teams liaise closely. The HOP team refer to STAR 4 and also share 
information and assist with discharge planning for ward patients. Elder Health are collegially 
supportive and available to the HOP team to discuss cases although have their own high volume 
workload. There is a monthly MDT attended by Elder Health, HOP team, Supportlinks, 
Alzheimers Society and CNS from HCP. Integrated patient management systems would enable the 
teams to view the input of other services. 
 
Recent statistics for the HOP team are shown in Figure 18. They are impacted by a reduction in 
team capacity. The NP became ill and left prior to mid-2016 and the RN left in December 2016 
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leaving the 0.4 FTE GPSI to provide the service with physiotherapist support. Referral acceptance 
was restricted to new patients via Supportlinks, PEDAL team and FALLS protocol. GP referrals 
are no longer accepted; until recently they were being triaged and advice provided. As well as 
providing clinical assessments the GPSI role includes triage, gathering relevant information, 
booking appointments and contacting patients and families, liaison with relevant organisations, 
typing up assessments and making referrals. 

Figure 18: HOP Team activity 

 
 

Age and ethnicity for the 2016 year was: 

 Age: Under 80 – 43%, over 80 – 57%.  

 Ethnicity: Māori 3%, Pasifika 1%, Asian 1%, Other 95%. 

 
Stakeholders view the HOP service as exemplary and “the flagship of integration” but say its 
success was person specific and the service vulnerable as demonstrated by the workforce issues. 
There are currently no recruitment efforts to replace the NP lead and the RN. The future direction 
of the service will be decided following the current review being undertaken of the Palmerston 
North HOP service which is expected to be completed by the end of July 2017. 

Aged Residential Care 

As expected Horowhenua has a high proportion of rest home beds compared with other 
MidCentral localities – 28% which is much higher than the population proportion of 18.5%. The 
number of beds per 10,000 population 65 years and over is shown in Table 10. Manawatu has the 
highest ratio and Otaki the lowest. The Data Appendix (p. 76) presents statistics by service type 
and occupancy for the Horowhenua/Otaki area. Levin has the highest overall occupancy (85%) 
and dementia beds have the highest occupancy by service type (89%). 

Table 10: MidCentral DHB ARC beds  

Locality ARC beds 
Population 65 
years + (2013 

Census) 

Beds per 10,000 
population 65 

years + 

Manawatu 399 4500 887 

Palmerston North 716 10,900 657 

Tararua 168 2,950 569 

Horowhenua 501 7,300 686 

Otaki  21 1,960 107 

MidCentral DHB 1805 27,610 654 

Source: MoH website, list of certified Rest Home providers  
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The demand for ARC is expected to increase. The Ernst & Young Aged Care Demand Model 
estimates the number of residents for Horowhenua/Manawatu/Tararua will increase by 70%, 
from 895 to 1518 residents between 2015/16 and 2031/32 (Figure 19).  

Figure 19: Demand for aged care: Horowhenua/Manawatu/Tararua, Scenario: Population change 

 
Source: Ernst & Young Ltd Aged Care Demand Model V1.1 (2016 Update) March 2017 

 
It is estimated well over a third (35-38%) of New Zealanders live out their final years and die in 
ARC facilities. Almost one half are estimated to be living in ARC at the time of death (Broad, 
Boyd, & Connolly, 2011). This is expected to increase and if current patterns of end-of-life care 
continue, most of the deaths over age 85 will occur in ARC facilities after an extended period of 
care. These deaths are likely to be occurring to people with more co-morbidities and a high 
prevalence of dementia (NZ Aged Care Association, 2016). 
 
During the project three ARC providers in Levin covering five facilities and 295 beds were 
interviewed. Managers reported palliative care services were increasing with associated increases in 
turnover. This trend is supported by studies which show ARC facilities are experiencing an 
increase in the number of people being admitted for end-of-life care and also following discharge 
from an acute hospital (Palliative Care Council, 2013). These residents required additional 
resources, however, this service is funded at the normal ARC level. Masonic Village is participating 
in a palliative care project SEQUAL (Supportive Education and Quality Palliative Care) which is 
aimed at increasing staff skills. They say there is significant training involved with 10 modules but 
the numbers of staff completing training is increasing.  
 
Insufficient medical cover for urgent situations is an issue for all facilities. Even if appointments in 
primary care are available on the day, it may be inappropriate to transport residents. One example 
given was a recent case of a resident who had a strongly expressed wish to die at the rest home. 
There was a plan in place to enable this, but when she suddenly took a turn for the worse she 
needed an urgent medical assessment for pain relief. There was difficulty getting a GP to come to 
the rest home as the alternative of calling an ambulance to take the woman to Palmerston North 
Hospital was against her wishes. In this case, the rest home finally managed to get medical 
assistance. After hours, the only alternative is to transport residents to Palmerston North by 
ambulance. Sometimes residents (and staff) have to wait six hours or more for assessment.  
 
Masonic Village has the advantage of a co-located medical practice and the doctors see palliative 
residents daily. The NP service provided previously was “fantastic” with benefits including ready 
availability by phone, ability to prescribe and having links with the PHO and specialist services. 
One facility reviewed transfers to Palmerston North Hospital for a four-month period to identify 
residents who may have been suitable for admission to STAR 4. Of the 25 transfers, it was 
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estimated that 10 residents may have been able to be cared for locally. Eight of the 10 transfers 
were between 9am and 9pm with six occurring between 5pm and 9pm. 

Palliative Care 

The predominant use of palliative care beds in STAR 4 is for patients (generally elderly) to be 
closer to home when care cannot be provided by the family. In Palmerston North and Manawatu 
the majority of these patients would be cared for in a rest home. The inpatient service at 
Dannevirke hospital is used for some Tararua patients. Specialist palliative care leaders view STAR 
4 as an important and integral part of palliative care services for the district. In Palmerston North 
the hospital palliative care team provides support for inpatients, whereas patients in STAR 4 may 
be under the care of the community hospice team. There is day-to-day liaison and a high level of 
trust between STAR 4 staff and the specialist palliative care team. 
 
Arohanui Hospice provides symptom management and assistance to sort other issues before 
discharging patients back to their usual place of residence and community hospice support. Table 
11 shows that one third of all hospice referrals are for people residing in Horowhenua/Otaki. This 
is high compared to the area’s proportion of the hospice catchment population (15%) but is 
expected given the demographic and health status of the community. This shows that specialist 
palliative care services are successfully reaching the target population. As a comparison, the 
percentage of referrals for Tararua was 9% compared with 8% of the catchment population. The 
proportion of Horowhenua/Otaki residents admitted for hospice inpatient services was also high 
compared with the catchment population. About three quarters of patients receiving specialist 
palliative care services do not use inpatient beds. 

Table 11: Specialist palliative care statistics for Horowhenua/Otaki 

Locality 2014/15 2015/16 

Referrals  (% of total) 28% 32% 

Estimated patients 219 248 

Inpatient (ave 3 years) 27% 27% 

Source: Clare Randall, Arohanui Hospice 

 
Studies show that nearly half of those who die from a life-limiting or life-threatening condition do 
not receive specialist palliative care services (Palliative Care Council, 2013). This trend is expected 
to continue as the demand for palliative care increases. MidCentral DHB can expect steady growth 
up until 2025, followed by a rapid expansion over the following two decades. Horowhenua and 
Otaki are identified as areas of focus given the higher proportion of older adults and deprivation 
(Arohanui Hospice, 2012). The strategy to manage the increased demand is through the primary 
response, upskilling the primary workforce, ARC and making it everyone’s business so more 
people can access palliative care in a wider variety of settings. The Palliative Care Partnership7 
introduced in 2004 is working well and the recent hospice pilot SEQUAL is supporting ARC staff 
to care for those with palliative care need.  
 
Access to GPs and after-hours support is an issue for people needing palliative care services in 
Horowhenua which causes delays in service (Arohanui Hospice, 2012). The clinical director stated 
that there are plans to look at specialist palliative care requirements for Horowhenua and better 
define them. Palliative patients being managed by primary care have no access to medical input 
after-hours unless they are in STAR 4. Aged residential care providers said they have resorted to 
referring to the hospice team at times in order to get medical care for some of their residents.  

                                                 
7 Palliative care is delivered by a partnership between palliative care coordinators (augmented by specialist hospice 

clinicians), general practitioners, practice nurses, and supported by community district nurses. 
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Urgent Community Care 

In 2012 the Urgent Community Care (UCC) service was also established as an initiative under 
MidCentrals DHB’s Better, Sooner, More Convenient Business Case. The MoH contract with 
MidCentral DHB who subcontract with St John to provide the service. The purpose of the service 
is to manage patients with urgent health needs at home, to reduce ED attendances and hospital 
admissions. The service is delivered by a paramedic with an extended scope of practice using an 
equipped 4WD vehicle. Hours were initially 24/7 then dropped to 12 hours because of a lack of 
volume and currently operate from 10am to 10pm daily. All calls go through the communications 
centre which initiates UCC services according to criteria. 
 
Presenting problems include colds, cellulitis, epistaxis, minor cuts, breathing problems and 
dehydration. Patients are assessed and treated according to strict guidelines e.g. antibiotics or 
wounds sutured. Statistics (refer Data Appendix, p. 77) 

 Activity has averaged 126 per month over the last three years. Volumes were slightly higher at 
the beginning of the period. 

 In the last 12 months 56% (816 of 1468) were seen and treated at the scene. 

 A substantial part of the service (43%) was provided between 5-10pm. 

 
Urgent Community Care often use GPs to support the service. St John reports availability of GPs 
after 7.30pm would prevent some patients having to travel to Palmerston North for POAC 
services, among others. The UCC service has minimal contact with STAR 4 and admissions are 
usually on a GP recommendation. When admission is recommended a bed may not be available or 
it can be difficult to get hold of someone who will make the call. Some patients would be suitable 
for admission if there were local support services to diagnose or monitor e.g. a patient on the 
septic shock pathway requiring IV antibiotics was not admitted due to need for blood tests to 
monitor potential deterioration. 
 
The St John manager reported Horowhenua had the highest use of the 111 system in the 
MidCentral area. The future direction for the organisation is for the UCC approach to become 
business as usual for Emergency Ambulance Services. St John has recently invested in national 
positions to develop pathways to reduce inappropriate transports to ED. 
 
From 1 July 2017 the MoH will contract directly with St John for the UCC service. 

District Nursing 

The busy district nursing (DN) team based at the HHC cannot predict their workload. One of the 
Horowhenua team runs a clinic and the other three are out in the community. After-hours need 
can vary from no calls for a week to three in one night. Twice daily IVs (9am & 9pm) and 
medications for palliative patients in the evening are a relatively common need. Services that could 
be provided locally include more support for palliative patients, troubleshooting (e.g. blocked 
catheters, vac problems) and weekly intravenous reviews which is carried out in Palmerston North. 
Recently a STAR 4 doctor did an intravenous review as a one-off. St John provides support at 
times if the DN cannot respond to a patient in the area. 

Supportlinks 

Supportlinks provides needs assessment and service coordination services for people with 
disabilities. The InterRai tool is used and people are referred on as necessary or support packages 
put in place if people are eligible. STAR 4 refer people for assessment and there is significant 
liaison between the teams. Suggestions for improvement include making people aware of choices 
and supports available rather than making the assumption that ARC is necessary. Sometimes 
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referrals could be better timed e.g. people’s decision-making ability may be impaired as they are 
still recovering from their illness. 
 
The team find that the design of the building is ideal with ready access to the MDT including 
STAR 4, HCP, the HOP team, chronic care nurses and mental health services. 

Horowhenua Community Practice 

The Central PHO-owned practice Horowhenua Community Practice (HCP) is located in the HHC 
to the left of the main foyer. It is the largest general practice in Horowhenua/Otaki. Enrolment 
numbers fluctuated significantly over time as HCP responded to the needs of the area, from under 
5,000 in 2010 when Levin had a relatively high unenrolled population, to over 8,000 in recent years 
(Figure 31, p. 75). There was a drop recently following the opening of the Cambridge Street 
practice in 2016.  
 
Horowhenua Community Practice is also the site of the community GP after-hours service (5-
7.30pm weekdays and 8am-5.30pm weekends). This was introduced several years ago in order to 
streamline after-hours and to make things easier for patients. Outside these hours people can use 
the national Healthline phone triage service, ring St John or travel to Palmerston North to attend 
the A&M clinic (up to 10pm) or otherwise go to ED.  
 
During the day, HCP, like other Horowhenua/Otaki general practices, caters for some urgent 
needs depending on the presenting problem and practice capacity. Horowhenua has no formal 
acute assessment service and HCP tends to be the local ‘provider of last resort’ for urgent services. 
This is due to its location within the HHC and community perception that a hospital provides 
acute services. Patients may arrive with chest pain or bleeding and can tie up several staff for two 
to three hours. Because HCP is PHO-owned it may be directed to provide certain services e.g. 
continue to accept patient enrolments when other practices have the ability to close their books.  
 
Historically, HCP has been short of GPs with poor retention and reliance on locums however 
numbers have improved recently. The aim is to cement this improvement and attract younger 
doctors by becoming the centre of primary education, a teaching practice which can attract and 
support nurses and doctors though their respective career paths. Accreditation for GP registrar 
training is on track and awaiting the accreditation visit by the College. The Practice hopes to be 
allocated a General Practice Education Programme (GPEP) year 1 post in the next round at the 
end of the year. A recent disappointment for HCP was the loss of a new long-term GP. 
 
Following investment into workforce development, HCP now has two NPs and two NP 
candidates, one focusing on older adults. The latter NP was employed last year to increase capacity 
and future-proof services to ARC. The idea was to achieve the benefits that were seen with the 
service previously provided by the HOP team NP to three ARC facilities. The GP team provide 
supervision for the NP candidates and time is allocated within the booking schedule to discuss 
cases. 
 
There is pressure on appointments and a triage process is used to prioritise, advise and redirect 
patients. When there are no appointments available, patients have the option of a nurse call to 
discuss, however some decline this. Two nurses staff the after-hours clinic to ensure clinical triage 
occurs. There are eight appointments available weekdays which are usually filled once people are 
able to book (5pm weekdays).  
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Services for ARC provided by HCP 

In mid-2016 Central PHO directed HCP to 
provide services to four ARC facilities when the 
virtual GP service Third Age, an Auckland 
based provider, withdrew its services. Third Age 
provided services to five of the eight ARC 
facilities for about 18 months and exited 
following difficulties maintaining an adequate 
workforce. The service included scheduled visits 
to facilities and availability for telephone calls 
after-hours. Millvale was picked up by Queen 
Street Surgery who now provide services to 
three ARC facilities (Millvale, Summerset and 
Madison). Masonic Medical continues to service 
Masonic Village.  
 
This situation occurred at short notice and 
placed considerable pressure on HCP and the 
need to cover the service with locum resource. 
As well as problems with gaps between locums 
the clinical director reported in December half-
a-day a week was being spent on the increased 
complaints and the follow-up of uncompleted 
work. Risks were described as: 

 lack of continuity of care for ARC 
residents and increased risk of 
hospitalisation; and  

 problems with GP workforce sustainability. 
GPs had indicated that the increased use of 
locum resource and problems covering the 
service was not acceptable. 

April 2017 – From four to two ARC facilities 

There was a recent change and the outcome of contract negotiations between Central PHO and 
ARC facilities was that Bupa engaged Cambridge Street for medical services for their two facilities. 
So currently HCP only provides services to the two Presbyterian Support Central (PSC) facilities 
which totals 120 beds (27% of Levin beds). The service type is rest home 56%, hospital 29% and 
dementia 15%.  
 
Clinics are currently three half-day sessions per week – the plan is to increase to four (see Table 
12) with estimated medical hours of 14 per week. Hours required by a GP will reduce once the NP 
candidate can work independently and carry out the regular reviews. 

Table 12: Planned clinics and hours for PSC Rest Homes 

 

Facility Provider Beds Clinics

Per 

Clinic

Non-

contact Total

Levin Home for War Veterans PSC 78 2 4 1 9

Reevedon Rest Home PSC 42 2 2 1 5

120 4 2 14

Medical hours per week

Medical services to ARC 

 Regular half-day clinics and responding to 
requests for advice in-between. 

 Medical exam required within 48 hours of 
admission, 3 monthly thereafter plus 
medication review. 

 GP plus NP candidate (NPI) attend clinics. 

 Admin team enrols patients, pulls notes and 
updates the patient classification. 

 Patient notes completed on site, review of 
tests and referrals occurs at HCP.  

 Deceased patient sign off, controlled drug 
prescriptions and palliative care needs such 
as syringe drivers usually occur outside 
scheduled visits along with a range of acute 
problems. 

 The NPI provides clinical services for some 
patients (under GP supervision) and 
coordinates the service including arranging 
acute assessments where necessary, 
communication with facilities/family, 
agencies (e.g. ACC) and the MDT (e.g. 
palliative care – syringe drivers). 

 

Requests for advice 

 ARC fax request to HCP. 

 NPI reviews, triages and actions in 
conjunction with a GP.  

 One month audit of requests from the 4 
facilities showed average of 1.8 per day, 
the majority related to medication or simple 
complaints requiring medication (e.g. 
suspected urinary tract infection, 
constipation). 

 10% resulted in a visit (NPI of GP) 
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3.4 Workforce 

Summary points 

 The Horowhenua Elder Health medical team is currently established at 3.3 FTE; 2.3 FTE 
allocated to STAR 4 providing 24/7 cover and 1.0 FTE for outpatients/community and 
geriatrician supervision. 

 STAR 4 medical staffing has been stable with three doctors (2 x 1.0 FTE and 1 x 0.3 FTE) 
since the HHC opened however cover for leave is a problem and results in the 1:3 roster 
becoming 1:2, sometimes for extended periods. 

 The 0.3 FTE medical officer position is vacant and has not been attractive to suitable 
candidates. 

 There has been significant change in lead positions and services over the previous two 
years. 

 Medical costs for 2015/16 were $945 which was $75k more than the estimated cost of 
staff contracts. The variance was due to additional duties. 

 The medical officers have differing on-call frequency; 1:3 or 1:4 roster. Although the 1:4 
dates back to times of higher workload, a 1:3 roster is not ideal for health and safety 
reasons or recruitment, especially as leave cover is provided within the small team. 

 An audit of after-hours work showed low use outside weekend ward rounds (about 2 call-
outs and 4-5 phone calls per week). Almost all services were between the hours of 8am 
and 9pm.  

 There are various options for after-hours which need to be aligned to the future model of 
care. 

 STAR 4 medical officer workload is variable. Although there may be some capacity for 
additional work, 2.3 FTE appears reasonable given the need for leave and after-hours 
cover. 

 STAR 4 non-medical clinical FTE was 23.14 for 2015/16. Staffing levels were static for 
the last five years. The nursing team are experienced and willing to take on new 
opportunities. Over one-third of the nursing team is enrolled nurses. 

 

 
The MidCentral Health Elder Health service is led by the Clinical Director of Elder Health, the 
Service Manager – Adult Inpatient Wards and the Nurse Director Primary and Integration who are 
all based in Palmerston North. The STAR 4 charge nurse and a visiting geriatrician provide local 
leadership. 
 
The team providing Elder Health services are a cohesive group. Strengths described included 
excellent and quick communication, a non-hierarchal approach and interdisciplinary respect. 
Everyone knows what is going on and the lack of layers mean that all team members can talk 
directly to doctors where decisions rest. A comparison was made with Palmerston North Hospital 
services where doctors are not always available and junior doctors frequently have to wait on the 
advice of consultants before a decision is made. This ‘on the spot’ approach rolls over to the 
communication that patients and families receive – they are always kept well informed. 
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Medical staffing 

The Horowhenua Elder Health medical team is currently established at 3.3 FTE as shown in Table 
13. The 2.3 FTE medical officers provide 24/7 cover on STAR 4, a 0.5 FTE medical officer 
provides outpatient clinics and community visits and a 0.5 FTE consultant provides clinical and 
professional oversight to these staff members.  
 

 Medical officers STAR 4 – Two full-time providing inpatient services Monday to Friday plus 
1:3 roster after-hours. Another medical officer worked approximately 0.3 FTE covering leave 
and contributed to the after-hours roster until January 2017. This position is currently 
covered by locums. 

 Geriatrician – The geriatrician spends two days a week in Horowhenua and accompanies 
medical officers on ward rounds Monday and Thursday mornings, attends the weekly 
multidisciplinary team meeting and provides a weekly outpatient clinic. 

 Medical officer outpatients/community – the medical officer works alongside the CNS Elder 
Health (0.8 FTE) and sees patients in the outpatient department and the community.  

Table 13: Horowhenua Elder Health Services medical workforce FTE, May 2017 

Position / service 
Employed FTE 
(incl vacancy) 

Budget FTE 
2017/18 (Prov) 

Medical officers – STAR 4 2.30 2.50 

Medical officer – Outpatients/community 0.50 

Supervising geriatrician1 0.50 0.50 

Total 3.30 3.00 

026 Medical Staff Horowhenua plus 0.5 FTE Geriatrician added (sits in 268 Geriatric Service) 

STAR 4 medical officers 

The medical officers have mostly been local with a background in general practice; medical 
officers in rural hospitals with ED experience or medical registrars. Medical staffing has been very 
stable however cover has been challenging for leave (planned and unplanned) due to the reliance 
on all three medical officers to cover between them. This has resulted in doctors having to provide 
24/7 cover for a number of weeks and 1:2 cover for months e.g. when a medical officer became 
seriously unwell and did not return full-time for nine months. Resident medical officers from 
Palmerston North Hospital have not been used for back-up although consultants have 
occasionally helped out and stayed in motels.  
 
Staffing has been two full-time doctors plus one doing 0.3 FTE since the HHC opened. The small 
FTE of the latter position suited the doctor who was a GP in Levin and switched to doing 
sessions and locums to fit in with his variable duties on the ward. This doctor indicated his 
intention to retire in 2015. No appointment was made following a recruitment attempt in 2016 and 
it is generally acknowledged that the post is too small and not attractive to suitable candidates. 
Anyone looking at coming into the area has wanted a guarantee of 0.8 FTE to full-time work. It 
has not been practical for a general practice to accommodate as the job varies from one night a 
week to full-time other weeks to cover leave absences. 
 
Options discussed have included spreading FTE more evenly amongst the three medical officer 
positions which the incumbents are willing to do and utilising the workforce in different ways; 
both in the STAR 4 environment, and also across the district.  
 
The medical team reported there was significant change in the service over the last two years 
including the departure of three longstanding doctors (one died) and a new service manager. The 
removal of these pillars along with the failure to actively resolve the predictable workforce gap and 
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talk of different ways of working, was very unsettling. Four beds were closed late 2015 and the 
renal dialysis service recently started in the ward. Medical officers and the charge nurse believe the 
highest priority should be on achieving stable staffing before other options of service delivery are 
explored. 

Outpatient/community medical officer 

The 0.5 FTE medical officer started in Horowhenua 10 years ago and travels from Palmerston 
North. Work days are the same as the geriatrician (Monday and Thursday) plus Wednesday 
mornings. The medical officer meets with the geriatrician after Monday’s ward round and provides 
an outpatient clinic alongside the geriatrician clinic on Thursday afternoons to enable patients to 
be discussed. At other times patients are seen in outpatients or the community, according to need. 
Community visits are also attended by the CNS. A comparable role exists in Tararua however this 
medical officer operates more autonomously. There is no cover when the medical officer is on 
leave.  

The wider STAR 4 workforce and trends 

The charge nurse has been in the role for four years and previously worked at Arohanui Hospice. 
She views the nursing team as experienced, resilient and willing to expand their horizons and be 
involved with new services. There is negligible turnover. 
 
Three nurses including the charge nurse have master’s qualifications. Nurses access education 
locally, none are currently studying for post graduate qualifications.  One third of nursing staff are 
enrolled nurses.  
 
The staff do not have links with organisations that provide resources and up-to-date information 
about small hospitals. The New Zealand Rural Hospitals Network provides a platform to access 
information and discuss issues and the New Zealand Rural General Practice Network hold an 
annual conference attended by many staff working in small hospitals. The 2017 programme 
covered medical and nursing, management, research, rural hospitals, models of care and 
community presentations. 
 
STAR 4 ward actual FTE for 2015/16 and current provisional FTE is shown in Table 14 below.  

Table 14: STAR 4 ward FTE, May 2017 

Position / service  Actual FTE  

2016/17 (YTD Feb) 

Budget FTE 
2017/18 (Prov) 

Senior nurses 1.00 1.16 

Registered nurses 12.59 11.96 

Enrolled nurses 6.86 6.78 

Health care assistants (HCAs) 2.69 3.41 

Sub-total clinical 23.14 23.31 

Clerical staff 1.03 1.00 

Total 24.17 24.31 

554 STAR Ward Horowhenua 

 
Other core staff based in STAR 4 but outside the Elder Health cost centres are: 

 Physiotherapist – 1.0 FTE 

 OT – 1.0 FTE 

 Social worker – 1.0 FTE  
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The physiotherapist position became rotational, provided by Palmerston North Hospital staff 
about four years ago due to the inability to attract a local person. This means the work day 
includes travel time. The role works in STAR 4 and also provides some assistance with community 
physiotherapy. There is a full-time assistant. 
 
The OT role is approximately 0.8 FTE inpatients and 0.2 FTE community. There is a full-time 
assistant. 
 
Speech language therapy is provided by a visiting therapist from Palmerston North who sees 
patients in the ward, outpatients and community. The SLT reports that frequency of visits depend 
on demand and staffing but are usually weekly or fortnightly. Twice weekly visits would be ideal 
when there is demand but resources do not allow for this. 

Table 15: Elder Health MDT working 

Meeting Description Attendees  

Rapid rounds (at the 
whiteboard) 

Monday, Wednesday, Friday 

All patients Charge nurse, physio and 
physio assistant, OT, social 
worker (occasionally doctors 
may join) 

Ward round – Monday  All patients Geriatrician, medical officers, 
charge nurse when able 

Ward round – Thursday  Half day round. New or 
problematic patients 

Geriatrician, medical officer 
assigned to patient, charge 
nurse when able 

MDT Meeting – Monday 
1.30-3.30 

Patient are presented to meeting 
by the assigned ward nurse. 
Assign tasks and discharge plan 

Geriatrician, medical officers, 
charge nurse, social worker, 
Physio, OT 

Journal Club – Thursday 
8.30-9.30 

Team take turns presenting 
articles of interest or reflection of 
a challenging patient/situation in 
ward 

STAR 4 medical officers, charge 
nurse, geriatrician, ElderHealth 
medical officer and CNS  

 

Staffing trends  

Actual staffing levels have been static over the past five financial years as shown in Table 16. 

Table 16: Horowhenua Elder Health trend in Actual FTE, 2011/12 – 2015/16 

Staff type 2011/12 2012/13 2013/14 2014/15 2015/16 

Medical 3.9 3.9 4.2 3.9 3.8 

Nursing / HCA 24.0 24.1 24.7 24.8 24.1 

Management / admin 1.1 1.1 1.0 1.0 1.0 

All staff 29.0 29.1 29.9 29.7 28.9 

026 Medical Staff Horowhenua plus 0.5 FTE Geriatrician added (sits in 268 Geriatric Service) 

 

Productivity 

The Trendcare ward efficiency graph shows a gap between required clinical hours and actual 
clinical hours worked. For the 10-month period July 2016 to April 2017 actual clinical hours were 
79.5% of required hours, an average daily gap of 1.03 hours. A possibility the Charge Nurse raised 
was that this result could be due to how this tool is used as it is a relatively new addition to work 
processes.  This will be reviewed as part of the Trendcare Working Group’s programme of work. 
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Medical contracts 

Horowhenua Elder Health medical costs and employment agreements were reviewed for the 
2015/16 year. The total cost was $944,150 which was approximately $75k more than the cost of 
the employment agreements ($868,8758) due to additional duty fees paid. 
 
About three quarters of staff contract costs were for STAR 4, the remaining quarter was for 
outpatient/community services and geriatrician supervision. 
 
After-hours services were a significant component of STAR 4 costs. Excluding non-payroll costs 
this was $248k for 2015/16. 

STAR 4 workload 

A job-size of medical officer workload was outside the scope of the project. The perception by 
some stakeholders was that two doctors for 20 beds was excessive. STAR 4 doctors reported that 
one doctor would be insufficient to manage the ward on an ongoing basis although this was 
possible for a day or so on occasion. They pointed out the workload was variable and dependent 
upon patient complexity and the timing and number of admissions and discharges, “much like an 
ED where you don’t know what is happening at the other end of the pipeline.” People are 
increasingly a lot sicker and most have medical conditions that need managing along with their 
AT&R needs.  
 
Efficiency is impacted by admission and discharge processes and systems. Admission 
documentation is completed from scratch despite most being transfers from MidCentral. The 
discharge summary package used at MidCentral cannot be used in Levin and there is no self-
population of data. 
 
The geriatrician in charge of the service until mid-2016 stated that discussions with medical 
officers had identified the potential to include some additional planned work into job 
responsibilities if this could be scheduled e.g. up to eight hours a week (four hours each). Medical 
officers are receptive to incorporating some planned work into the job, providing there is more 
structure to the service so this can be scheduled. There is a lot to do in the areas of cognitive 
assessment and medical officers could have more of a role with the complex elderly and assist 
primary practitioners. A rapid response service has been trialled before. A medical officer and 
senior nurse assessed patients at home. This worked well but was stopped because of the lack of 
funding for the care identified during the assessments (nursing and home support). An example 
provided was a patient with gout causing lack of mobility but there was no nursing and home 
support available immediately to enable the person to stay at home until the effect of the 
medication kicked in.   
 
Some admissions are declined because of the lack of local support services. Patients may need 
laboratory or X-ray services to assist in the assessment or monitoring of their condition. If patients 
arrive on Friday on warfarin they need a blood test the next day. Medical officers said admissions 
after-hours were becoming increasingly less acceptable due to working blind and also having to 
work the next day. 
 
It is difficult to benchmark medical FTE with other small hospitals due to the differing services, 
most notably the additional acute assessment responsibilities at other sites (refer Table 20, p. 52). 

                                                 
8This was made up of the cost of staff contracts ($736,333) plus 18% for non-payroll costs (courses, conferences, professional fees, 
ACC levy, superannuation). Costs for the 1.0 FTE geriatrician sit in the Palmerston North cost centre and were estimated at 50% 
for Horowhenua plus travel plus 18% non-payroll costs. 
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However, 2.3 FTE for the inpatient service (excluding the geriatrician) appears reasonable given 
the need for leave and after-hours cover and for the medical officer job size to include 30% non-
clinical work. The ward cannot be staffed with RMOs as at Palmerston North Hospital without a 
full-time resident specialist.  

After-hours services – STAR 4 

There is an on-call roster to provide 24-hour hospital care, seven days a week including statutory 
holidays. The medical officer providing outpatient and community services and the supervising 
geriatrician do not participate in the roster. 

Roster  

After-hours payments are divided into rostered commitments (additional hours and call-outs) and 
availability for the inconvenience of ‘remaining available’ when rostered on call.  

 Rostered commitments: The average number of hours across a four week period of 
required attendance.9 

 Availability: Calculations consider three factors: frequency of call; normal immediacy of 
reply/attendance; and availability of junior medical staff. A roster of 1:3 with immediate 
response/30 minute attendance and no RMO cover would be 7%. A 1:4 roster would be 6%.  

 
The Horowhenua medical officer agreements include seven hours rostered commitments per week 
and 7% availability. 
 
Historically, Horowhenua medical officers provided a 1:4 roster. This dates back to the time when 
Horowhenua was a 68 bed hospital staffed with four medical officers. Up until 2004 there were 
three wards and on-call cover was also provided to Kimberley. Medical officers employed before 
2015 still have this arrangement while the most recent medical officer employed has a 1:3 
agreement.  
 
Although in theory support for after-hours could be provided by Horowhenua GPs with a suitable 
background, GP resources are currently low in Horowhenua and this was not able to be sourced 
from HCP during the course of the project. However, this may be possible in the future if staffing 
continues to improve. 
 
The geriatrician says she is able to provide oversight easily due to knowledge of the staff and their 
capabilities. She would have reservations providing this, if the roster included GPs that were 
unknown to her. 

Audit of after-hours work 

In order to understand current after-hours work an audit of a five-week period was undertaken 
starting on 10 November 2016 (refer p. 93 for summary). The first week was excluded from the 
statistical part of the analysis due to data capture issues. Average bed occupancy for the period at 
16.2 was slightly less than for the 2016 calendar year (17.8). There was no relationship seen 
between occupancy and the amount of after-hours services on a weekly basis.  
 
The majority of after-hours work was concentrated within weekend ward rounds, on average 1.75 
patients per week were seen outside ward rounds. There was an average of 4.25 phone calls per 
week. Almost all after-hours services were provided between the hours of 8am and 9pm and the 
average weekly time on the ward was 6.5 hours per week, the majority on ward rounds. 
 

                                                 
9 Usually determined through job sizing. Paid at time and a half 
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There were three admissions, two transfers (one an upper gastro-intestinal bleed in the early hours 
of a week-day morning) and two deaths (one unexpected). The DoN reviewed the reasons for call-
outs and thought these had the potential to be reduced though standing orders and upskilling 
nurses. 

Issues and discussion 

As the team was three medical officers in recent years, rather than four, the two medical officers 
with a 1:4 agreement received additional duties for participating in the 1:3 roster. In 2015/16 the 
cost of these additional duties was $75k. If the audit is representative of after-hours work 
generally, the average weekly time on the ward is much less than the rostered commitments 
allowed for in the employment agreements. The additional cost is approximately $50k. 
 
However, running a 1:3 roster is not ideal for health and safety reasons and on-call requirements 
can impact on the attractiveness of positions (refer ASMS research on p. 5). When one medical 
officer is away there are only two doctors to cover the roster unless locum cover is found. 
Although the number of call backs is small the doctors find the frequent availability onerous.  
 
The after-hours situation has been looked at before. A 2007 discussion document found that the 
number of weekly call-outs and phone calls was low (1.1 and 1.9 respectively) and proposed that 
on-call could be reduced by staggering day-time start times and reducing week night on-call up to 
8pm with remaining hours to be covered by Palmerston North Hospital. It was suggested that 
geriatricians could be available for questions on the suitability/appropriateness of ambulance 
transfer to Palmerston North Hospital or alternatively the nurses could contact the consultants on 
call. Potential risks identified were inadequate nursing skills (further education was a mitigation) 
and unnecessary transfers to Palmerston North. 
 
The possibility of on-call teams at Palmerston North Hospital providing cover after-hours was 
discussed during the project. A concern expressed was potential unnecessary transfers as the 
Palmerston North Hospital teams would not know the patients and would tend to transfer “just in 
case.” Consultant cover is provided by the general physicians and there is no geriatrician cover 
after-hours. The clinical director stated that patients were complex with polypharmacy, high 
psychosocial needs, multiple pathology and at risk of rapid change in their clinical status and 
therefore required quick access to medical support. The medical registrars at Palmerston North 
Hospital were already very busy and this would add to their burden. 
 
Feedback was the current system works well as the doctors on call know their patients, and the 
nurses who are caring for them, and therefore can judge whether to come in or not. Several said 
upskilling of nurses would be necessary if there was a change from local medical after-hours cover. 
Not all ambulances are double crewed which could have implications if the number of transfers 
increased. 
 
Other small hospitals surveyed during the project all provide some local medical cover after-hours. 
Buller uses the Grey on-call team as the first point of call but has a local GP roster as a back-up. 
Dargaville diverts likely admissions to Whangarei after 10 pm but the local hospital doctors are 
called in if necessary for the ward. Ward doctors in Hawera provide weekend ward rounds with 
ED providing after-hours cover outside these hours. 
 
The roster is inequitable, costly and no longer suits the current situation. Although the clinical 
team advocated for the maintenance of 24/7 cover, this arrangement does not appear to be 
financially or clinically sustainable under the current arrangements. After-hours costs were in the 
vicinity of $250k in 2015/16 (including additional payments) and appear to have low utilisation. 
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There are savings that could be made by moving to a 1:3 roster and re-negotiating agreements, 
however a 1:3 arrangement does not appear to be in the interests of a viable future workforce for 
Horowhenua. 

Future possibilities 

There are a number of possibilities for the future including those listed below. The best option will 
depend on the model of care chosen. Models which expand services and increase utilisation of 
after-hours are more likely to justify the continuation of 24/7 medical cover. 
 

1. 1:3 roster for all STAR 4 doctors and a reduction in the rostered after-hours commitment 
(currently seven hours per week). 

2. Increasing the roster to a 1:4 with an additional doctor contributing (the outpatients/ 
community medical officer or the HOP team doctor).  

3. Joining forces with HCP to provide call of a lesser frequency. 

4. After-hours cover remotely from Palmerston North Hospital. This option could include 
staggered hours during the week to cover a longer period (e.g. 12 hours rather than 8) with 
ward rounds on Saturday and Sunday.  

 

Recommendation 

That STAR 4 after-hours services are aligned to the future model of care and if 24/7 cover is 
maintained should be a minimum of 1:4. 
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3.5 Service funding and expenditure 

Summary points 

 Actual revenue for the STAR 4 and elderly services outpatients/community was $2.25 
million in 2015/16. The majority (94%) was for inpatient bed-days. 

 There are multiple funders and the breakdown of actual revenue for 2015/16 was ACC 
53%, DHB 41% and MoH 6%. 

 ACC revenue makes up a large proportion of the revenue compared to the volume due to 
the higher price compared to the ‘rural inpatient’ contract (DHB revenue).  

 DHB and MoH revenue dropped by $500k over the last five years, most of this was in 
2015/16 following a reduction in bed numbers. Most of the drop (72%) was beddays for 
<65s. 

 Annual expenditure has been static at about $4.5million over the last five years.  

 The majority of patients admitted to STAR 4 receive a comprehensive AT&R service. An 
assessment of affordability using the same rules as the benchmark service STAR 2 
indicates the service breaks even. 

 

 
Table 17 shows contract and actual funding for Horowhenua ‘elderly’ and ‘rehabilitation’ services 
by purchase unit for the 2015/16 financial year. These services are provided by the Elder Health 
STAR 4 and outpatient/community teams. 
 
Actual revenue for 2015/16 was $2.25 million. The majority ($2.1 million or 94%) was for 
inpatient bed-days. The remainder was outpatient and community services. There are multiple 
funders and the breakdown of actual revenue for 2015/16 was ACC 53%, DHB 41% and MoH 
6%.  

Table 17: Horowhenua Elderly and Rehabilitation Services purchase unit volumes and funding for 2015/16 

     Volume Revenue 

Funder PUC Purchase Unit Description 
Unit 
price 

Unit of 
measure 

Contract Actual  Contract  Actual  

DHB HOP215 ATR Outpatient – Clinics $207.27 Attend 448 477 $92,794 $98,866 

HOP217 ATR Outpatient – community $209.26 Visits 881 180 $184,344 $37,666 

RU104 Rural Inpatients $172.83 Bed-days 5654 4574 $977,153 $790,502 

MoH DSS214 ATR Inpatient – Rehabilitation $566.41 Bed-days 177 250 $100,119 $141,603 

Sub-total DHB & MoH 7160 5481 $1,354,409 $1,068,636 

ACC IR201 Inpatient stay1 $704.15 Bed-days  2039  $1,185,997 

Total – all funders  7520  $2,254,633 

Note 1 – ACC revenue is allocated at 39% of total revenue for the NAR contract 

HOP215 and HOP217 include psychogeriatric services 

 
All patients 65 and over, or for palliative care, are allocated to the ‘rural inpatient’ bed-day 
purchase unit. Patients under 65 are allocated to the MoH funded ‘AT&R inpatient – 
rehabilitation’ purchase unit. All patients meeting the criteria of the ACC NAR contract are 
allocated to this funding stream. 
 
  



 

3. CURRENT STATE  
 
 

Horowhenua STAR 4 Project (DRAFT for Stakeholder feedback MDHB, 19 June 2017)  41 

Trends and performance against contract 

Figure 20: Horowhenua Elderly Services actual and contract revenue (DHB & MoH funded) 

 
 
District Health Board and MoH revenue have decreased over the last five years as shown in Figure 
20 and Table 18. Actual revenue dropped by one third or $497k between 2011/12 and 2015/16. 
Most of the drop was in 2015/16 which coincided with a reduction in bed numbers from 24 to 20. 
Bed-day revenue dropped by $363k (particularly AT&R bed-days < 65 years) and there was also a 
significant reduction in community visits ($137k).  
 
Actual revenue was close to contract until 2015/16 which showed a result of $286k (27%) less 
than contract. The contract for 2015/16 was $164k less (11%) than five years earlier. 

Table 18: Horowhenua Elderly Services actual and contract revenue comparison between 2011/12 and 
2015/16 (DHB & MoH funded only) 

  
2011/12 

 

2015/16 

 

Period change  

$ 

Period change  

 (%) 

HOP215 Outpatients $95,698 $98,866 $3,167 3% 

HOP217 Community visits $174,916 $37,666 -$137,249 -78% 

RU104 Rural Inpatients $871,796 $790,502 -$81,295 -9% 

DSS214 ATR Inpatients < 65 years $422,824 $141,603 -$281,222 -67% 

Total actual revenue $1,565,234 $1,068,636 -$496,598 -32% 

Total contract revenue $1,518,323 $1,354,409 -$163,913 -11% 

HOP215 and HOP217 include psychogeriatric services 

Bed-day trend by purchaser 

The trend in total bed-day volume and revenue is shown by purchaser in Figure 21 and Figure 22. 
The trend is increasing ACC bed-days although the forecast for 2016/17 (YTD March 17) is a bit 
less at 1574 days and $1.1million which is 40% of total AT&R ACC revenue. 
 
ACC revenue makes up a large proportion of the revenue compared to the volume due to the 
higher price compared to the ‘rural inpatient’ contract. In 2015/16 ACC bed-days were 29% of 
volume but were 56% of all revenue. Based on a five year average, ACC revenue was allocated at 
39% of the total which underestimated STAR 4 contribution for the 2014/15 and 2015/16 years 
(40% and 45% respectively). 
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Figure 21: Trend in bedday volume by purchaser Figure 22: Trend in bedday revenue by purchaser 

Horowhenua Elder Health financials  

Expenditure is static at about $4.5million over the last five years (Figure 23). Personnel included 
medical, nursing, HCAs and admin, comprised 61% of total expenditure over the period. Medical 
staff averaged $995k (36% of total staffing expenditure) and 13% of total FTE. Nursing staff 
averaged $1,753k. 
 

Figure 23: Elder Health expenditure 

 
RCs: 554 STAR Ward Horowhenua, 026 Medical Staff 
Horowhenua, 50% Supervising Geriatrician (RC 268). 
Recharges allocated on percentage of STAR ward bed-days 

Figure 24: Elder Health personnel expenditure, 
medical and all staff  

 
The change in revenue to ‘rural inpatient’ bed-days has resulted in a revenue/expenditure gap of 
about $2.2-2.3million. However, this is not relevant in a capped funding environment. There was 
no reduction in funding to MidCentral Health and STAR 4 has continued to provide AT&R 
services with no change to expenditure budgets. Affordability assessment using the AT&R 
purchase unit for non-community admissions indicates that the service would break even. The 
financial position for the Elder Health service is evaluated as a group rather than at an individual 
cost centre level. 
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4. Horowhenua Integrated Family Health Centre 
Summary points 

 The Horowhenua Elder Health service operates within an Integrated Family Health 
Centre (IFHC) and models of care needs to be aligned with IFHC priorities. 

 Currently HHC operates as a collection of services that are co-located with some shared 
facilities, rather than as an IFHC. 

 Integration requires appropriate leadership and infrastructure including facilities. 

 Increased local leadership would assist integration, moving/sharing resources and getting 
initiatives off the ground. 

 The facility issues need resolution.  

 Integrated working between Elder Health and HCP requires close proximity. 

 IT at Horowhenua is siloed, requires staff to use multiple systems and prevents providing 
patients with the information they need and meeting the “Any door is the right door” 
expectation. 

 A proposal ‘IT integration at HHC – A planned approach’ to address the IT issues was 
developed last year and the last draft completed in February 2017. The first step to review 
the situation and design the required changes is $21k and to address the current issues 
circa $100k. The proposal has not been submitted to Executive Leadership Team. 

 Horowhenua does not use telehealth. In other DHBs this is an area of priority and 
expansion to support staff and increase access to services. Point-of-care-testing (POCT) is 
increasingly being used in small hospitals with no on-site laboratory testing. 

  

 
This section provides some context about the Horowhenua IFHC as services provided by the 
Horowhenua Elder Health team need to be aligned with IFHC priorities. 
 
In mid-2016 a briefing paper for the DHB general manager described the DHB’s priorities in 
relation to IFHCs as: 

 growing a robust primary care sector including development of IFHC’s and improving 
accountabilities and incentives for primary health care; 

 integrating primary and secondary care services, both in terms of clinical leadership and 
decision making and clinical care pathways;  

 ensuring services are located as close to home as possible; and 

 improving information systems to support patient care. 

 
Stakeholders do not view the HHC as an integrated health centre but rather a collection of 
services that are co-located with some shared facilities e.g. utilities, staff facilities and security. 
Information technology systems have been identified as a significant barrier to an integrated model 
of care and there is considerable pressure on facilities. Space has become such as issue that HCP 
has been considering moving down town. There are two fleets of vehicles at Horowhenua, which 
could be shared. 
 
The briefing paper suggested collective effort was required on: 

 strengthening the focus on local management and leadership decision making;  

 developing space for current and future needs; and 

 developing infrastructure that enables integrated information systems.  
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The IFHC manager has been in post for over four years. The role covers health and safety, 
security, complaints, liaison with health organisations and the community, and facilities including 
the use of rooms. The role does not have line management for services which mostly report to 
off-site managers in Palmerston North. Because services are centrally managed there is little 
incentive for the parties involved to work together, or the ability to progress initiatives. A common 
occurrence is people pulling out of discussions and there is no local mandate to enforce 
participation.  
 
Unless teams are well-integrated, central management can act as a barrier to shift resources across 
services and often gives low priority to areas away from the hub. Multiple lines of management 
makes communication complex and causes delays and confusion about the responsibility to 
resolve issues or make change such as progressing service integration. A well-integrated team is 
required for this approach to work well. 
 
The IFHC manger position has been funded 50/50 by Central PHO and MidCentral DHB but 
will be wholly funded by Central PHO from July 2017. A CPHO leadership restructure this month 
has resulted in a new 12 month appointment. The position will have responsibility for HCP and 
Central PHO staff. 
 
A clinical governance group was in place but the consensus of stakeholders was it was not a 
success and it was dissolved some years ago. There were ideas discussed but nothing was able to 
be carried through to completion. Having St John work out of the HHC alongside HCP to assist 
with low acuity work was one such idea. Integrated working usually has hurdles to be negotiated 
and this was no exception, however stakeholders viewed bureaucracy and lack of commitment as 
the biggest barriers to integrated working. 
 
All stakeholders agree there is a need for increased local leadership. The briefing paper outlined 
the following options for services provided by Central PHO and MidCentral DHB: 

 Setting up a formal/legal entity that is the ‘Horowhenua IFHC inc’ and transferring all staff 
resources and budget into that vehicle.  

 Establishment of a management team credentialed as leaders and budget holders of Central 
PHO and MidCentral DHB to report to the Alliance Board via the Finance and Risk 
Committee. This reporting line would mirror that currently being used by HCP. 

As this developed there would an increasing ability for the management team to have meaningful 
operationally-based engagement with partner organisations already located in the HHC as well as 
those within the wider Horowhenua area. 
 
Compared to Horowhenua, a higher level of integration was found in other sites where small 
hospitals were located. The community and privately-owned entities are locally managed which has 
supported the development of integrated working. The DHB owned hospitals vary in the degree 
of local versus central management. At Buller the general manager has responsibility for the PHO 
owned primary practice as well as the inpatient area for several years which has helped to progress 
new ways of working. There is a specific locality IFHC workstream sitting under the Alliance. At 
the other sites, clinical leadership was mostly locally-based and covered primary and secondary in 
the integrated models. In Clutha the clinical director has responsibility for nursing and medical 
(there is a leader for each team). 

Facilities 

The HHC was designed to accommodate approximately 100 staff. Current numbers are about 170 
which places a strain on service and clinical areas. A number of small adjustments were made 
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within the building to better accommodate services and align service providers around the 
philosophy of integrated care. This included alterations to clinical spaces and co-locating staff 
from a range of organisations based on the client group they serve. The suggestion was made that 
some services have less need for co-location that others and could move off-site to free up space.  
Horowhenua Community Practice has expanded and are seeking additional clinical and staff space. 
When the practice was built enrolled numbers were about 5,000. They are now 8,000. Staff are 
trained to deliver the POAC service but there is no space to provide this.  
 
A series of consultations with building users in 2013 and 2014 proposed changes to allow for 
growth and providing opportunities for integration with other providers including: 

 relocating HCP to the western side of the facility to allow for physical expansion; 

 relocating mental health and outpatient consultation areas to the space currently occupied by 
HCP. This would place them next to the procedures area and reduce the amount of 
movement around the building by patients and staff; 

 redeveloping the reception area by removing the current structures and restructuring it as a 
more open and configurable space; 

 part of the courtyard accessible from the main reception area would be developed into clinical 
space for HCP and the remainder would be used for an extension of the staff room; and 

 a separate wing (possibly a relocated building) would be developed at the rear of the Centre. It 
would allow HCP to expand into space currently occupied by DHB and PHO staff. These 
staff would be relocated in the new wing which would also have extra staff toilets, storage and 
meeting space. 

 
The plans included St John building an ambulance base on land adjacent to the pharmacy so they 
could work in an integrated way with HCP.  
 
It was proposed that an architect/health planner be engaged to develop the concept to a point 
where decisions about the need for the required investment can be made. 

Information technology  

The seven organisations working from the HHC (DHB, PHO, HCP, MedLab, Pharmacy, Spotless 
and Broadway Radiology) provide the majority of their own systems and infrastructure, in 
particular IT and communications. Information technology integration has been on the table for 
some years and recently a proposal was put forward to address the issues. The document ‘IT 
integration at HHC – A planned approach’ (McEwan & Fleury, 13 February 2017) states that as a 
‘one stop shop’ HHC functions well but provides an example of the difference between co-
location and integration: 
 

Consider if airlines were simply co-located in airports rather than being integrated (using a common system 
called SABRE). Travellers would be forced to move from airline to airline to coordinate their travel plans re-
telling their story each time. 

The business requirements outlined in the document explain the current significant problems. 

 Centralised Reception Function – a single frontline reception point for patients requires: 

o aggregated calendars – reception staff cannot provide patients with the information 
they need; and 

o single device management – reception staff require multiple devices due to separate 
networks. 

 Access to systems from clinic spaces – working in multiple locations requires entering the 
server room to change the patch panel. Staff frequently need to seek help desk assistance 
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when they change from one room to another as their profile does not follow them. This 
affects the ability to use rooms flexibly. 

 Local intranet/file sharing – Sharing electronic information between HHC occupants is 
difficult. The establishment of a managed, shared file system would allow a more 
collaborative environment. Currently there is an over reliance on fax technology. 

 Voice Over IP (Voip) – This new technology would result in a greater ability for staff to 
manage their own and their colleagues voicemail electronically. If someone rings the wrong 
number it is difficult to connect them to the right number.  

 Flexible infrastructure – What’s required is an infrastructure that supports improved 
processes e.g. through kiosks to check appointment and contact details and electronic signage. 
Systems should provide the ability for people to bring their own electronic information with 
them and have it available for review.  

 
Integrated information systems enables integrated care and having one version of the truth. This is 
articulated in the New Zealand Health Strategy, the MidCentral DHB Strategy and the HHC 
Implementation Plan. The integration of information and services was discussed and depicted in 
the HHC Implementation Plan years ago however little has changed since this document was 
published. 

 
To address the current issues it is estimated that it will cost circa $100k. The first step to review 
the situation and design the required changes is $21k. The proposal has not been submitted to 
Executive Leadership Team. 

Telehealth  

Conversations with other small hospitals identified the current significant use of telehealth and this 
is an area of focus and expansion (p. 88). Several sites have moved to using telehealth for 
managing patients rather than for meetings and education. This technology enables the workforce 
to meet professional requirements, specialist advice to be provided and increases access to services 
and avoids travel for the patient. MidCentral DHB’s efforts to date have been described as limited 
and fragmented with no real gains. The DHB appears to be a slow adopter of telehealth solutions.  

Point-of-care-testing 

Point-of-care-testing is now common place in small hospitals without on-site laboratory testing. It 
can help to improve access to health services and in turn improve patient outcomes. 
Decentralisation of testing has been driven by shorter lengths of hospital stay, more care in the 
community and the need to manage patients with more complex conditions closer to home in a 
rural hospital (Herd, Blattner, & Beaszley, 2017). The number of POCT tests and use of this 
technology has expanded. The i-STAT analyser which provides a wide range of tests are in 120-
150 locations across the country and are soon to be introduced into Auckland and Waitemata 
DHB rural general practices. In 2009, Hokianga Health introduced a POCT unit to measure basic 
blood chemistry. It has been described as a “game changer for Hokianga clinicians managing acute 
and after-hours care, affording practitioner’s confidence in decisions about treatment and care. It 
led to a reduced number of transfers to Whangarei Base Hospital with significant associated 
savings in patient displacement and system cost” (Hokianga Health, 2016). 

Recommendation 

That implementation of the IFHC receives high priority so that the building blocks are in place for 
integrated working. This means alternative leadership and mechanisms and committed action to 
work on the enablers for the IFHC including appropriate space, IT and other technology 
(telehealth and POCT). 
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5. Stakeholder perspectives 
Table 19 provides the themes of feedback from stakeholders; problems and suggestions made. 
There is some overlap between the categories.  

Table 19: Summary of stakeholder themes 

Area Problem / comments Suggestion 

Medical 
workforce – 
general  

 Medical teams in HHC (and Horowhenua) are small, 
lack critical mass and easily tipped over 

 Trainees can be hard to attract, not resident in 
community, need support (e.g. travel/ 
accommodation)  

 After-hours requirements not attractive to recruits 

 Levin has less desirable characteristics than many 
other areas – level of community need, climate and 
natural beauty 

 GPs a changing group with high turnover and use of 
locums – some patients under Elder Health for 
continuity reasons 

 Medical teams in HHC need 
to work together to decrease 
vulnerability and provide 
cover – STAR 4, Elder Health 
MO, HOP and HCP 

 Introduce interns and trainees 
(HCP wants to become centre 
of primary education) 

 Make jobs more attractive 

 More concerted effort on 
recruitment, follow-up 
important 

Nursing  There are a lot of nursing roles within HHC (HCP 
NPs, HOP, EH CNS, DNs, STAR 4) – all working 
independently, in Buller, nurses work across primary 
& inpatients 

 Nursing roles are siloed, underdeveloped and could 
do more e.g. STAR 4 after-hours, DN role could be 
wider, nurse acute assessment, advice to ARC (like 
HOP team NP role) 

 No movement of staff between HHC and PNH as per 
resourcing needs (and non-Horo pts are not 
transferred to Horo if capacity) 

 Difficult to attract specialist services into model of 
care work 

 Use of other roles to help with 
medical workforce issues – 
NPs, nurse specialists 

 Break down role separation, 
create generalists 

 Look at how nursing roles can 
better work together 

 Upskill nurses, use standing 
orders. Empower nurses but 
provide back-up  

 DNs – emergency bag 
(morphine, midazolam) 

 Nurse acute assessment 
would help make local 
medical call more sustainable  

Elder Health 
workforce 
(STAR 4/ OP/ 
community) 

 Medical cover for STAR 4 needs urgent resolution, 
vacancy signalled in 2015 

 STAR 4 1:3 on-call onerous (often 1:2). Flexible start 
times would not be attractive 

 STAR 4 medical staff are experienced but under 
utilised 

 STAR 4 medical officers work within four walls, links 
could be stronger with community and Māori and 
Pasifika groups  

 No cover for outpatient/community MO and HOP 
team 

 Fill vacancy (spread FTE), 
stabilise staffing as a first 
step 

 Decrease STAR 4 call 
frequency  

 Recruit NP 

 Utilise after-hours better and 
make less onerous 

 Medical teams work across 
different areas, STAR 4, 
Outpatients/community 

Elder Health 
services 
(STAR 4/ OP/ 
community) 

 24/7 cover needs to be maintained. Additional 
transfers would be a problem as not all ambulances 
are double crewed 

 Inpatient beds for palliative care patients important 

 Primary care should have more access to STAR 4 

o Those that need to be more closely 
observed (confusion/decline), IV fluids 

o For under 65 year olds 

 Variation by referrer with some GPs not utilising at 
all, understanding of appropriate patients takes a 
while, GPs not aware of bed availability  

 Assumption may be made that ARC is discharge 
plan before patients aware of other choices  

 Increase community 
admissions – need acute 
medical 

 Provide day-case infusions  

 Is there more opportunity for 
home based rehab? 
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Area Problem / comments Suggestion 

 Should be doing day case infusions. Blood 
transfusions and treatment for hypercalcaemia 
(palliative), iron infusions (renal) 

 Outpatients/community shouldn’t be clinic based – 
work with HOP team 

HCP  No acute assessment service at HHC. People just 
turn up, treat as ED  

 Phone triage service not adequate, people getting 
turned away/redirected – results in people not 
receiving services 

 Decrease in clinical capability with PHO positions. 
Less FTE, gaps and different background 

 ARC a difficult work environment. Having difficulty 
covering, using locums but there are gaps, may 
affect GP retention 

 Facility issues dire, will have to move out if not 
resolved. No room for POAC. Will impact integration 

 Introduce acute assessment 
service a HHC 

 STAR 4 help HCP with ARC 
services, STAR 4 staff have 
expertise in this area 

 Take action re facility issues, 
review of space utilisation 
and alterations  

Primary care  In-hours – insufficient primary care e.g. 10-15 people 
a day may be redirected at HCP 

 After-hours – insufficient primary care for community 
and to support other services (palliative care, ARC, 
UCC). UCC accesses POAC in PN. Looks like 
service is available but people are diverted.  

 Need an acute pathway, acute assessment required 
at HHC 24/7 

 Community need for after-hours at odds with 
workforce preference  

 Inadequate resources to provide services in people’s 
home and for increasingly complex problems. 
Appointments are short and lack of continuity of care 
(doesn’t support prevention) 

 More PHO support needed for non-PHO owned 
practices e.g. IT, recruitment support 

 A & M centre 

 Hospital and primary 
workforce should join forces 
to provide better after-hours 

 Different model of care – rural 
hospital with acute 
assessment 

 Provide more help for GPs 
like previous Elder Health 
clinic (Dr Smith) 

 More workforce support for 
general practice 

ARC  Insufficient acute medical assessment in ARC 
facilities, travelling to GP clinic not appropriate for 
most residents (if appointment available) and causes 
staffing problems. Results in unnecessary transfers 
of low acuity residents to PN – not patient focused, 
stressful for people 

 ARC needs more responsive service for urgent 
needs e.g. influenza outbreak and need for on-site 
swabs. Staff need access to phone advice 

 Residents often have to travel to PNH for routine 
clinics. Ambulance fee $600 return. Shuttles only 
have one wheelchair – no good for hospital level 
residents 

 Links with STAR 4 poor, some patients could be 
admitted 

 Relationships between ARC nurses and GPs 
historically an issue, has improved 

 Good clinical managers in ARC 

 ARC group complex, high clinical risk with long term 
conditions. Want to keep residents in facility but lack 
of support to do this – broken system 

 Need stable GPs that know systems. Has been high 
turnover and lack of continuity for residents which 
equals poor service 

 STAR 4 could provide urgent 
medical care for ARC facilities  

 Increasing NP services for 
ARC will free up doctors and 
improve continuity of care 
(previous NP service 
excellent) 

 More local clinics would be 
better for patients  

 Geriatrician service would be 
an advantage for complex 
patients, take pressure off 
GPs 
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Area Problem / comments Suggestion 

 Current model not sustainable/fragile – aging GP 
workforce 

 Advanced Care Plans needed so residents’ wishes 
clear including transporting to PNH  

 Used UCC services more previously, service 
reduced which was not communicated well. Cannot 
ring direct for advice 

Other services  Lack of support services (X-ray & Lab) results in 
travelling for assessment and limits types of STAR 4 
admissions 

 Lack of after-hours pharmacy impacts admissions 
and requires planning for 

 Look at more support 
services – POCT, mobile X-
ray for falls assessment 

 

Leadership 
and integration 

 There has been a lack of high level commitment to 
resolve issues at HHC e.g. STAR 4 workforce, 
integration opportunities, facility issues and IT 

 Clinical Governance Group was ineffective. No 
mandate for change. Plans never eventuated. 
Initiatives that had support fall over, no 
communication about reason why  

 There are multiples managers for services – not a 
strong focus on Horowhenua, barrier to resolving 
issues, causes paralysis 

 People communicate on a personal level but no 
integration with resources. Design of building 
supports liaison and MDT  

 A lot of two way potential between HCP and STAR 4 
– keen to enhance e.g. ARC, palliative 

 Integration work between STAR 4 and HCP needs a 
senior person 

 A change in local leadership 
with mandate and 
accountabilities. There needs 
to be the ability to move 
resources across 
organisations 

 The District Nursing & PHO  
integration project is an 
opportunity – see what is 
brings 

Infrastructure  Getting IT sorted a priority for integration 

 Med Tech access in ARC would be an advantage 
(save transcribing) 

 ElderHealth team cannot view HOP notes 

 Allocation of facility space – MidCentral gets more 
priority 

 Use technology to support 
staff e.g. at Buller Rural 
Nurse Specialists provided 
support for hospital in 
collaboration with ED at Grey 
via telehealth 

 Take action re IT and facility 
issues 

Demand and 
gaps 

 Three quarters of the population under 65 years 

 Huge need in general practice, GPs have enormous 
workload 

 Increasing demand for cognitive assessment   

 Lack of community rehabilitation 

 Gaps in stroke especially since Masonic slow stream 
rehab service folded (couldn’t get physio) 

 Bar for rehab too high to keep length of stay down, 
some people that would benefit declined 

 Horowhenua is busiest area for district nursing and 
under-resourced 

 Lack of acute medical services 

 Provide more services for the 
general population 

 More specialist assistance for 
primary 

 Increase services in the 
community 

 Change service mix, provide 
acute medical care 

Affordability  Providing health recovery services in STAR 4 is 
expensive unless spare capacity 

 Need to work out which roles are most cost-effective 
for which parts of service delivery to manage 
demand and protect doctor time   

 Provide health recovery 
services in rest homes to 
create capacity 

 Identify where upskilling and 
role development needed 
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6. Other small hospitals 
As part of the project other small hospitals were contacted in order to help understand the 
environment, issues and opportunities. The eight hospitals which are listed below include four 
North Island and four South Island hospitals and were chosen in conjunction with stakeholders.  
 

 Buller Health, Westport 

 Dunstan Hospital, Clyde 

 Clutha First, Balclutha 

 Gore Hospital, Gore Health Centre 

 Dargaville hospital, Kaipara Health Centre 

 Te Kuiti Hospital 

 Hawera Hospital 

 Dannevirke Community Hospital, Tararua Health Group 

 
There are three levels of rural hospital according to the level of service provided, staffing and 
diagnostic services. Acute inpatient beds are a requirement for all levels. At the top end is Level 3 
hospitals with 24 hour medical cover and support services (Dunstan and Hawera). The remainder 
are all Level 2 although it was noted that the North Island sites do not meet the requirement for 
24 hour access to radiology. The laboratory can be off-site with POCT.  
 
Hospitals accredited for rural hospital runs are the Level 3 hospitals and Buller, Te Kuiti and 
Dargaville. Horowhenua is not on the list of rural hospitals, however it is most similar to and 
funded as Level 2 rural hospital. 
 
A summary of hospital characteristics including size, demographics, inpatient and acute services, 
staffing roles, after-hours and trainees is provided in Table 20 on p. 52. The full report should be 
read to understand more fully what is happening in other areas including leadership and 
management approaches, the service models and the workforce in each hospital (refer Appendix 
D, p 79). A list of summary points in relation to Horowhenua is provided below. The variation in 
the models is striking and has been shaped by local circumstances including the threat of losing 
services and workforce shortages.  

Summary points 

 Horowhenua is less rural than the areas served by the other facilities. It has the largest 
population catchment, is smaller in area and is more densely populated. 

 Similar to other areas with small hospitals, Horowhenua has a high need population. 
Horowhenua has a similar percentage of Māori compared to the North Island catchments but 
the highest proportion of older people. 

 Four hospitals including Horowhenua were about 45 minutes’ drive from the base hospital. 

 Horowhenua is at the lower end of the group for the number of beds per 1,000 population 
(Figure 36, p. 84). 

 Horowhenua’s inpatient service mix is different to other hospitals and the majority of the 
service is AT&R rather than acute. Four other hospitals also have ACC contracts for ‘non-
acute inpatient rehabilitation’ services but the volume is low. All other hospitals provide 
infusions e.g. blood and iron. 

 All hospitals except Horowhenua and Dannevirke provide emergency or acute assessment 
services which are often located/managed as part of the inpatient service, or partly as in the 
case of Hawera and Clutha. 
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 The service models have been categorised as ‘primary,’ ‘hospital models’ and ‘Clutha 
integrated model’ however there were significant differences between each site. 

 Horowhenua has less integrated service provision than other facilities, even those that are 
DHB owned.  

 All communities had 24/7 GP after-hours consultation services available except Hawera, 
Dannevirke and Horowhenua. Dannevirke and Horowhenua are the only areas with no on-
site 24/7 after-hours services (Hawera has an ED). 

 Horowhenua has the highest level of base hospital on-site specialist resource. Most other 
hospitals have local clinical leadership.  

 A number of the hospitals have moved wholly or partly to a RHM specialist workforce 
although some have been unable to attract this workforce e.g. Clutha.  

 All sites except Horowhenua have medical students or registrars to assist in future workforce 
sustainability.  

 Medical rosters are variable and some are designed around workforce circumstances e.g. 
Dargaville’s 1:2. Roster frequency was less for the general practitioner models. 

 Horowhenua and Dannevirke are funded at a lower rate than other rural hospitals (funding 
information not collected from Hawera and Dargaville). 

 Horowhenua and Dannevirke have less laboratory services, POCT is used in other hospitals 
without on-site laboratory testing. 

 Telehealth is not used at Horowhenua or Dannevirke. 
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Table 20: Selected rural hospitals in New Zealand – summary table 

Site Hawera 
Hospital  

Dunstan 
Hospital, Clyde 

Clutha Health 
First, Balcutha 

Gore Hospital  Buller Health, 
Westport 

Dargaville, 
Hospital 

Te Kuiti 
Hospital  

Dannevirke 
Hospital  

Horowhenua 
Health Centre Description 

Pop (2013) 26,500 24,500 17,000 21,000 7,300 14,000 18,000 17,000 38,000 

Maori 24% 5.5% 10% 8% 10% 23% 33% 20% 23% 

65 yrs + 15% 20% 16% 19% 17% 20% 13% 17% 24% 

Distance from 
Base Hospital 

75km, 1 hr 199km, 2 ½ hrs  80km, 1 hr 65km, 45 min 100km, 1 ½ hrs  56km, 44 min  77km, 1 hr 54 km, 45 min 51 km, 42 min 

Ownership  DHB owned and 
managed   

Community 
owned, not-for-
profit company 

Community 
owned, not-for-
profit company. 

Community 
owned primary 
care facility 

DHB owned and 
managed   

Joint – DHB & 
Community 
Trust 

DHB owned, GP 
contract for 
inpatients  

Privately owned 
and managed 

DHB owned 
and managed   

General practice  No GP After-hours 
only (6pm-8am) 

Yes (8) – com 
owned 

Yes – com 
owned 

Yes (7) – PHO 
owned 

Yes (13) Adjacent (7) Yes (8) – 
privately owned 

Yes – PHO 
owned 

ED / Acute 
Assessment 

Walk-in ED 24/7 
15,000 pa 

AAU 24/7  
775 pa (funded) 

MAU 
550 pa   

Walk-in ED 24/7 
 

Walk-in ED 24/7 
5,000-6,000 pa 

AAU 24/7 
Triage 1 &2 

Walk-in ED 24//7 
1,700 FC 16/17  

No  No 

Radiology 24/7 24/7 24/7  24/7  24/7 M-F M-F M-F X-ray M-F 

Lab 24/7 + POCT  24/7 M-F + POCT  M-F + POCT  M-F + POCT 
(testing Grey)  

24/7 + POCT  M-F + POCT  M-F (testing PN) M-F (testing 
PN) 

Inpatient 
Services  

AT&R, medical, 
and palliative 
(low acuity, 
rehab strokes).  

Gen med, HDU, 
pall, paed, 
trauma, AT&R. 
High acuity  

Acute medical, 
AT&R, palliative 
care, emerg 
admissions 

Medical, AT&R 
including stroke, 
dementia, frail 
elderly 

Acute medical 
ward (GP 
observation 
beds) 

Gen med, surg, 
rehab, respite, 
palliative  

Gen med, surg, 
rehab, palliative  
 

AT&R, Medical, 
and Palliative 
Care 
AT&R 33% 

AT&R, Medical, 
and Palliative 
Care  
AT&R 75% 

Inpatient bed 
numbers  

15 
+ 5 at night (ED)  

24 
(incl 3 HDU) 

15 
 

16 
(4 AT&R) 

8 
(incl 1 PC) 

12 
+ overflow 

12 8  
(incl 2 PC) 

20  

ACC rehab IP 
contract 

Yes Yes, approx. 
600 bed-days  

Yes Yes (very little) No  No No No Yes, 2,000 bed-
days (30%)  

Medical staffing 
roles (inpatients) 
 
(note some roles 
are broader than 
inpatient services) 

1 RHM 
Specialist & 
registrar, 1 
MO.10 
Some hours in 
ED  

6.5 FTE (9) 
RHM Specialists 
+ 2 registrars + 
0.4 CD. 
Cover IP & 
acute assess 

3 MOs 
Cover IP & 
medical 
assessment 
after-hours 

2.13 FTE (4) 
MO + 1.0 Phys 
assistant 
CD 3-4 dys wk 
Cover IP & ED 

GPs (Buller 
Health). 1.4 FTE 
(2) RHM 
specialists 
rostered  
Cover IP & ED  

2 RHM 
Specialists 
Cover IP & 
acute 
assessment 

GPs (Te Kuiti 
Medical Centre) 
incl RHM Reg 
Cover IP & ED 

GPs (Tararua 
Health Group)  

2.3 FTE (3) MO  
0.5 Geriatrician 
(IP & OP) 

After-hours  NA. Covered by 
ED FACEMS 
(ED moves to 
Ward overnight) 

Back-up co-
located primary 
AH service  

1:3 weekends 
Nights/ wknds 
mixture of on-
site/ on-call.  

1:3 
MO rostered in 
ED covers IP 
after-hours 

1:5 GP on-call 
roster but first 
call is duty doc 
at Grey hosp 

1:2 
7 days on, 7 off 
GP called to see 
triage 3-5s  

1:5 approx. GP 
on-call roster 
GP room 
adjacent to ED  

1:5 
2-3 hr clinic Sat 

1:3  

Geriatrician  1 day per wk   One visit per 
month. 

Remote 
oversight  

Monthly, Clinical 
Lead IDT 

No, AT&R 
Whangarei 

No Elder Health MO 
consults as nec  

2 days wk, 
ward, clinic 

Students/ 
Trainees 

RHM Registrar RHM Registrar GP Registrar  Med Students GP Registrar Med Students RHM Registrar, 
Med Students 

GP Registrar, 
Med Students 

No 

AAU – Acute Assessment Unit, AH – After-hours, IP – Inpatients, MAU – Medical Assessment Unit, MO – Medical Officer, OP – Outpatients, PC – Palliative Care, POCT –Point-of-care-testing, 
RHM – Rural Hospital Medicine 

                                                 
10 Staffing MO x 2 while RHM specialist on maternity leave 
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7. Scenarios for medical care and conclusion 
This section concludes the report with an evaluation of five scenarios for hospital services at 
Horowhenua Health Centre (STAR 4). All services currently provided by the MidCentral Elder 
Health team are included. 

Scenarios focus on medical 

The scenarios are described in detail including a list of key features, workforce and cost. The focus 
is on medical roles and NPs. The latter role is having an increasingly important role in the 
provision of services previously provided by doctors in rural areas, including after-hours. 
Developing other nursing and allied roles is also very important to cope with increasing demand, 
increase access to services and move specialist care into the community e.g. MidCentral’s 
physiotherapy-led ‘Early Supported Discharge Trial – Horowhenua Region.’ These approaches are 
an integral part of the overall model of care for smaller communities and need to complement the 
scenario chosen for hospital medical care for Horowhenua. 

Cost – what is included? 

The scenarios provide estimated medical costs however there are other costs which need to be 
considered and are mentioned in the evaluation. This includes cost savings that accrue from 
delivering services in an evidenced-based way. For instance, the NP service previously delivered in 
three ARC facilities resulted in less ED presentations and hospitalisations and is an example of the 
cost benefit of specialist care in the community (p. 24). Clinical care was only one part of this 
service, equal importance was placed on upskilling primary providers. The impact of the scenarios 
on the whole district should be considered. Scenarios 4 and 5 involve a different service mix and 
less AT&R bed-days at Horowhenua. Can this be accommodated by providing more AT&R in the 
community and providing health recovery services in ARC similar to the rest of the district?  

Possible scenarios 

There are a large number of possible options for hospital medical care. Services in other areas have 
been shaped by local circumstances including the threat of losing services and workforce 
shortages. Scenarios were identified through the course of the project as information was reviewed 
including statistics and reports, stakeholder feedback and reviewing the models of other small 
hospitals. The scenarios require engaging with other teams and organisations to implement. 

Medical service level and after-hours 

Providing inpatient services at HHC requires medical support. Excluding the geriatrician, the 
medical officer resource allocated to the STAR 4 inpatient service is 2.3 FTE. This appears 
reasonable given the need for out-of-hours cover and for the medical officer job size to include 
30% non-clinical work. The ward cannot be staffed with RMOs as at Palmerston North Hospital 
without a full-time resident specialist.  
 
The after-hours roster is unsustainable, particularly as it reduces to 1:2 during absences. It was also 
found to be costly, inconsistent across the team and poorly utilised. Any service providing a roster 
needs a critical mass of people. Although in theory support for after-hours could be provided by 
Horowhenua GPs with a suitable background, GP resources are currently low in Horowhenua and 
this was not able to be sourced from HCP during the course of the project. This may be a 
possibility in the future. Therefore no scenario looked at decreasing MidCentral medical resources 
although a change in the structure of after-hours was explored. GP managed beds were identified 
as an option but not the resourcing due to the wide range of possible funding approaches. 
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Evaluation considerations 

In evaluating the scenarios, the project steering group considered both the immediate service 
continuity issues and the interests of the community in the long-term.  
 
Because the community is large and high need, services close to home should have high priority in 
order to achieve ‘equity of outcomes across communities.’ Of all the MidCentral localities, 
Horowhenua/Otaki has the highest proportion of older people, Māori and Pasifika and health 
status disadvantage (including the highest mortality and amenable mortality). Horowhenua/Otaki 
will continue to age faster than other MidCentral localities. Palliative care numbers are rising and 
more people are being cared for by general practice and ARC rather than specialist palliative care 
services. At the time of death about one half of people are estimated to be living in ARC and this 
group is expected to become more complex with a higher prevalence of dementia. 
 
The current state analysis and stakeholder feedback identified there are access issues to primary 
medical care (including urgent and after-hours services) and less than expected access to the 
district’s specialist services (ED and hospitalisations). Residents must travel or be transported to 
Palmerston North Hospital when urgent medical care is needed. The lack of acute assessment 
services for the community was seen as a significant shortfall and acting against the philosophy of 
services close to home. Stakeholders thought that an integrated workforce solution would be 
required to resolve this, especially given the comparatively weak and aging GP workforce. The 
HHC business case envisaged medical officers would relieve the pressure on GPs by assisting with 
after-hours services, coupled with a triage nurse.  
 
There are examples across the county of innovative service models in small hospitals, many of 
which have made considerable progress towards integrated working across medical teams and the 
development of non-medical roles and use of technology. There was variability in the type of 
medical staffing but there has been a move towards the RHM workforce. 
 
The STAR 4 inpatient service provides a well-developed, structured and extensive AT&R service 
for the over 65 group but more access by the community to STAR 4 was desired and services for a 
wider range of people. Stakeholders were concerned about the stability of STAR 4 medical staffing 
and wanted to see the vacancy filled immediately and continuation of 24/7 services. 
 
Integrated working was seen as necessary for the long-term to have an attractive roster as well as 
to break down silos, make the most of capacity and contribute to Horowhenua workforce 
sustainability e.g. assisting with ARC. This is in line with MidCentral DHB’s aim to move to a fully 
integrated health system and ‘connect and transform primary, community and specialist care.’ 
Because inpatient services in Horowhenua will always be limited due to the necessity to have 
specialist input which resides in Palmerston North, it is important that the future model 
strengthens primary care and expands local provision of primary services. 
 
The HHC does not currently operate as an integrated health centre but rather a collection of co-
located services with multiple lines of management based in Palmerston North. However, 
everyone agrees there is huge capacity for the IFHC which now needs development work. One of 
the current risks is that HCP may move downtown if facility issues are not addressed. 
 
A CPHO leadership restructure this month has resulted in a new 12 month appointment for the 
Horowhenua IFHC Manager. The position has responsibility for HCP and Central PHO staff. 
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Scenarios  

Scenarios evaluated are listed below, summarised on Table 22 (p. 56) and then individually 
assessed against criteria including alignment with MidCentral DHB strategy. Table 21 below 
outlines the criteria used and the ratings.  
 
The Scenarios are: 
1. Status quo 
2. Specialist hospital model with changed responsibilities 

2a) Changed responsibilities with 24/7 after-hours  
2b) Changed responsibilities with planned after-hours and cover from Palmerston North 

Hospital 
3. District wide model of care for older people 
4. GP managed beds 
5. Rural hospital with a wider range of services 
 

Evaluation criteria 

Table 21: Evaluation criteria and Rating key 

Criteria Description 

Patient experience  Does the model sustain or enhance the patient experience? 
Does the model cater for the needs of Māori and Pasifika? 

Quality & safety  
 

Does the service model meet best practice guidelines for services?  
Does the service model improve access and timeliness? 
Can patients be transferred/referred on safely? 

Health outcomes and 
equity of access 

Does the service model improve health outcomes? 
Does the model cater for vulnerable people and those with specific 
needs?  
Does the model improve health status inequalities? 

Affordability Is the model efficient? (lowest inputs for results) 
Is the capital expenditure affordable?  
What is the current and future operational impact? 

Deliverability Does the model receive support from stakeholders? 
Can the model be supported by realistic staffing models? 

Sustainability Does the model respond to future changes including demand 
uncertainty and demographics over the next two decades? 
Is it clinically sustainable over the foreseeable future? 

DHB strategies Does the model align to DHB strategies? 

Rating Key 
 

4= Yes meets criteria 
3= Likely meets criteria 
2= May not meet criteria /some concerns 
1= Does not meet criteria  
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Table 22: Key components of possible models of medical care for Horowhenua Hospital 

Area 

1 – Specialist 
hospital model 
(status quo) 

2 – Specialist 
hospital model 
with changed 
responsibilitie
s 

3 – District 
wide model of 
medical care 
for older 
people 

4 – GP 
managed beds 

5 – Rural 
hospital with a 
wider range of 
services 

Acute services Nil Nil Could incorporate 
rapid response  

Possible  Acute assessment 
service 

Inpatient 
Services 

Mainly AT&R plus 
medical & 
palliative, health 
recovery, renal 
dialysis 

Same as current Same as current Low acuity, 
service mix 
dependant on GP 
group. Include 
palliative & renal 
dialysis 

Acute and 
responsive 
secondary care  

AT&R, palliative, 
renal dialysis 

Outpatients & 
community 
services 

MO clinic and 
community visits 
Geriatrician clinic 

MO clinic and 
community visits 
Geriatrician clinic 

Services with 
primary (e.g. 
HOP team, GP) 
across multiple 
care settings 
including ARC 

Geriatrician clinic  

No 

(Provided by 
Elder Health) 

 

Unlikely 

(Provided by Elder 
Health) 

After-Hours 24/7  local cover 
(1:3 roster) 

2a) 24/7 local 
cover (1:4 roster) 
or 2b) after-hours 
cover from 
MidCentral  

24/7 local cover 
(1:4 roster) 

Extend cover to 
ARC   

24/7 local cover 

(GP roster) 

24/7 local cover 
(1:4 roster) 

Integration 
possibilities 

Currently 
communication vs 
integration 

Some opportunity 
e.g. HOP GP 
and/or GPs could 
join after-hours 
roster 

Yes, specialist 
team working in 
partnership with 
primary 

Joint position with 
HCP 

Primary and 
continuity of care 
model  

Specialist rural 
model 

Could be hospital 
team, primary or 
integrated (Clutha) 

Workforce MOs and 
supervising 
geriatrician 

STAR 4 MOs and 
outpatients MO 
separate teams 

MOs (or MOs/NP) 
working flexibly 
across inpatients 
& outpatients/ 
community 

Supervising 
geriatrician 

MOs (or MOs/NP) 
working flexibly 
across care 
settings incl ARC 

Supervising 
geriatrician 

Junior staff – 
CBA, Advanced 
trainee, GP 
registrar 

GPs plus GP 
registrar 

The group could 
also employ MOs 
or RHM 
Specialists 
(rostered in ward) 

Generalists – 
RHM Specialists 
or combination 
RHM / MO / NP. 

Junior staff – 
RHM, GP registrar 

Enablers  2a) Support from 
medical staff  

2b) Nursing 
expertise, support 
from MidCentral 
physician team, 
Telehealth 

Commitment to 
joint position 

Support from 
medical staff 

Improved IT 

GP enthusiasm & 
incentives 

Improved IT 

Improved IT 

Appropriate 
facilities 

Acute assessment 
services 
necessary 

ARC – Aged Residential Care, CBA – Community Based Attachment, HOP – Health of the Older Person, MO – Medical Officer, 
NP – Nurse Practitioner, RHM – Rural Hospital Medicine 

 

  



 

7. SCENARIOS FOR MEDICAL CARE AND CONCLUSION 
 
 

Horowhenua STAR 4 Project (DRAFT for Stakeholder feedback MDHB, 19 June 2017)  57 

Scenario 1 – Specialist hospital model (status quo) 

Main features 

 The service mix is predominately AT&R for people 65 years and over with a small proportion 
of medical, palliative and health recovery admissions. As there is no ED or acute assessment 
service, community admissions are direct from GPs. Almost 80% of admissions are transfers 
from MidCentral Health. 

 The Horowhenua Elder Health medical workforce comprise two siloed teams, one a team of 
three medical officers looking after the inpatient ward STAR 4 (including 24/7 after-hours 
cover) and a single part-time medical officer providing outpatient and community services in 
conjunction with a CNS. A geriatrician working across MidCentral and Horowhenua (0.5 
FTE at each site) provides supervision and a weekly outpatient clinic. 

 One of the STAR 4 medical officer positions is 0.3 FTE which hampers recruitment. 

 The STAR 4 after-hours roster is 1:3 and drops to 1:2 during absences. 

 The medical team communicate with other teams in Horowhenua as necessary e.g. HOP 
team, Supportlinks, general practice, St John but there is no integrated working. 

 

Workforce Responsibilities  FTE Cost 

Medical Officers 
STAR 4 inpatients with 1:3 after-hours cover 

(three individuals) 
2.3 

$944,1501 

Medical Officer 
Outpatients and community (not on after-
hours roster) 

0.5 

Geriatrician Outpatient clinic and supervision 0.5 

  3.3 

Note 1 – includes additional duties of $75k 

 

Criteria Assessment  

Patient experience  
 

Good for the service areas covered but limited community admissions. Most people 
have to travel to PN for assessment and treatment of acute problems. 

2 

Quality &  
safety  

24/7 medical cover for issues and transfer as necessary  
Acceptance of community admissions dependant on AT&R wait list.  

4 

Health outcomes, 
equity of access 

Improves outcomes for the > 65 versus those of all ages requiring acute care. Low 
proportion of Māori and Pasifika receive services. The rate of acute hospitalisation is 
low for the community, the rate of specialist palliative care received is high. 

2 

Affordability, value 
for money 

Medical services perceived to be costly. Issues in STAR 4 include lack of 
consistency with roster, additional duties and low utilisation of after-hours services. 

1 

Deliverability 
 

Small FTE position requires change. Model vulnerable as lack of critical mass and 
no back-up cover to maintain 1:3. OP position has high level of supervision and has 
no cover. Staff and stakeholders want to maintain 24/7 services but recognise need 
for change.  

1 

Sustainability 
 

Focuses on a large and high priority group for Horowhenua but doesn’t respond to 
rising demand and need for more care in the community. 
The current model cannot support trainees which help with future sustainability. 
Does not assist with Horowhenua medical capacity and HCP with services to ARC.  

1 

Alignment with MidCentral DHB strategic imperatives 

MDHB Strategy Quality by Design Equity of 
Outcomes 

Connect & 
Transform 

Partner with people 
and whanau 

Scenario 1     
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Scenario 2 – Specialist hospital model with changed responsibilities  

2a) Changed responsibilities with 24/7 after-hours  
2b) Changed responsibilities with planned after-hours and cover from Palmerston North Hospital 

Main features  

 The range of services remains as current (Scenario 1). May be some ability to provide greater 
specialist geriatric input in the community with the move to a single more flexible team.  

 The two teams of medical officers (STAR 4 and the outpatient/community MO) join to 
become a single team with redistribution of FTE. In particular the 0.3 FTE position in STAR 
4 needs to be larger in order to increase its attractiveness.  

 There would be some rotation within the team across STAR 4 and outpatients/community. 

 After-hours. Either: 

o 2a) continuation of local 24/7 cover with all four medical officers contributing or 
GPs participating in the after-hours roster e.g. HOP team GP or HCP GP. 

o 2b) change of rostered hours to cover a longer period e.g. 8am to 8pm Monday to 
Friday and a ward round on Saturday and Sunday. Cover outside these hours would 
be via the on-call team at MidCentral. This change should be accompanied by 
additional training for nurses and use of standing orders. 

 The medical officers could provide support for the HOP team. 

 

Workforce Responsibilities  FTE Cost 2a Cost 2b 

Medical Officers 

STAR 4 inpatients (1:4 after-hours), 
outpatient and community services 

(Requires four individuals on after-hours 
roster) 

2.8 

$795,589 $721,869 

Geriatrician Supervision and outpatients 0.5 

  3.3 

 

Criteria Assessment  

Patient 
experience  

Potential for more specialist input into community otherwise status quo – good for 
the service areas covered but very limited acute services for the community.  

2 

Quality & safety  2a) would widen staff job experience and skills. Enable cover for 
Outpatient/community role. Some concern expressed about 2b) remote after-hours 
services – timeliness and increased transfers and impact on MidCentral medical 
teams. 

3 

Health 
outcomes, 
equity of access 

As per status quo – Improves outcomes for the > 65 years versus those of all ages 
requiring acute care. Low proportion of Māori and Pasifika receive services in STAR 
4 and low inpatient utilisation at MidCentral.  

2 

Affordability, 
value for money 

More affordable than status quo. 2a) assumes resolution of after-hours roster issues 
and 1:4 less onerous and could support higher utilisation of after-hours. Combining 
team and flexible working should result in more services. 2b) Most affordable.  

2 

Deliverability Redistribution of FTE supported by STAR 4 staff. Rotation of responsibilities not 
favoured by all but viewed as necessary and attractive to doctors in the long term. 
2b) would need to be discussed with RMOs/general physicians providing on-call. 
Outpatient/community MO does not currently work after-hours and lives in PN. 

3 

Sustainability Focuses on large high priority group. May help respond to rising demand and need 
for more care in the community. Larger team clinically sustainable. Unlikely to 
support trainees. Does not assist with Horowhenua medical capacity and services to 
ARC.  

2 

Alignment with MidCentral DHB strategic imperatives 

MDHB Strategy Quality by Design Equity of 
Outcomes 

Connect & 
Transform 

Partner with people 
and whanau 

Scenario 2 √  √  
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Scenario 3 – District wide model of care for older people 

Main features 

 Expanded roles for medical officers to enable support for primary care to proactively manage 
older people with frailty. Medical officers would work flexibly across sites – STAR 4, out-
patients, ARC facilities and support the HOP Team. 

 Services would include regular twice-weekly clinics for residents in two of the local ARC 
facilities, currently provided by HCP.  

 A rapid response service for early assessment of unwell ARC residents could be incorporated 
into this model.  

 Medical team FTE is increased by 0.5 which would be funded by Central PHO (from money 
received from ARC facilities for regular reviews of residents). The position should be 
permanent to avoid any recruitment barriers. 

 By offering a range of services – in-patient rehabilitation, out-patients, HOP team, ARC 
reviews and possibly a rapid response service – the DHB will be in a position to develop a 
Community Based Attachment (CBA) for pre-vocational doctors which is a compulsory part 
of their training from 2020 (refer p 9). In addition, the provision of an integrated service 
across a spectrum of community-based settings will make working in Horowhenua more 
desirable to GP trainees and especially to advanced trainees in geriatric medicine, who are 
required to gain experience in community geriatrics. 

 A GP trainee and an advanced trainee could participate in the after-hours roster, but not a 
pre-vocational doctor. 

 In the future a NP could be employed instead of a doctor as part of the team, including 
participation in the after-hours roster.  

 After-hours would be 24/7 and include ARC facilities. 

 The change to a 1:4 roster requires all four medical officers to participate in the roster or a 
GP e.g. HOP team GP or HCP GP. 

 

Workforce Responsibilities FTE 
Cost 
(MidCentral) 

Medical Officers / 
Nurse Practitioner 

STAR 4 inpatients (1:4 after-hours), outpatient and 
community services in partnership with primary 
teams (including services for ARC) 

(Requires four individuals on after-hours roster) 

2.8 

(MidCentral) 

0.5 

(Central PHO) 

$819,771 

Intern (PGY2) Community Based Attachment (13 week rotation)  

Trainees 
Placements for GP and geriatric advanced 
trainees  

 

Geriatrician Supervision and outpatients 0.5 

  
3.8  

(3.3 MidCentral) 

 

Criteria Assessment  

Patient 
experience  

The service still focuses on AT&R and the older person but extends the community 
based aspect and becomes more responsive e.g. after-hours for ARC. 

3 

Quality &  
safety  
 

Increased timeliness. Widen staff job experience and skills. Meeting best practice for 
frailty (comprehensive geriatric assessment). Upskilling/support for primary 
providers, improvement in assessment processes. Integrated approach – improved 
communication. 

4 

Health 
outcomes, 
equity of access 

Increase in access for high need population. Ability to support initiatives e.g. “Early 
Supported Discharge.” Impact on unnecessary ED presentations and 
hospitalisations (evidence as per 2013 Evaluation of the HOP Team). Does not 
target Māori and Pasifika (younger population). 

3 
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Affordability 
 

Similar cost as current but better value (more services). Expected savings due to 
improved outcomes. 

3 

Deliverability 
 

Approach is supported by primary and specialist leaders. Staff concerns include IT 
barriers, incorporating planned services whilst meeting ward requirements. 
Outpatient/community MO does not currently work after-hours and lives in PN. 

3 

Sustainability 
 
 

Responds to rising demand and need for more community care including 
responsiveness. Additional capacity deceases vulnerability of medical team. Future 
recruitment enhanced with varied responsibilities and interns/trainees however after-
hours requirements may not be attractive. Workforce not autonomous. Future – If 
NP part of the team could provide cover for the HCP Older Adult NP.  

3 

Alignment with MidCentral DHB strategic imperatives 

MDHB Strategy Quality by Design Equity of 
Outcomes 

Connect & 
Transform 

Partner with people 
and whanau 

Scenario 3 √ √ √ √ 

 
This model of care supports the Healthy Ageing Strategy published in 2016: 

 Reduce inappropriate acute admissions and improve assessment processes by 
supporting initiatives to reduce unnecessary acute admissions, for example by extending 
paramedic roles, improving after-hours clinical support for ARC facilities, using intensive 
home-based support, developing acute geriatric care pathways and applying proven 
technological solutions 

 Support effective rehabilitation closer to home by working across the whole system. 
Develop home-based and community-based models that support ongoing rehabilitation and 
restoration of older people and facilitate staff working in rehabilitation to collaborate across 
workforce groups and work to the top of their scope 
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Scenario 4 – GP managed beds 

Main features 

 Service mix would change. Patient acuity and types of patients would need to be appropriate 
for the GP group. Low risk medical care including patients for convalescence. Complex age-
related AT&R would be excluded and would be managed at Palmerston North Hospital. 
Health recovery patients could be managed in ARC as for the rest of the district. 

 GPs would take responsibility for the inpatient beds, admitting and caring for patients. 

 GPs could manage their individual patients or the GP group could employ/roster a doctor on 
duty in the ward. 

 After-hours medical services would be 24/7 via a GP roster. This could be supported by 
additional training for nurses plus use of standing orders as in other areas. 

 Specialist advice would be sought through the MidCentral Health on-call service. 

 Elder Health outpatient and community services would still be provided by the specialist team 
(geriatrician FTE reduced to 0.25). Using the medical officers to support the Central PHO 
HOP team would create a larger team enabling better service coverage. 

 The most likely funding mechanism would be a contract with CPHO and GPs in the area. 

 Acute assessment services could be developed in this primary model as in other areas.  

 

Workforce Responsibilities  FTE Cost  

GPs Inpatient services Contract 

$156,927 plus 
contract 

Medical officer Outpatient and community services 0.5 

Geriatrician Supervision and outpatients 0.25 

  0.75 

 

Criteria Advantages  

Patient experience  Patient group more in line with ‘rural inpatient’ group. Community admissions of all 
ages plus convalescence from PNH and palliative care. Wider range of services 
especially if acute assessment services introduced. Continuity of care for patients. 
Less AT&R services locally. 

3 

Quality &  
safety  

Would require investment into quality systems and processes due to new service 
and large number of practitioners. Increases GP’s experience and skills. 

3 

Health outcomes, 
equity of access 

Increased access to low acuity acute services for the community including 
Māori/Pasifika (younger population). Conversely, less access to AT&R inpatient 
services across district and does not look at preventative/proactive management of 
frailty. More community AT&R will decrease inpatient bed-days. 

3 

Affordability, value 
for money 

Unknown – wide range in cost. Would depend on details of model e.g. if there was 
rostered doctor hours and the negotiation. May be a reduction in ACC revenue if 
these bed-days were unable to be accommodated at PNH. 

3 

Deliverability 
 

Model of caring for own patients impractical with 27 GPs and 7 entities. Would need 
to cater for patients of non-participating GPs. Horowhenua GP numbers on the low 
side and GPs older so unlikely to be interested in increasing call. Elder Health team 
in Horowhenua would be smaller (Geriatrician & MO Outpatients/community) but 
could work closely with HOP team. 

2 

Sustainability 
 

Attractive to GP trainees (including RHM). Model dependent on GP capacity and 
increasing this as well as ongoing interest in providing primary inpatient services. 
Increased demand for AT&R services would need to be accommodated at PNH. 

2 

Alignment with MidCentral DHB strategic imperatives 

MDHB Strategy Quality by Design Equity of 
Outcomes 

Connect & 
Transform 

Partner with people 
and whanau 

Scenario 4 √ √ √ √ 
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Scenario 5 – Rural hospital with a wider range of services 

Main features 

 The service mix would change to focus more on the acutely unwell for assessment, diagnosis, 
stabilisation and treatment. Palliative care, convalescence and AT&R services could continue 
to be provided. Appropriate inputs would be necessary to retain AT&R services (allied health 
and geriatrician). 

 The volume of AT&R services would be less which would increase bed-days at Palmerston 
North Hospital. Health recovery patients could be managed in ARC as in the rest of the 
district.  

 Acute assessment services would likely need to be part of this model and after-hours services 
would be 24/7. After-hours could be in conjunction with primary care (nursing and medical). 

 The workforce would be generalists; medical officers or RHM Specialists. The latter would 
enable an autonomous local service with the ability to offer placements to RHM and GP 
registrars. Many RHM Specialists have dual RHM and GP registration so could work across 
HCP and STAR 4. 

 Elder Health outpatient and community services would still be provided by the specialist team 
(geriatrician FTE reduced to 0.25).  

 Using the hospital medical team to support the Central PHO HOP team would create a larger 
team, enabling better service coverage. 

 Increased support services would be required for acute assessment services e.g. POCT.  

 Facility changes would be required to cater for acute presentations.   

 

Workforce Responsibilities  FTE Cost 

Rural Hospital Medicine 
Specialist/s 

Medical Officer / NP 
Practitioner 

STAR 4 inpatients and acute assessment 
services (1:4 after-hours) 

(Requires four individuals on after-hours 
roster – spread FTE or cover from HCP) 

2.0 RHM 

1.0 MO / 
NP 

$1,017,278 

Trainees Placements for GP and RHM trainees   

Medical officer Elder Health Outpatients/community 0.5 

Geriatrician 
Advice for AT&R and complex patients. 
Outpatients clinic and supervision for MO 

0.25 

 
 

Criteria Assessment  

Patient 
experience  

Extends services to benefit higher numbers of people of all ages and enables the 
provision of local acute assessment services. Less AT&R inpatient services locally. 

4 

Quality & 
safety  

Generalist workforce with wide scope of expertise, ideally vocationally trained. 24/7 
service with expanded and timely acute services. 

4 

Health 
outcomes, 
equity of 
access 

Increased access to services for high need population. Wider range of services for all 
ages and expanded after-hours services. Could be expected to increase access for 
Māori & Pasifika, decrease ED presentations and hospitalisations at PNH. Less access 
to AT&R inpatient services across district and does not look at preventative/proactive 
management of frailty. More community AT&R will decrease inpatient bed-days. 

4 

Affordability 
 

Cost of medical team is higher but better value due to range of service. Expected 
savings due to improved outcomes. May be a reduction in ACC revenue if total bed-
days unable to be accommodated across the two sites. 

3 

Deliverability 
 

The rural hospital model with mix of rural/AT&R beds plus after-hours services has 
been advocated by stakeholders over several decades and was part of the HHC 
business case.  
Would take time to implement e.g. introduction of acute assessment services, 
accreditation as rural hospital, workforce and increased support services (POCT).  
Elder Health team in Horowhenua would be smaller (Geriatrician & MO 
Outpatients/community) but could work closely with the HOP and ward teams. 

2 
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Sustainability Helps to manage acute demand across the district and need for more local care. 
Increased demand for AT&R services would need to be accommodated at PNH. 
Workforce a sustainable model if can attract sufficient numbers to district to enable 
back-up (RHM Specialist numbers are rising). Practitioners autonomous, majority with 
dual registration, can support trainees. Future - NP as part of the team  

3 

Alignment with MidCentral DHB strategic imperatives 

MDHB Strategy Quality by Design Equity of 
Outcomes 

Connect & 
Transform 

Partner with people 
and whanau 

Scenario 5 √ √ √ √ 

 

Assumptions  

The following table summarises the assumptions used in the scenarios so these can be reviewed 
and amended as necessary. Scenario 3 does not include the 0.5 FTE funded by Central PHO. 
Scenario 5 has higher FTE and call-back hours due to the provision of acute services and also 
includes an amount for locum cover in case this was needed (ideally there would be some doctors 
who would work across STAR 4 and HCP). Scenario 5 could also include support for ARC 
services as in Scenario 3.   

Table 23: Summary of Scenario staffing assumptions and MidCentral Health medical costs  

  Scenario 1 Scenario 2a Scenario 2b Scenario 3 Scenario 4 Scenario 5 

 Status quo 

Changed 
responsibilities 
with 24/7 after-

hours 

Changed 
responsibilities 

with planned 
after-hours & 

cover from PN 

District 
wide model 

of care 

GP 
managed 

beds 

Rural 
hospital 

Medical officer 
FTE 

2.81 2.80 2.80 2.80 0.50 1.50 

Geriatrician 
FTE 

0.50 0.50 0.50 0.50 0.25 0.25 

RHM 
Specialist FTE 

          2.00 

GP FTE         GP contract   

Total FTE 3.31 3.30 3.30 3.30 0.75 + cntrct 3.75 

Roster 1:3/1:4 1:4 
1:3 or 1:4 for 

weekend ward 
rounds 

1:4 GP contract 1:4 

Call back 
hours 

7.0 2.5 2.0 2.5   6.0 

Availability 7% 6% 0% 6%   6% 

   

Cost $868,874 $795,589 $721,869 $819,771 $156,927 $926,278 

Other costs 
$75,000  

(additnl duties)  
      GP contract 

$91,000 
(cover) 

Estimated 
medical cost 

$944,150 $795,589 $721,869 $819,771 Unknown $1,017,278 

Change with 
status quo 

$0 $148,562 $222,282 $124,379 Unknown -$73,128 

Notes: FTE – employed FTE (covers leave). Salaries – 2015/16 step levels used. RHM Specialist Step 6 
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Evaluation 

Table 24 shows the scenario ratings. Scenario 3 ‘District wide model of medical care for older 
people’ and Scenario 5 ‘Rural hospital with a wider range of services’ score the highest.  
 

Table 24: Scenario ratings  

 
1 – Specialist 
hospital model 
(status quo) 

2 – Specialist 
hospital model 
with changed 
responsibilities 

3 – District 
wide model of 
medical care 
for older people 

4 – Primary 
inpatient 
services 

5 – Rural 
hospital with a 
wider range of 
services 

Patient 
experience  

2 2 3 3 4 

Quality & safety  4 3 4 3 4 

Health 
outcomes  

2 2 3 3 4 

Affordability 1 2 3 3 3 

Deliverability 1 3 3 2 2 

Sustainability 1 2 3 2 3 

DHB Strategies  2 4 4 4 

 11 16 23 20 24 

 
It is generally accepted that Scenario 1 – ‘Status quo’ is not a sustainable model, however, there 
are different perspectives on the reason for this including cost and underutilisation of staff, 
workforce sustainability issues, after-hours roster frequency and the desire to see more integration 
with other medical teams as per MidCentral DHB and national strategic goals. This scenario 
should be excluded. 
 
Scenario 2 ‘Specialist hospital model with changed responsibilities’ resolves issues with the 
roster. Scenario 2a) decreases the frequency to 1:4 and takes a step towards more flexible working. 
Although most affordable in terms of the medical budget this scenario does not leave the service 
well-placed to meet expanding demand and work with primary teams to support more service 
delivery in the community.  Scenario 2b) reduces after-hours services and does little to further 
integration goals, support primary teams and move care into the community. This scenario does 
not cater for the long-term and should be excluded. 
 
Scenario 3 ‘District wide model of care for older people’ expands services to proactively 
manage older people with frailty and medical officers would work across sites and provide regular 
services to ARC facilities currently provided by HCP. The increased capacity is created by a post 
jointly funded by MidCentral Health and Central PHO using the revenue from ARC services. This 
model can potentially be delivered at slightly less cost than current and make a significant 
difference to outcomes. It enacts actions under the ‘Acute and restorative care goals’ in the 
Healthy Aging Strategy (Ministry of Health, 2016). Scenario 3 is an integrated model which moves 
specialist care into the community and can support trainees. Deliverability issues such as IT 
barriers and incorporating planned work into the acute environment would have to be worked 
through. 
 
Scenarios 1 – 3 maintain the current focus on the over 65 population and AT&R services although 
Scenario 3 is also concerned with prevention and responsiveness. Scenario 4 and 5 provide 
services to people of all ages although of differing acuity.   
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Scenario 4 ‘GP managed beds’ scores moderately highly but is not a workable option for 
Horowhenua and should be excluded. The GP workforce lacks capacity and is aging which 
impacts on the willingness to provide after-hours services. The number of GPs (27) makes this 
model impractical unless there is a lead provider or dedicated ‘hospital’ doctors similar to Buller. 
Clinical and managerial leaders in other areas where this model is operating point out that GPs 
have to be motivated to provide hospital level care and be comfortable in that environment. HCP 
leaders support the concept but think it is more aspirational for the community rather than 
achievable with the current GP workforce and more suited to isolated communities where 
distances to specialist care is prohibitive. Although all GPs were not canvassed directly it is 
thought that most would view this as negative because those patients with greater need would 
remain under GP care 24/7. New GPs or longer term locums are likely to be put off by this work-
load option. This model was rejected in 2003 during the development of the HHC business case. 
The primary based model in Dargaville collapsed last year after working well for 15 years. 
 
As noted earlier, the likely cost of the GP managed bed scenario was not identified. The lead GP 
for Te Kuiti said a range of funding is used to support their service including the DHB contract, 
rural incentive funding, capitation and private fees charged for primary consultations. Locum 
doctors are used for all weekends.  
 
Scenario 5 ‘Rural hospital with a wider range of services’ has the potential to provide the 
most extensive range of services, including more acute services and have the most impact on 
health outcomes. Services would be for people of all ages, cater more for those who have the 
lowest health status including Māori and Pasifika and is aligned with ‘achieving equity of outcomes 
across communities.’ It would be expected that the majority of people receiving care would still be 
older adults.  
 
Like other small hospitals, Horowhenua could move to a RHM specialist workforce, an 
autonomous workforce who can work across primary and specialist care – a sustainable workforce 
solution that builds on general practitioner skills with a broad body of generalist knowledge. 
Scenario 5 would focus more on episodic care rather than specialist AT&R services for older 
people. Introducing this model of care requires an understanding of the impact on AT&R services 
across the district. 
 
Scenarios 3 and 5 provide gains for different groups of the population. Both would strengthen and 
better integrate health services to deliver more effective, efficient and sustainable care. 

Risk assessment 

Successful implementation of the preferred model requires adherence to MidCentral’s strategic 
imperative ‘achieve quality and excellence by design’ including co-design processes, innovation, 
measures for monitoring and improved governance and decision-making processes. Consumer 
involvement is required to ‘partner with people and whānau to support health and wellbeing.’ 
There are multiple risks and circumstances that need to be worked through and require careful and 
inclusive planning. Possible risks and mitigations are outlined in the following tables. 
Implementation requires leadership at a local level, work across a number of organisations and 
workforce development.  
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Table 25: Risks and mitigations for Scenario 3 ‘District wide model of medical care for older people’ 

Risk Mitigation 

Inpatient and primary services remain separate 
and therefore small and at risk 

 The DHB makes a commitment to an integrated 
model to ensure critical mass is achieved. 

A doctor may not be able to be recruited to the 
shared post 

 Recruit for a permanent position. Flexibility with 
FTE 0.8 – 1.0.  

 Concerted recruitment efforts. Look at recruitment 
process, responsibilities and follow-up. 

 Recruit a NP.  

 If no interest then Scenario 2 will have to 
considered.  

Inability to secure a 4th person for the STAR 4 
roster 

 Communication about model and benefits of after-
hours to medical staff including GPs – a STAR 4 
after-hours service is contingent on this 
requirement. 

 Recruit a NP to join the roster. 

 If an additional person cannot be sourced for the 
roster, Scenario 2 with cover from PNH will have to 
be considered with associated strategies 
(staggered hours, upskilling nursing staff). 

Acute ward responsibilities clash with planned 
activities  

 Look at how to introduce more structure into ward 
activities. 

 Careful rostering and leave management (planning 
and adequate notice). 

 Work with ARC facilities re timing of regular clinics. 

 Work on freeing up doctor time – upskilling of 
nurses and barriers to efficiency (admission / 
discharge processes.)  

Lack of agreement between MidCentral Health 
and Central PHO re responsibilities 

 Agreement in principle about role. Will need to be 
flexibility about type of service provision as needs 
change e.g. when NP intern is qualified. This role 
needs to be capacity funded.  

Services provided in ARC by NP intern at HCP is 
reliant on one person 

 Develop plan for cover and succession. 

Facility issues are not resolved at HHC and HCP 
moves 

 Implement the IFHC (Recommendation 4). 

Interns and trainees are not adequately supported  Use technology to provide maximum support (e.g. 
videoconferencing).  

 

Table 26: Risks and mitigations for Scenario 5 ‘Rural hospital with wider range of services’ 

Risk Mitigation 

Inpatient and primary services remain separate 
and therefore small and at risk 

 The DHB makes a commitment to an integrated 
model to ensure critical mass is achieved. 

Lead organisations fail to agree on details of 
model and resourcing 

 Making a firm decision on the model, how it will be 
funded and provide the authority to implement. 

 Good communication and project planning. 

Lack of interest from medical staff in Horowhenua 
to support delivery of acute assessment services 
(even if substantial nurse input, a medical roster 
will be required) 

 Utilise the nursing workforce and all groups of 
medical staff to make attractive e.g. Clutha.  

Provision of more general and acute services at 
Horowhenua creates capacity problems for AT&R 
services 

 Create capacity by moving Health Recovery 
services to ARC – this would require assessment 
of ARC capacity. 

 Support community-based initiatives for AT&R e.g. 
Early Supported Discharge. 
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 This is a high need area – ensure community 
services are adequate to help prevent admissions 
– medical, nursing and allied. 

 Identify an appropriate mix of AT&R beds and 
general medical services by: 

o Further assessment of patient group 
receiving services to identify patient types 

o Evaluation of capacity at PNH. 

Infrastructure changes are not made to support 
space for acute assessment services and also 
meet HCP needs (HCP may move) 

 Implement the IFHC (Recommendation 4). 

Support services are not adequate to support the 
model 

 Implement POCT and assess whether radiology is 
a possibility after-hours. 

Key recommendations 

1. That Scenario 3: ‘District-wide model of care for older people’ is implemented forthwith. 

Scenario 3 is an extension of current service provision, which can be provided within current 
costs and implemented relatively quickly. 
 

2. That Scenario 5: ‘Rural Hospital with a wider range of services’ is considered as the future 
model of care for Horowhenua and an implementation plan developed. 

Scenario 5 requires extensive planning and some investment, including the introduction of 
acute assessment services.  

Other recommendations 

3. That STAR 4 after-hours services are aligned to the future model of care and if 24/7 cover is 
maintained should be a minimum of 1:4. 

 

4. That implementation of the IFHC receives high priority so that the building blocks are in 
place for integrated working. This means alternative leadership and mechanisms and 
committed action to work on the enablers for the IFHC including appropriate space, IT and 
other technology (telehealth and point-of-care-testing). 

 

5. A Service Director, Horowhenua IFHC should be appointed to lead a rework of the concept 
of the IFHC and move from co-location to integrated working. The service director should 
have responsibility for all locally-based PHO and MidCentral Health services and link services 
into the new service/cluster model. 

The preferred option is an integrated model of care which will require leadership at a local 
level, work across a number of organisations and workforce development. This cannot occur 
via the current remote line management structure. 
 

6. That development of the nursing workforce achieves higher priority to support nurses to 
develop an expanded scope of practice. Nursing has a key role in managing the increasing and 
changing demand and achieve the goal of services closer to home by assisting the medical 
teams to provide services.  
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Appendix A – Glossary and abbreviations 
Term Description 

A&M service Accident and Medical services – primary level service where no appointments are 
necessary. A Level I service provides the same level of care as a GP surgery but 
with radiology and other diagnostics on site. After hours, medical input is provided 
by GPs or medical officers on call, with the first contact after hours being with a 
nurse. This level of service caters for most medical emergencies and minor 
accidents, including some simple fractures. This model is widely used in small 
communities throughout the country. 

Amenable mortality Deaths from those conditions for which variation in mortality rates (over time or 
across populations) reflects variation in the coverage and quality of health care 
(itself defined as preventive or therapeutic services delivered to individuals or 
families)”. It is restricted to age groups younger than 75 in order to include only 
premature deaths. 

ARC Aged Residential Care – long-term care provided in a rest home or hospital: rest 
home care, continuing care (hospital), dementia care and specialised hospital 
care (psychogeriatric care) 

ASMS  Associated of Salaried Medical Specialists – The professional association and 
union for doctors and dentists in New Zealand. 

AT&R  Assessment, Treatment and Rehabilitation services – DHB provided 
multidisciplinary services delivered in a range of settings for people with 
disabilities over the age of 65. The aim is to provide people, who have loss of 
function or ability due to injury or disease, with the highest possible level of 
independence following that incident. 

CBA Community Based Attachment – a new requirement for postgraduate year one 
and two RMOs (interns) to care for the patient and manage their illness in the 
context of their family and community. By 2020 all interns will have to spend three 
months of their two years prevocational training on a CBA. 

CNS Clinical Nurse Specialist – A registered nurse practising at an advanced level in a 
specific area of practice who has completed advanced training in a specific scope 
of practice, and may have been prepared at masters level of education. 

DHB District Health Board. 

ED Emergency Department. 

FTE Full-time equivalent. 

GP General Practitioner. 

GPSI General Practitioner with Special Interest. 

HCP Horowhenua Community Practice – A general practice located in the Horowhenua 
Health Centre. 

HHC Horowhenua Health Centre. 

HOP Team Health of the Older Person’s (HOP) team – community-based team introduced to 
support general practice and ARC and prevent ED presentations and 
hospitalisations by providing services close to home. Initially introduced in the 
Horowhenua and Tararua localities. 

IDT Interdisciplinary team – use a collaborative care plan where each team member 
builds on each other’s expertise to achieve common, shared goals. 

IFHC Integrated Family Health Centres – IFHCs house a wide range of primary health 
and social services. The aim is to shift some services (such as minor surgery and 
first specialist assessments) from the hospital setting into the community, thereby 
reducing pressure on public hospitals and providing a more accessible and 
streamlined service for patients. 

MCNZ Medical Council of New Zealand – the body that registers doctors and carries 
responsibilities in the areas of standards, conduct and competence. 

MDT Multidisciplinary team – the members use his or her own expertise to develop 
individual care goals but communicate and work with other team members. 
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MO Medical officer – a medical practitioner who is registered under the Health 
Practitioners Competence Assurance Act 2003 and who falls the Senior Medical 
and Dental Officers Collective Agreement and who is not a medical specialist 

MoH Ministry of Health 

NAR contract Non-acute rehabilitation contract – ACC contract for inpatient care for clients with 
a personal injury that requires intensive rehabilitation prior to returning to their 
place of residence. 

NASC Needs Assessment Service Coordination. 

NP Nurse Practitioner – A registered nurse practising at an advanced level in a 
specific area of practice. Nurse Practitioners must have a Master’s level of 
education and been approved and registered by the Nursing Council. 

NPI NP intern or candidate– NP in training for NP qualification.  

NZRGPN New Zealand Rural General Practice Network – a support network and 
professional organisation including a Government-funded rural GP recruitment 
service for GPs with a RRS score of 35 or more. 

PHO Primary Health Organisation – funded by district health boards and ensure the 
provision of essential primary health care services, mostly through general 
practices, to people who are enrolled with the PHO. 

PNH Palmerston North Hospital 

POAC Primary Options for Acute Care – a patient centred service which enables general 
practice teams to manage acute illness, by accessing an increased range of 
specified services in the community. This service provides an alternative to 
referring patients to hospital who would otherwise be sent to the ED.  

POCT Point-of-care-testing – medical diagnostic testing at or near the point of care 
rather than the medical laboratory. POCT devices can provide results quickly and 
at any time of the day or night. 

PUC Purchase Unit Code – a component of a classification system that is used as a 
means of common measuring of like services, quantifying (volume) and valuing or 
pricing a health service. Purchase units are nationwide.  

RHM Rural Hospital Medicine – a distinct vocational scope of practice. It is broad and 
not confined to a particular range of illnesses or acuity of presentation. RHM 
involves the set of skills needed to deal with any presenting medical problem. It is 
orientated to secondary care and is responsive rather than anticipatory. 

RMIP Rural Medical Immersion Programme – a programme for fifth year medical 
students from the University of Otago. Students spend the year living in a smaller 
community working with hospital-based doctors and GPs in an apprenticeship 
model, seeing patients under supervision. Students are encouraged to “immerse” 
themselves in the community, join clubs and participate in community activities. 

RMO  Resident Medical Officer – House officers and registrars. 

RN Registered Nurse. 

RNZCGP The Royal New Zealand College of General Practitioners – the professional body 
and postgraduate educational institute for GPs. 

RRS Rural Ranking Score – an objective measure of rurality to allocate funds on a 
nationally consistent basis to individual GPs based on a range of factors. 

STAR Services for Treatment, Assessment and Rehabilitation – the STAR Centre is the 
base for a range of Elder Health services. The STAR 4 inpatient ward is located at 
the Horowhenua Health Centre. 

Telemedicine Telemedicine is the use of telecommunication and information technology to 
provide clinical health care from a distance. Technology enables communications 
between patient and medical staff, as well as the transmission of medical, imaging 
and health informatics data from one site to another. 

TLA Territorial Local Authority. 

UCC Urgent Community Care – service provided by St John to manage patients with 
urgent health needs at home. 

YTD Year to date 

 

https://en.wikipedia.org/wiki/Information_technology
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Appendix B – Steering group and informants 

Steering group and project team 

Steering Group Title / role 

Lyn Horgan Operations Director 

Sarah Donnelly Service Manager – Adult Inpatient Wards 

Dr Syed Zaman  Clinical Director & Medical Head Elder Health 

Project Sponsors  

Mike Grant (up to 5 May 2017) GM Clinical Services & Transformation 

Craig Johnston (post 5 May 2017) 

Lyn Horgan (post 5 May 2017) 

GM Strategy, Planning & Performance 

Operations Director 

Project Team  

Sharon Bevins Project Leader 

Data / analytical  

John Manderson  

Paul Greatorex, Quentin Bourke, Ian McMillan 

Manager, Data Quality & Information Unit 

Analysts, Data Quality & Information Unit 

Rodney Mackenzie 

Clinton Duffy  

Manager, Business Support  

Business Advisor, Business Support 

Vivienne Laurenson  

Tony Lister 

HR Advisor 

Business Analyst, Payroll 

Informants 

Name Role / Organisation 

MidCentral DHB clinical and management 

Dr Ken Clark Chief Medical Officer 

Sarah Donnelly Service Manager – Adult Inpatient Wards 

Dr Syed Zaman Clinical Director & Medical Head Elder Health 

Michelle King CNS Elder Health(Lead) 

Lyn Horgan Operations Director 

Michele Coghlan Director of Nursing 

Deborah Davies Nurse Director Primary and Integration, Health Care Development 

Jo Smith Senior Portfolio Manager, HOP & Palliative Care 

Craig Fleury Facility Manager Horowhenua Health Centre 

Moira Eathorne Medical Administration Coordinator 

Christine Wood Recruitment Consultant 

Maggie Oulaghan Business Manager Hospital Services 

Horowhenua ElderHealth staff and multidisciplinary team 

Dr Kirsten Holst Geriatrician  

Dr Fred Hirst Geriatrician (retired) 

Dr Martie Gray 

Dr Sherry Martin 
Medical Officers, STAR 4 

Dr Chrys Cabraal Medical Officer (Outpatients/community) 

Diane Hague  Charge Nurse STAR 4 

Jane Richards CNS Elder Health 

Helen Willis Occupational therapist 

Robyn Lucas Physiotherapist 
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Sharyn Edwards Social Worker 

Kathy McKay 

Rebecca Newton 

Associate Charge Nurse, District Nursing 

RN, District Nursing 

Fiona Carrick Ward Clerk 

Central Primary Health Organisation 

Chiquita Hansen  CEO 

Dr Paul Cooper  Integrated Care leader  

Dr Jenny Smith 

Maureen Aston 
Horowhenua HOP Team 

Sandra Lester GM, Central PHO Owned Practices 

Dr David Le Page Medical Director, Horowhenua IFHC 

Dr Beven Telfer Clinical Director, Horowhenua Community Practice 

Carol George Nurse Practitioner Candidate, Horowhenua Community Practice 

Jennifer Spencer Practice Manager, Horowhenua Community Practice 

Other primary/community organisations 

Lyn Richardson Supportlinks 

Norma Procter 

Dr Ramyasiri  

Practice Manager, Queen Street Surgery 

GP, Queen Street Surgery 

Hannah Watson 

Dr Andy Van de Vyver 

Practice Manager, Masonic Medical 

GP, Masonic Medical 

Sue Maney, Peta Hill, Rachel de 
Burgh 

Masonic Village (Masonic Care) 

Jenny Hodgen, Alison Farrugia, 
Vicki Marshall 

War Veterans and Reevedon (Presbyterian Support Central) 

Shani McKee Te Whānau and Gardenview (Bupa Care) 

Dr Simon Allan 

Bridget Marshall 

Palliative Care Director, Arohanui Hospice 

CNS, Arohanui Hospice 

Steve Yanko 

Tim Baston 

District Operations Manager, St John 

Territory Manager, St John  

Rural hospitals/health centres 

Sharon Wards CEO Tararua Health Group  

Joanne Knight 

Keith Buswell  

Mark Spittal 

SM South Rural Hospitals and Community, Te Kuiti Hospital 

GP, Te Kuiti  

Executive Director Community & Clinical Support, Waikato DHB 

Kathleen Gavigan General Manager, Buller Health, Westport 

Debi Lawry DoN, Dunstan Hospital, Clyde 

Ray Anton CEO, Clutha Health First, Balclutha 

Delwyn Soper,  Clinical Manager, Gore Hospital 

Karen Katipa Clinical Nurse Manager, Dargaville Hospital 

Cathy Thomson Clinical Manager, Hawera Hospital  

Other 

Ian Weir-Smith ASMS 

NZNO, PSA 

Dr Jade Robertson Regional Medical Educator Registrar Programme, RNZCGP 

Alita Bigwood Senior Advisor Rural, RNZCGP 

Linda Reynolds Deputy Chief Executive, New Zealand Rural General Practice Network 
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Appendix C – Data supplement 

Population statistics by locality, age and ethnicity 

Table 27: MidCentral district population by age band and locality, 2013 Census 

 
Note – MidCentral portion of Kapiti is Otaki ward (Te Horo, Otaki, Otaki Forks Census Area Units) 

 

Table 28: MidCentral district population by ethnicity and locality, 2013 Census 

 
Note – Ethnicity % adds to over 100% as respondents were able to choose more than one ethnic group 

 

Figure 25: Trend in population for Horowhenua & Kapiti (Otaki ward) TLAs, 1991, 1996 & 2013 Census 

 
 
 
 
 

TLA
<20 yrs 20-64 yrs 65 and over

Total 

Population <20 yrs 20-64 yrs 65 and over

Total 

Population

Manawatu 7,701       15,255      4,500       27,456      28% 56% 16% 100%

Palmerston North 22,689      46,493      10,900      80,082      28% 58% 14% 100%

Tararua 4,767       9,137       2,950       16,854      28% 54% 18% 100%

Horowhenua 7,656       15,143      7,300       30,099      25% 50% 24% 100%

Kapiti (MidCentral portion) 1,992       4,121       1,960       8,073       25% 51% 24% 100%

MidCentral DHB 44,805      90,149      27,610      162,564    28% 55% 17% 100%

Horowhenua & Kapiti 9,648       19,264      9,260       38,172      25% 50% 24% 100%

New Zealand 1,161,387 2,473,632 607,029    4,242,048 27% 58% 14% 100%

Number Percentage

TLA
Total 

Population Maori Pasifika Asian European

Other (incl 

not stated)

Manawatu 27,456        14.3% 1.5% 1.8% 86.4% 6%

Palmerston North 80,082        15.7% 4.2% 9.3% 75.0% 8%

Tararua 16,854        20.1% 1.5% 2.0% 80.6% 7%

Horowhenua 30,099        21.5% 4.6% 3.2% 77.9% 8%

Kapiti (MidCentral portion) 8,073         24.9% 3.9% 3.6% 72.9% 8%

MidCentral DHB 162,564      17.4% 3.5% 5.8% 77.9% 8%

Horowhenua & Kapiti 38,172        22.3% 4.4% 3.3% 76.9% 8%

New Zealand 4,242,048   14.1% 7.0% 11.1% 70.0% 8%
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Table 29: MidCentral district population by locality, 2001, 2006 & 2013 

 
 
  

2001 2006 2013 2001-2013 2006-2013

Palmerston North 73,965        77,724     80,082       8.3% 3.0%

Manawatu 25,578        26,070     27,456       7.3% 5.3%

Tararua 17,859        17,634     16,854       -5.6% -4.4%

Horowhenua 29,823        29,865     30,099       0.9% 0.8%

Kapiti (MidCentral portion) 7,761         7,551       8,073         4.0% 6.9%

Total 154,986      158,844   162,564      4.9% 2.3%

Horowhenua & Kapiti 37,584        37,416     38,172       1.6% 2.0%

% Change
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Workforce 

Figure 26: Age profile of GPs and secondary care specialists 

 
Source: RCNZGP Conference: An update on the workforce situation (Townsend, 2016) 

Figure 27: Trend in estimated Horowhenua GP FTE per 100,000 enrolled population  

 
Source: Central PHO, GP FTE estimation formula 

Figure 28: Estimated GP FTE per 100,000 enrolled population 

 
Source: Central PHO, GP FTE estimation formula. Enrolled population average for 2016 year 



 

APPENDIX C – DATA SUPPLEMENT 
 
 

Horowhenua STAR 4 Project (DRAFT for Stakeholder feedback MDHB, 19 June 2017)  75 

Figure 29: Age profile of Horowhenua/Otaki GPs, May 2017 

 
Included were 26 of the 27 GPs, age not provided for one GP  

Figure 30: Proportion of GPs by age band, Horowhenua/Otaki and New Zealand 

 
Source: Horowhenua – Project survey May 2017, NZ – GP Workforce Survey 2015 (RNZCGP, 2015) 

HCP enrolled population compared to Levin 

Figure 31: Trend in enrolled population – Levin and HCP 
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Aged Residential Care 

Table 30: ARC beds, at Q2 2016/17 

 
Rest home Hospital Dual Dementia 

Psycho 
geriatric Other Total 

Levin 141 133 61 69 16 17 437 

Foxton 32 16 10 12   0 70 

Otaki 20 0 0 0   0 20 

 193 149 71 81 16 17 527 

Source: HOP from TAS Data Warehouse, report run as at 27/02/2017 

 

Figure 32: Occupancy of ARC beds for Horowhenua/Otaki, Q2 2016/17 

 
Source:  HOP from TAS Data Warehouse, report run as at 27/02/2017 

 

Figure 33: Occupancy of ARC beds by bed type and locality, Q2 2016/17 

 
Source:  HOP from TAS Data Warehouse, report run as at 27/02/2017 
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Urgent Community Care Service 

Table 31: UCC activity by outcome, 12 months up to 11/04/17 

Term # % 

See and treat 816 55.6% 

Transport (ED) 487 33.2% 

Cancelled  95 6.5% 

Attendance not  treated 41 2.8% 

Transport (non-ED) 27 1.8% 

Other 2 0.1% 

 1468 100% 

Excluded category removed (6) 

Figure 34: UCC activity by month, 1 March 2014 – 31 March 2017 

 
 

Figure 35: UCC activity by hour of day, 12 months up to 11/04/17 

 
 

https://www.sfn07.com/sfn_NZStJohn?ct=p&s=OPRTNS.RESP.RSPDR.CLSN.S.2810.%GNRC.H.%OPRTNS.RESP.RSPDR.CLSN.T.1219.%&dd=GNRC.H.%&m=OPER.DMND.RE.2-11.%&mp=12_MONTHS&spid=830&pers=1&ord=dim
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The most frequently used complaint categories (sick person and GP referral) are not helpful in 
understanding the type of service provided. The categories making up 80% of activity for the last 
12 months were: 

 Sick person – specific diagnosis – 19% 

 GP referral – 15% 

 Falls/back injuries13% 

 Traumatic injuries – 7% 

 Breathing problems – 6% 

 Abdominal pain / problems – 5% 

 Chest pain – 5% 

 Haemorrhage / lacerations – 5% 

 Unconscious / passing out – 5% 
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Appendix D – Report on selected rural 
hospitals in New Zealand 
As part of the project other small hospitals were contacted in order to help understand the 
environment, issues and opportunities. The hospitals were chosen in conjunction with 
stakeholders. A summary table (Table 33) on the next page is followed by a discussion and key 
points. 
 
The following small hospitals / health centres were contacted during the project: 
 

 Buller Health, Westport 

 Dunstan Hospital, Clyde 

 Clutha First, Balclutha 

 Gore Hospital, Gore Health Centre 

 Dargaville hospital, Kaipara Health Centre 

 Te Kuiti Hospital 

 Hawera Hospital 

 Dannevirke Community Hospital, Tararua Health Group 

 
There are three levels of rural hospital according to the level of service provided, staffing and 
diagnostic services. Acute inpatient beds are a requirement for all levels. At the top end is Level 3 
hospitals with 24 hour medical cover and access to radiology and laboratory services. Level 2 
hospitals have medical cover during normal working hours plus on-call. Laboratory is off-site 
with point-of-care-testing (POCT) and radiology 24 hr access. Level 1 has visiting medical cover 
daily plus on-call (medical or nursing) and no onsite laboratory and limited radiology. 
 
Dunstan and Hawera are classified as Level 3 hospitals and the remainder are all Level 2 
although it was noted that the North Island sites do not have 24 hr access to radiology. Hospitals 
accredited for rural hospital runs are the Level 3 hospitals and Buller, Te Kuiti and Dargaville. 
Horowhenua is not on the list of rural hospitals. 
 
The manager of Te Kuiti also commented on the Tokoroa and Taumarunui hospitals (17 and 10 
beds respectively). 

Table 32: Informants 

Hospital Informant Position 

Dargaville Hospital Karen Katipa Clinical Nurse Manager 

Te Kuiti Hospital Joanne Knight  
Mark Spittal 
Dr Keith Buswell 

SM South Rural Hospitals and Community 

Executive Director Community & Clinical Support 
GP 

Hawera Hospital Cathy Thomson Clinical Manager 

Dannevirke Community Hospital Sharon Wards Chief Executive Officer, Tararua Health Group 

Buller Health Kathleen Gavigan General Manager 

Dunstan Hospital Debi Lawry Director of Nursing 

Clutha Health First Ray Anton Chief Executive Officer 

Gore Hospital Delwyn Soper  Clinical Manager 
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Table 33: Selected rural hospitals in New Zealand – Full table 

Site Hawera 
Hospital  

Dunstan 
Hospital, Clyde 

Clutha Health 
First, Balcutha 

Gore Hospital  Buller Health, 
Westport 

Dargaville, 
Hospital 

Te Kuiti 
Hospital  

Dannevirke 
Hospital  

Horowhenua 
Health Centre Description 

DHB Taranaki Southern Southern Southern West Coast Northern Waikato MidCentral MidCentral 

Population  
(approx. in 
2013)  

26,500 
South Taranaki  

24,500 
Central Otago 
and Wanaka  

17,000 
Clutha  

21,000 
Gore District 
and surrounds 

7,300 
Westport and 
Northern Buller  

14,000 
Stats below for 
Kaipara TLA 

18,000 
Waitomo, 
Otorohonga  

17,000 
Tararua  

38,000 
Horowhenua 
and Otaki 

Pop density <5 
per km2 

No Yes Yes ? Yes No Yes Yes No 

Maori 24% 5.5% 10% 8% 10% 23% 33% 20% 23% 

65 yrs + 15% 20% 16% 19% 17% 20% 13% 17% 24% 

Population inc11 <1% 7.5% <1% <1% 8%  4.5% -2.6%  -4.4% <1% 

Distance from 
Base Hospital 

75km, 1 hr 199km, 2 ½ hrs  80km, 1 hr 65km, 45 min 100km, 1 ½ hrs  56km, 44 min  77km, 1 hr 54 km, 45 min 51 km, 42 min 

Ownership  DHB owned and 
managed   

Community 
owned, not-for-
profit company 

Community 
owned, not-for-
profit company. 

Community 
owned primary 
care facility 

DHB owned and 
managed   

Joint – DHB & 
Community 
Trust 

DHB owned, GP 
contract for 
inpatients  

Privately owned 
and managed 

DHB owned 
and managed   

General practice  No GP After-hours 
only (6pm-8am) 

Yes (8) – com 
owned 

Yes – com 
owned 

Yes (7) – PHO 
owned 

Yes (13) Adjacent (7) Yes (8) – 
privately owned 

Yes – PHO 
owned 

Primary birthing Yes No Yes Yes Yes Yes Yes Yes Yes 

ED/Acute 
Assessment 

Walk-in ED 24/7 
(FACEMS from 
base hospital) 
15,000 pa 

AAU 24/7 
(access GP/ St 
John) 
775 pa (funded) 

MAU, 2 beds, 2 
rooms (primary 
w MO support).  
550 pa   

Walk-in ED 24/7 
2 beds, 1 
overflow + HDU 
bed (MO or PA) 

Walk-in ED 24/7 
2 beds attached 
to ward 
5,000-6,000 pa 

AAU 3 beds + 
resus. Triage 1 
& 2s. Limited 
after 10pm 

Walk-in ED 24//7 
1 room in ward 
1700 pa (16/17 
forecast) 

No  No 

Radiology 24/7 24/7 
 

24/7  
 

24/7  
 

24/7 M-F 
 

M-F M-F 
 

X-ray M-F 

Lab 24/7 + POCT  24/7 M-F + POCT  M-F + POCT  M-F + POCT 
(testing Grey)  

24/7 + POCT  M-F + POCT  M-F (testing PN) M-F (testing 
PN) 

Inpatient 
Services  

AT&R, Medical, 
and Palliative 
Care (low 
acuity, rehab 
strokes).  

Gen med, HDU, 
palliative, paed, 
trauma. AT&R. 
Complex/ high 
acuity  

Acute Medical, 
AT&R, palliative 
care and 
emergency 
admissions 

Medical, AT&R 
including stroke, 
dementia, frail 
elderly 

Acute medical 
ward (GP 
observation 
beds) 

Gen med, surg, 
rehab, respite, 
palliative  

Gen med, surg, 
rehab, palliative  
 

AT&R, Medical, 
and Palliative 
Care 
AT&R 33% 

AT&R, Medical, 
and Palliative 
Care  
AT&R 75% 

Daycases Infusions – 
Blood, Ferinjet, 
others. TROC  

Day case & day 
surgery 
 

AT&R day pts, 
infusions 

Infusions 
MO fracture 
clinic  

Iron infusions  Lots infusions – 
e.g. blood, iron, 
intragam 

Lots infusions – 
e.g. blood, iron, 
intragam 

Infusions – e.g. 
blood, intragam 

Nil 

Inpatient bed 
numbers  

15 
+ 5 at night (ED) 
and night resus 

24 
(incl 3 HDU) 
 

15 
(incl 1 PC) and 
a resus room 

16 
(12 acute med, 
4 AT&R) 

8 
(incl 1 PC) 

12 
+ several 
overflow 

12 8  
(incl 2 PC) 

20  

ACC rehab IP 
contract 

Yes Yes, approx. 
600 bed-days  

Yes Yes (very little) No  No No No Yes, 2,000 bed-
days (30%)  

  

                                                 
11 Population change between last 2 census periods 
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Site Hawera 
Hospital  

Dunstan 
Hospital, Clyde 

Clutha Health 
First, Balcutha 

Gore Hospital  Buller Health, 
Westport 

Dargaville, 
Hospital 

Te Kuiti 
Hospital  

Dannevirke 
Hospital  

Horowhenua 
Health Centre 

Medical staffing 
roles (inpatients) 

1 RHM 
Specialist & 
registrar, 1 
MO.12 
Some hours in 
ED  

6.5 FTE (9) 
RHM Specialists 
+ 2 registrars + 
0.4 CD. 
Cover IP & 
acute assess 

3 MOs 
Cover IP & 
medical 
assessment 
after-hours 

2.13 FTE (4) 
MO + 1.0 Phys 
assist (PA) 
CD 3-4 dys wk 
Cover IP & ED 

GPs (Buller 
Health). 1.4 FTE 
(2) RHM 
specialists 
rostered  
Cover IP & ED  

2 RHM 
Specialists 
Cover IP & 
acute 
assessment 

GPs (Te Kuiti 
Medical Centre) 
incl RHM Reg 
Cover IP & ED 

GPs (Tararua 
Health Group)  

2.3 FTE (3) MO  
0.5 Geriatrician 
(IP & OP) 

Medical on-site 
hours for 
inpatients 
 
(note some roles 

are broader than 
inpatient services)  

1 x 8-4, 1 x 8-12 
M-F, 2 hrs wknd 
Drs also work in 
ED (12-8pm). 
2 wks on 1 off 

Specialist + reg 
up to 10pm 
1 x 10pm-8am 
Roster intensive 
work for several 
weeks then off  

Week 1: 8 am-5 
pm (M-F) 
Week 2: 5 pm-8 
am (M-F) 
Week 3: one 
non-clinical day  

1 x MO 
business hours 
M-F  

1 x 8.30 -5.30 
M-F 
The RHM 
Specialists also 
do some GP 
sessions 

1 doctor 0830 
start with MDT 
then rounds. 
Come and go as 
necessary 

Round in 
morning, as 
necessary (own 
pts + roster). 
Currently RHM 
reg rounds daily 

Call in as 
necessary (own 
pts); rostered for 
after-hours and 
weekend cover 

8-4pm M-F (2 
MOs) 

After-hours  NA. Covered by 
ED FACEMS 
(ED moves to 
Ward overnight) 
GPs - no AH 
clinics or call 

Low tolerance to 
calling in extras. 
Back-up co-
located primary 
AH service 
6pm-8am 

1:3 weekends 
Nights/ wknds 
mixture of on-
site/ on-call. 
Primary pts 
charged 

1:3 
MO rostered in 
ED covers IP 
after-hours 
GP AH roster 

1:5 GP on-call 
roster but first 
call is duty doc 
at Grey hosp 
1:10 weekend 
clinics (2 hrs) 

1:2 
7 days on, 7 off 
GP called to see 
triage 3-5s (GP 
on-call + back-
up for emerg)  

1:5 approx. GP 
on-call roster 
GP room 
adjacent to ED 
for primary pts 
(charged) 

1:5 
2-3 hr clinic Sat 
GPs living out of 
Dannevirke on 
PN AH roster 6-
11pm 

1:3  

Geriatrician  1 day per wk 
Rounds, NASC 
meeting 

  One visit per 
month. 

Remote 
oversight from 
Dunedin 

Monthly, Clinical 
Lead IDT 

No, AT&R 
Whangarei 

No Elder Health MO 
for Tararua 
consults as nec  

0.5 FTE, 2 days 
per wk, rounds, 
MDT and clinic 

Recruitment & 
retention 

Starting to 
recruit local 
RHM registrars 
who are due to        
sit exams and 
become Fellow 
of the College. 
GP shortages 
(impacts ED) 

Waiting list to 
work at hospital 
Some dual 
registration 
RHM specialists 
do after-hours 
GP 
Oversubscribed 
with GPs 

Unable to attract 
RMH fellow. 
GPs 1:1400, 2 
GP registrars 
started Dec. 
RMIP for 5th 
years 

Having ED & 
GP practice 
assists 
recruitment/rete
ntion 
Demo site for 
trial of PA in ED  
RMIP for 5th 
years 

Doctor 
shortages, 
recent 
improvement. 
First dual reg 
RHM Specialist 
imminent, 
applied for reg. 
GPEP – 1 post 

Week about 
roster suits 
RHM docs as 
not local.  
Ak rural 
immersion 
programme 
GP numbers 
good 

RHM trainee,  
Medical students 
(4th yr & TI) 
Host 
‘Grassroots,’ AK 
Med School 
rural focus grp 

Ongoing GP 
vacancies 
 
Registrar posts, 
RMIP for 5th 
years 

MO (0.3 FTE) 
vacancy 
 
Ongoing GP 
vacancies 
 

Telehealth VC meetings 
/education and 
telemedicine. 
Com MH do 
regular clinics 

  Yes – New 
vascular clinic 
started, 
additional 
planned. 

Use expanding. 
Contracts & 
collab with 
Centre for Rural 
Health e.g. 
robots in 
community. VC 
for meetings  

VC – managing 
patients (range 
of clinics) 
medical 
education, 
collegial support  

VC – mtgs/ 
education. 
Outpatients 
(DNs) & detox 
unit. Hooked up 
to AAU, more 
planned incl ICU 
link  

Use expanding. 
Link to Waikato 
ED, OP clinics,  
SmartHealth app 
– free on-line 
service including 
consults 

Nil Nil 

AAU – Acute Assessment Unit, AH – After-hours, IP – Inpatients, MAU – Medical Assessment Unit, MO – Medical Officer, PC – Palliative Care, PA – Physician Assistant, POCT –Point-of-care-
testing, RMIP - Rural Medical Immersion Programme for 5th year medical students, RHM – Rural Hospital Medicine, TI – Trainee Intern 

                                                 
12 Staffing MO x 2 while RHM specialist on maternity leave 
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Discussion 

Population 

The populations served by the rural hospitals ranged from about 7,000 (Buller Health) to 38,000 
(Horowhenua), however most were close to 20,000.  Catchments showing recent population 
increases were Dargaville, Buller and Dunstan. All others were static or declining. The 
Horowhenua service sits within a relatively small and densely populated area (28 people per km2) 
compared with most other rural services that cover large and sparsely populated areas. The areas 
served by Dargaville and Hawera had the next highest population density (7 and 8 per km2 
respectively) and all others were less than 5 per km2. All North Island facilities served populations 
with high proportions of Māori (20% or over) with Te Kuiti very high at 33%. Dunstan, 
Dargaville and Horowhenua served populations with the highest proportions of older people aged 
65 and over; Horowhenua was highest at 24%. 
 
Like Horowhenua, the majority of facilities were located within an hour’s drive from the base 
hospital. Exceptions were Buller and Dunstan, the latter was two-and-a-half hours away. The 
largest proportion of Dunstan’s catchment live more than an hour away from Dunstan Hospital.  

Overview of facilities 

Hospital inpatient services are typically a small part of outpatient and community primary and 
specialist services provided from the facility. All facilities have a primary birthing unit except 
Dunstan and all but Te Kuiti host the mobile surgical services bus. All facilities except 
Horowhenua and Dannevirke have a 24/7 emergency department or an acute assessment service. 
In a number of places this is a small area within or attached to the inpatient service. Hawera’s ED 
moves to the inpatient ward each night. General practice services are provided from all facilities 
except Hawera although only after-hours services are provided from Dunstan. In the seven 
facilities that have day-time general practice services only two have a private self-employed practice 
model. Two are community-owned (Clutha and Gore) two PHO-owned (Buller and Horowhenua) 
and one privately-owned (Dannevirke). 
 
Aged residential care services are provided/co-located with two facilities (Buller and Clutha) 
although Buller plans to close their hospital level service soon when the local private provider 
increases its capacity. Dargaville GPs provide inpatient detox services. St John is located within the 
Buller Health facility. Clutha stands out as having a particularly wide and expanding range of 
services.  

Support services 

All sites have more laboratory services than Horowhenua and Dannevirke while four complement 
their Monday to Friday service with POCT. The South Island hospitals and Hawera have access to 
24/7 radiology while Te Kuiti and Dargaville are similar to Horowhenua and Dannevirke with 
Monday to Friday services only. A number of hospitals provided ultrasound clinics and while not 
specifically asked, at least half provided bedside ultrasound. 
 
Dunstan, Buller and Dargaville GPs participate in the PRIME (Primary Response In Medical 
Emergencies) scheme. 

Ownership 

Four of the nine hospitals are DHB owned, Dargaville hospital has joint DHB and community 
ownership and the three Southern hospitals are community-owned trusts. Dannevirke is a 
privately-owned hospital. The trigger for the formation of community trusts was the threat of 
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withdrawal or downsizing of services in the late 1990s. When Dargaville’s surgical wards were 
closing in 1994 the community got a loan from the government which paid for 46% of the 
hospital. This ensured a local service for the long term. In Dannevirke, the Tararua Health Group 
(THG) was formed in 2009 incorporating the hospital and general practice services. This was in 
response to concerns over maintaining an adequate GP workforce and ensuring sustainable 
primary healthcare services were provided in the district.  

Management and integration 

The community and privately-owned entities are locally managed which has supported the 
development of integrated working. Integrated working is developing beyond health providers to 
locality networks e.g. Clutha District Health Network. 
 
The DHB-owned hospitals vary in the degree of local versus central management. At Buller the 
general manager has responsibility for the PHO owned primary practice as well as the inpatient 
area for several years. Opportunities for staff include a blend of practice-based and hospital/ED 
work. Currently work is occurring on changing the way the medical practice operates and further 
ways of joining up the practice and the inpatient unit and moving to a system of managing urgent 
presentations jointly. Problems with central management the GM has encountered include lack of 
management support for staff (easy to ignore rural areas) and gaps in service provision including 
services falling over. Central management requires building an integrated team in order to work 
well. Buller operates as one business unit and the GM sees her role as leading change and 
transforming the culture. She identified the following success factors for Buller: 

 Alliance Workstreams. This includes a specific locality Integrated Family Health Centre 
workstream, the ‘powerhouse’ for Buller and ensures partners are at the table. A single point 
of entry for patients 65 and over was implemented as part of this workstream which enabled 
reduction in rest home capacity and patients staying longer in community. 

 Introduction of the Complex Clinical Care Network (CCN) – Led by Grey geriatrician the 
CCN provides greater specialist geriatric support for primary staff in the care of complex, 
mostly elderly, patients (links home based support, residential & respite care, primary health 
and GP practices and hospital services). Regular reviews are provided in primary with the 
frequency determined according to patient stability.  

 Daily huddle for the IDT – the aim was to improve communication and prevent people 
falling between the cracks. The team hands over responsibility to each other rather than 
formally referring. Members include St John, general practice, inpatient unit, community 
mental health, Māori provider, home-based support, district nursing. 

 Operational debrief when necessary – this is across all teams irrespective of line management. 

 
Te Kuiti has removed some structural barriers that encouraged staff to work in silos. The clinical 
nurse manager now oversees all nurses who work across more settings e.g. district nurses in the 
inpatient ward. This prevents battling between services and makes it easier to put the person at the 
centre. The aim is to have a rural nursing workforce.  
 
Dargaville said that the board recognises the importance of the rural hospitals and they have a 
voice at the senior table.  
 
Clinical leadership is mostly locality-based and covers primary secondary in the integrated models. 
In Clutha the clinical director has responsibility for nursing and medical (there is a leader for each 
team). 
 
Managers talked about the importance of service philosophy. Themes included: 
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 People who can be treated in primary should be treated there. The community needs to back 
the cost of this e.g. GP after-hours services 

 Patients should receive treatment as close to home as possible 

 The maximum amount of services should be provided locally – this can be achieved by 
training staff and alliances with specialist services 

 A wide range of services is beneficial for patients and attractive to doctors, nurses and other 
staff  

 Funding incentives emphasise episodic unplanned care over planned care. A successful 
service model looks at how best to use the funding, put it all together and bring it to the 
appropriate clinician 

 Integration requires bottom-up planning and clinical participation and leadership  

Inpatient services and beds 

All facilities said they offer inpatient services for medical, rehabilitation and palliative patients. The 
focus of inpatient care in other hospitals is acute or responsive secondary care (e.g. respiratory and 
cardiac disorders and other medical conditions) rather than AT&R (stroke, confusion and 
dementia, frail elderly, osteoporosis, osteoarthritis, Parkinson’s disease). Dunstan is at the top end 
of the acute and complexity spectrum with three HDU beds and also caters for trauma and 
children. Although Hawera is a Level 3 hospital, it caters for a much lower acuity group (the 
manager said this was due to workforce instability). All sites except Horowhenua provide day case 
infusions. Clutha provides AT&R for day patients. 
 
As expected, given the nature of the service provision, STAR 4 has considerably more geriatrician 
input than the other hospitals. Hawera and the sites in the Southern DHB area also have an ACC 
contract for non-acute inpatient rehabilitation services however volumes are comparatively lower. 
The number of beds per 1,000 population are shown below, range 0.47 (Dannevirke) to 1.10 
(Buller). 

Figure 36: Selected rural hospitals, beds per 1,000 population catchment 
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Service models 

1. Primary models – Buller, Te Kuiti, Dannevirke  

Each hospital’s model is slightly different but in all three sites the primary practice medical staff 
work across the primary and secondary spectrum. The practices include all, or most, of the GPs in 
the area. Te Kuiti and Dannevirke GPs care for their own inpatients during business hours (Te 
Kuiti’s on-call roster covers the ED) while Buller allocates a Rural Hospital Medicine (RHM) 
specialist to inpatients / ED. The GP team provide after-hours care although in Buller the duty 
doctor at Grey Hospital is the first call when advice is needed. 
 
Buller and Te Kuiti have RMH Specialists as part of their primary workforce, Te Kuiti has one and 
in Buller a third fellow is about to be registered. A sizable team means that call frequency is not 
onerous, 1:5 or less often. Te Kuiti employs locums to cover weekends. 
 
Buller is looking at changing regular hours to seven days as the weekend hours are because of 
ward rounds as well as the primary clinic in the afternoons. Because some doctors don’t have the 
breadth of experience for the hospital work a back-up call is required. A need for better induction 
has been identified. 
 
Te Kuiti’s medical services are contracted and ED presentations that are classified as primary are 
seen in an adjacent GP room and charged for. Dannevirke’s after-hours roster caters for the 
hospital ward, patients requiring emergency and primary care after-hours travel to Palmerston 
North. 
 
Dannevirke has a shared care record across service locations which was described as the “lynchpin 
of success.” 
 
Waikato’s Executive Director Community & Clinical Support described the importance of 
leadership and practice philosophy in the primary care space. Te Kuiti is their most effective 
model of care, in part because it is a clearly identified community and in part because of the 
philosophy of healthcare that the key clinicians hold and especially the leadership of influential 
GPs within the practice. Positive outcomes have included trends in reducing ED presentations 
and admissions and an increase in planned GP case management of whānau. This model has not 
yet been implemented in other Waikato towns of similar size largely because further work is 
required to develop the same patient-centred philosophy of care (rather than a practice-centric or 
hospital-centric way of viewing things).  
 
Dr Keith Buswell said there are advantages in this model for the doctor and the community. The 
work adds to the range of doctor’s skills and enables older people to stay in the community and is 
particularly attractive to Māori. Te Kuiti’s model came about by default. GPs agreed to cover the 
hospital on a temporary basis to prevent it from closing. Required is GPs who are prepared to do 
emergency medicine and be comfortable in the hospital environment, older doctors are unlikely to 
be interested. Other areas have looked at this model but decided against it. The model is funded 
by a combination of the DHB contract, rural incentive funding, capitation and private fees charged 
for primary consultations. The ability to employ locums every weekend makes the model more 
acceptable to GPs and limits after-hours work to one night a week. Previously GPs did weekends 
as well.  
 
Dargaville had a primary model from 2000 until last year. The medical centre (also situated within 
the Health Centre) provided 24/7 medical services for the acute assessment and inpatient areas on 
contract. The medical centre website showed that a number of the GPs have dual GP and RHM 
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registration, the practice has a strong teaching focus and hosts medical students and has a PRIME 
contract. The website also stated that integration with the hospital had proven to be highly 
successful and enabled patients to be followed from the initial contact and triage to treatment (e.g. 
myocardial infarction and treatment with thrombolysis) as well as arranging further specialist care 
and then later seeing the patient for ongoing treatment and supervision.  
 
Last year Dargaville changed to an in-house hospital model staffed with RHM specialists after 
issues arose maintaining 24 hour service provision. 

2. Hospital models – Dargaville, Dunstan, Gore, Hawera, Horowhenua 

These hospitals have a dedicated medical roster for the hospital. Unlike Horowhenua, Dargaville, 
Dunstan and Gore’s team cover emergency/acute assessment services as well as inpatients. Core 
responsibility for the Hawera team is the inpatient ward (ED is managed by the base hospital) but 
there is considerable integration between the teams – the inpatient doctors provide some hours in 
the ED and the ED moves to the ward overnight and covers the ward. Dunstan’s acute 
assessment services are not walk-in and can only be accessed through GP after-hours or St John. 
In Dargaville, the inpatient service focuses on triage 1 and 2 patients with the remainder being 
catered for by the co-located medical centre. After 10pm, in order to protect doctor’s time, 
patients requiring hospital level care are transferred direct to Whangarei. 
 
Dargaville and Dunstan are staffed by RHM Specialists; Hawera with a RHM Specialist and 
medical officer; and Gore and Horowhenua with medical officers. Dunstan and Hawera generally 
have RHM registrars as part of the team.  
 
In Dargaville, Dunstan and Gore, GPs provide after-hours cover for the community, Homecare 
Medical provides telephone triage and patients are diverted as appropriate. Dunstan’s GP after-
hours is provided on-site at the hospital while Dargaville GPs come to the ED to see patients 
triaged 3 to 5. Horowhenua provides after-hours till 7.30 pm weekday and weekend clinics but 
there is no GP on-call roster. Hawera provides no GP services outside of business hours.   
 
There is significant variation in the rosters across the five sites. Hawera, Dunstan and Dargaville 
described a roster which had intensive work (over 1-2 weeks) followed by time off. Dargaville’s 1:2 
roster suits the doctors who do not live in the area. 

3. Clutha integrated model – a combo 

Clutha’s integrated model has a dedicated medical roster for the hospital which is integrated with 
primary care. 

 The medical assessment unit is primary run, rather than managed, in conjunction with the 
hospital. The assessment unit is run by a NP and NP intern seven days a week 9 am to 6 pm.  

 The medical officers: 

o advise or assist with acute patients in the assessment unit prior to accepting for 
admission and provide back-up to the NPs on the weekends 

o take responsibility for primary care presentations after-hours (9pm – 9am Mon- Fri 
and 6pm – 9am weekends) 

 The community was taught to use the assessment unit and an algorhythm differentiates 
between funded and primary attendances. The latter are very expensive so there is 
considerable incentive to access primary services during the day or the evening/weekend 
after-hours clinics  

 There are a significant range of specialty services run by GPs, nurses and allied staff, some in 
conjunction with Southern DHB specialist staff (refer Appendix, p. 90). New weekly or 
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fortnightly GP led clinics are ‘breast care’, E-medical immigration medical’, ‘fracture clinic’, 
‘skin lesion’ diagnosis/ treatment and ‘joint injection’. A new gynaecology nurse specialist 
clinic is providing contraception advice and procedures, endometrial sampling and other 
women’s treatments. 

Medical workforce and considerations 

The majority of the hospitals surveyed have, or would like, to move to incorporate the RHM 
specialist workforce. Dunstan and Dargaville are wholly staffed by RHM specialists and Hawera, 
Buller and Te Kuiti partly so. In Buller and Te Kuiti the RHM specialists are part of the general 
practitioner workforce. Hawera, Dunstan and Te Kuiti have RHM registrars. Rural Hospital 
Medicine specialists also comprise the majority of the workforce covering inpatients and ED in 
Taumarunui and Tokoroa. All three of Taumarunui’s doctors travel into the area to work (2 part-
time RHM and a 0.4 MO). Recently a RHM registrar was employed to work across both hospitals. 
Hawera plans to move to a RHM specialist workforce for their inpatient and ED services so 
FACEM cover by the base hospital is not necessary. Next year they expect to have four RHM 
specialists and a registrar. Clutha was hoping to attract a fellow as part of their plan to develop 
inpatient capability and capacity and strengthen medical staff governance but have had no luck 
recruiting one so continue with a medical officer model.  
 
Several managers mentioned the merits of incentives. Some said that providing accommodation 
may be necessary e.g. Taumarunui has a refurbished ward which includes a large lounge and 
Dargaville has a flat. Otherwise the main thing was to give doctors exposure to rural health 
services. Locums were an opportunity to get a permanent doctor as doctors may find they enjoy 
the wide variety of rural work and the integrated team approach and may then decide to take up a 
permanent post.  

Trainees 

The rural hospitals understand the best chance to maintain sustainability of the future workforce is 
to build relationships with trainees. All sites except Horowhenua have medical students or 
registrars thus increasing the likelihood that doctors may return to settle in the area once qualified. 
Clutha, Gore, Dannevirke and Dargaville participate in the rural immersion programmes for 
medical students and the other sites have GP and/or RHM registrars. Most sites can provide 
significant variability in clinical experience – general practice, hospital, maternity, community 
services and outreach clinics. Buller said some trainees would have stayed if employment was 
available for their partner. 
 
Registrars can also be a bonus in small teams e.g. in Te Kuiti the registrar rounds daily and keeps 
in close contact with GPs. 

Medical staffing in small areas  

Medical staffing of inpatient services should not be considered in isolation. The medical workforce 
in small areas is particularly vulnerable, which is why many areas moved to different types of 
workforces and developed integrated models to provide an appropriate level of service for the 
community and achieve sustainable services.  
 
Areas which stated they were chronically short of GPs were Buller, Hawera, Dannevirke and 
Horowhenua. Buller has had a recent turnaround with permanent GPs increased from 1.5 to 5.6 in 
one year. This was achieved by forming a small recruitment team who met daily. The process was 
flow charted, system problems identified, chaos removed (many parties were involved) and quick 
turnaround made a priority.  
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Lack of GP services in Hawera impacts local ED volumes, a high proportion of the 15,000-17,000 
presentations per year are primary in nature. There is talk of opening an accident and medical 
centre in the community to take pressure off hospital services. 

Nursing 

Nurses have played a very important role in the way services have developed in order to cope with 
the increasing and changing demand and shortages of medical staff. In Hawera’s ED a CNS treats 
a high proportion of triage 4 and 5 patients. In Buller, the ED is nurse-led after-hours (first 
contact Grey Hospital registrar) and Clutha’s medical assessment unit is run by a NP and NP 
Intern. As the Te Kuiti GP stated, “Nurses have assumed increasing responsibility in clinical 
decision making and this has been particularly important in after-hours situations. I see real benefit 
in nurses who work in both the medical centre and hospital and ultimately, the evolution of the 
‘rural general nurse’” (Buswell, 2012).  In Taumarunui a NP has been part of the ED medical 
roster for several years and recently replaced a doctor on the ward for some shifts.  
 
Managers said the future includes educating nurses to the top of their scope. Dannevirke has no 
charge nurse and the team of “autonomous practitioners” have access to standing orders 
authorised by the Clinical Excellence Group. Similarly in Buller there is high use of standing and 
verbal orders. In the community, nurses run their own clinics and provide a wide range of services 
including district nursing, palliative and well-child. They book complex cases into a medical clinic. 
Nurses have a Masters qualification and training is ‘on the job.’ Dargaville said there are a lot of 
projects in this space. 
 
There are more educational opportunities available. Rural nursing is available as an endorsement 
for the Postgraduate Diploma in Health Sciences and the Ara Institute of Canterbury offers the 
Graduate Certificate in Nursing Practice (Rural Nursing).  

Technology 

There is significant use of telehealth in the rural hospitals and many sites said this was an area of 
focus and expansion. Fixed and mobile units are installed and in use in several places has moved to 
managing patients rather than for meetings and education. Buller uses telehealth for a number of 
outpatient clinics; surgeon FSAs and dietetics are the latest additions. The four units are now at 
capacity and cannot manage the increased demand for oncology consults. The Centre for Rural 
Health in Gore is a community owned and operated facility setup to improve health outcomes 
using innovative technology and workforce skill development for rural communities throughout 
New Zealand. Projects included VitelMed (telehealth for remote consulting and virtual care 
community), E-chat, Agility TRX (patient scheduling and tracking mobility system to optimise 
workforce e.g. for District Nurses), Robotics in the community (vital signs and monitoring) and 
the Health Workforce New Zealand trial of the role of Physician Assistant (PA) in the ED at Gore 
Hospital.  
 
Telehealth clinics increase access to services and avoids travel for the patient, however they do 
require resource to introduce and ongoing coordination (e.g. booking criteria different). Some 
clinicians are reluctant to use the new technology. Several areas are using a speech language 
therapy application on a portable device in the community. 

Funding 

STAR 4 and Dannevirke are funded at the ‘rural inpatient’ bed-day rate. Historically hospitals in 
the Southern DHB area suffered from a lack of funding with arbitrary pricing and a failure to 
factor for increased workforce and travel costs (e.g. Dunstan’s 10,000 sq km catchment). Recent 



 

APPENDIX D – REPORT ON SELECTED RURAL HOSPITAS IN NZ 
 
 

Horowhenua STAR 4 Project (DRAFT for Stakeholder feedback MDHB, 19 June 2017)  89 

DHB strategy has been looking at aligning resources more to the population and resulted in bed-
day rates based on casemix which is slightly more than the AT&R rate (65 and over) and roughly 
five times the ‘rural inpatient’ bed-day rate. However Dunstan said that only 80% of their beds 
were funded. 
 
Te Kuiti inpatients are mostly funded by general medical casemix at national price. The plan for 
2017/18 is 700 discharges (521 caseweights) and 496 ‘transitional care’ bed-days ($264). 
 
The Buller GM said that funding was based on costs. Information on funding was not collected 
from Hawera or Dargaville. 

Key points  

 Horowhenua is less rural than the areas served by the other facilities. It has the largest 
population catchment, is smaller in area and is more densely populated. 

 Similar to other areas with small hospitals, Horowhenua has a high need population. 
Horowhenua has a similar percentage of Māori compared with the North Island catchments 
but the highest proportion of older people. 

 Four hospitals, including Horowhenua, were about 45 minutes’ drive from the base hospital. 

 Horowhenua is at the lower end of the group for the number of beds per 1,000 population. 

 Horowhenua’s inpatient service mix is different to other hospitals and the majority of the 
service is AT&R rather than acute. Four other hospitals also have ACC contracts for ‘non-
acute inpatient rehabilitation’ services but the volume is low. All other hospitals provide 
infusions e.g. blood and iron. 

 All hospitals except Horowhenua and Dannevirke provide emergency or acute assessment 
services which are often located / managed as part of the inpatient service, or partly as in the 
case of Hawera and Clutha. 

 The service models have been categorised as ‘primary,’ ‘hospital models’ and ‘Clutha 
integrated model’ however there were significant differences between each site. 

 Horowhenua has less integrated service provision than other facilities, even those that are 
DHB owned.  

 All communities had 24/7 GP after-hours consultation services available except Hawera, 
Dannevirke and Horowhenua. Dannevirke and Horowhenua are the only areas with no on-
site 24/7 after-hours services (Hawera has an ED). 

 Horowhenua has the highest level of base hospital on-site specialist resource. Most other 
hospitals have local clinical leadership.  

 A number of the hospitals have moved wholly or partly to a RHM specialist workforce 
although some have been unable to attract this workforce e.g. Clutha.  

 All sites except Horowhenua have medical students or registrars to assist in future workforce 
sustainability.  

 Medical rosters are variable and some are designed around workforce circumstances e.g. 
Dargaville’s 1:2. Roster frequency was less for the general practitioner models. 

 Horowhenua and Dannevirke are funded at a lower rate than other rural hospitals (funding 
information not collected from Hawera and Dargaville). 

 Horowhenua and Dannevirke have less laboratory services, POCT is used in other hospitals 
without on-site laboratory testing. 

 Telehealth is not used at Horowhenua or Dannevirke. 
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Appendix 1 – Clutha specialty services 
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Appendix E – Entry criteria 
 

 
Source: Procedure - Processing referrals to ElderHealth services. Document No: MDHB-3158 Revised 25 March 2013 

Who to Refer 
Patients over 65 years old (or over 50 with age related condition previously assessed by 

ElderHealth Service) admitted to secondary care services 

INPATIENT REFERRAL 

Referral will be triaged by IDT to determine eligibility and urgency.  It is then allocated to 
appropriate ElderHealth team member, ie Geriatrician, Psychogeriatrician, Senior Medical 

Officer, Clinical Nurse Specialist, or Community Psychiatric Nurse. 

Possible Transfer to 
ElderHealth 

 
Patient is Medically Stable 

Patient requires further 
period of inpatient 

Assessment, Treatment 
and/or Rehabilitation to 
maximise independence 

 
Transfer to STAR 1, STAR 

2 or STAR 4  
 

OR 
Provide Specialist Advice 

as appropriate 

Further   
Clinical / 

Functional 
Assessment 

 

Patient’s ongoing clinical 
/ functional needs are 
perceived as ‘complex’ 
and require specialist 

assessment by 
ElderHealth 

 
e.g. Clinical Assessment , 

Treatment and 
Rehabilitation by an IDT 

 

REFERRAL TO  ELDERHEALTH  SERVICE 

Reviewed in Consultation with the Interdisciplinary Team March 2012.  

Referral to ElderHealth 
A referral is sent to ElderHealth at STAR Centre (fax 8082), with all relevant information, 

including input from other Allied Health Professionals 
For inpatient referrals use STAR Centre referral form 5874 

 

OUTPATIENT REFERRAL 
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STAR 4 (Specialist treatment, assessment and rehabilitation) WARD Levin 

Community Admission Criteria 

Appropriate 
 

 >65 years, younger and disabled or like-age and interest if < 65 

 Chest or urinary infections 

 Cellulitis 

 Multiple falls/ unsafe mobility 

 Frailty/ multiple co-morbidities- unsafe to leave at home 

 Acute, or acute on chronic functional or cognitive decline-unsafe to leave at home 

 Palliative/ terminal care 

 Complex pain 

 Suspected spinal/ pubic rami fractures compromising ADL's 

 Poly pharmacy, medical conditions that need reviewing within a ward environment 
 
Not appropriate 
 

 New fracture that requires orthopaedic input or POP 

 New stroke 

 Acute myocardial infarct 

 Severe respiratory illness 

 On renal dialysis programme 

 Restlessness, agitation  or behaviour requiring 1:1 observation/specialing, restraint or a 
secure environment 

 Mental health illness is primary need 

 Sub-specialty (e.g., gastroenterology, CCU) or shared secondary care services needed (e.g., 
medical and surgical/ orthopaedic) 

 Urgent transfusion needs 

 Urgent and / or multiple daily investigations/ imaging needed 
 
Star 4 is a 20 bed hospital located at the Horowhenua Health Centre Levin with 24 hour nursing 
and medical officer cover. A geriatrician conducts ward round twice a week. The majority of 
admissions come from Palmerston North hospital, however as with the above criteria community 
admission are also accepted. We accept patients 7 days per week. 
 
X ray and Med lab facilities (blood tests) are only available Monday-Friday 9-3:30pm.  
If these tests are required for diagnostic purposes in the weekend, it may be more appropriate for 
the patient to be admitted to PNH via ED. 
 
We are able to provide Intravenous Antibiotics, blood and iron transfusions, when appropriate to 
the patients condition. 
 
If you would like to have someone admitted onto the ward, or unsure of appropriateness, please 
ring STAR 4 on 3660063 or 0276801391 to discuss the potential admission with medical officers 
Dr Martie Gray, Dr Sherry Martin or charge nurse Diane Hague.  
 
13/06/2016 
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Appendix F – STAR 4 after-hours audit  
The following is a summary of the audit report distributed to the Horowhenua Elder Health 
leadership team with staff names and patient information removed. 
 
Aim – To describe the nature of after-hours work provided for STAR 4 patients including reasons, 
time spent and time of day and week to inform review of model of care. 
 
Duration - 5 weeks between Thursday 10 November and Wednesday 14 December 2016. The first 
week was excluded from analysis of numbers and time spent.  
 
Method – Medical officers providing call completed a form in hard copy each day. The information 
was transcribed into an excel spreadsheet for analysis.  
 

Data issues and limitations 

Possible transcribing inaccuracies and gaps were caused by difficulty interpreting the doctor’s 
handwriting and several forms were diary pages with crossings out. Omissions in data entry were 
minor and sourced later (NHI, age, admission reason). There was some variation in the approach 
of describing the reason for services and generalist terms such as “review” were sometimes used.  
 
The duration of ward call-outs/work was mostly documented (one call-out had no time, 30 mins 
was estimated for “rewrite drug chart”) however in some cases the time for individuals seen was 
not identified, almost all cases were patients seen in ward rounds. However, the total time spent 
was clear except for the first weekend where the doctor did not provide details of patients seen on 
ward rounds (number and reason) and wrote “morphed into ward round, several patients seen” 
and “routine ward round am.” For the latter case there was no time specified for the ward round. 
Therefore the first week was excluded from the analysis related to numbers and time. The time of 
phone calls and duration was provided for only 6 of the 17 calls. There was no sheet completed on 
5 dates, it was assumed there were no calls on these days. 
 
Average bed occupancy was 16.2 for the period, this compared with 17.8 for the 2016 calendar 
year. 
 
One doctor was on duty for the majority of the time including 3 of the 4 weekends.  

Findings 
An audit of 4 weeks (28 days) after-hours work was completed in late 2016. Findings 
included: 

 Patients were attended in the ward after-hours on 43% of days and telephone 
advice only was used on 29% of days. There were no calls on 29% of days. 

 94 patients received after-hours services in the 28 days, 18% by phone advice 
(4.25 per week) and 82% on the ward (19.25 per week).  

 During the week most after-hours services were provided by phone (12, 71%) 
whereas at weekends most patients were seen in the ward (72, 94%) 

 Almost all services were before 9pm, only 2 of the 77 (one phone, one ward) were 
between 9pm and 8am. There were 3 admissions. 

 Almost all patients seen in the ward were within weekend ward rounds (70 of 77, 
91%). 1.75 patients per week were seen outside ward rounds. 

 The average time spent in the ward after-hours was 6.5 hours per week, the 
majority on ward rounds (4 hours 50 mins). 
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Analysis – 4 weeks (28 days) 

 After-hours services were provided for 94 patients – 17 patients via phone advice (18%) and 
77 attended in person (82%) – see Table 34 

 No calls on 8 days (29%) 

 Telephone call only on 8 days (29%) 

 Call-outs on 12 days (43%) 

Table 34: Number of patients receiving after-hours services by day of week (28 days) 

Date  Ward Telephone  Total 

17-Nov-16 Thursday  1 1 

18-Nov-16 Friday 2   2 

19-Nov-16 Saturday 10   10 

20-Nov-16 Sunday 9   9 

21-Nov-16 Monday   0 

22-Nov-16 Tuesday   0 

23-Nov-16 Wednesday 1  1 

24-Nov-16 Thursday  2 2 

25-Nov-16 Friday     0 

26-Nov-16 Saturday 12   12 

27-Nov-16 Sunday 14 2 16 

28-Nov-16 Monday  2 2 

29-Nov-16 Tuesday   0 

30-Nov-16 Wednesday  2 2 

1-Dec-16 Thursday  1 1 

2-Dec-16 Friday     0 

3-Dec-16 Saturday 8   8 

4-Dec-16 Sunday 3 1 4 

5-Dec-16 Monday  1 1 

6-Dec-16 Tuesday 1  1 

7-Dec-16 Wednesday   0 

8-Dec-16 Thursday  2 2 

9-Dec-16 Friday   21 2 

10-Dec-16 Saturday 6 1 7 

11-Dec-16 Sunday 8   8 

12-Dec-16 Monday 3  3 

13-Dec-16 Tuesday   0 

14-Dec-16 Wednesday   0 

Total  77 17 94 

Note 1 – one call is weekday (8.30am) and the other is 6pm (weekend)   
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Figure 37: Number and % of patients receiving after-hours services by location and week vs weekend 

 
 
Figure 37 shows the majority of telephone advice was provided during the week (12 of 17, 71%) 
whereas most ward work was at the weekend (72 of 77, 94%). 
 
Almost all services were before 9pm, only 2 of the 77 (one phone, one ward) were between 9pm 
and 8am (noting that the time of phone calls was provided for only 6 of the 17 calls). The duration 
of the telephone calls was 5-10 minutes. 
 
Table 35 shows the number of patients and duration of after-hours work analysed by week. This 
excludes telephone calls. 
 
On average 19.3 patients were seen per week in 6.5 hours. There is no obvious relationship 
between duration of after-hours work and bed occupancy over the 4 week period. 
 
18 patients per week (94%) were seen at weekends and comprised 80% of the total time spent 
(5.25 hours). All but 2 patients seen in the weekend was within ward rounds. 
 
All calls bar one were before 9pm although the time was not identified for 11 of the phone calls. 
 

Table 35: Analysis of patients attended after-hours by week / weekend – number and time spent 

 Number of Call-outs  
Duration of Call-outs 

(hrs:mins) 
 Ave bed 

Occupancy 

Week beginning Week Wknd Total  Week Wknd Total   

17 Nov 1 21 22  1:20 8:10 9:30  16.1 

24 Nov 0 26 26  0 6:20 6:20  17.6 

1 Dec 1 11 12  1:45 3:30 5:15  13.1 

8 Dec 3 14 17  2:10 3:00 5:10  17.9 

Total 5 72 77  5:15 21:00 26:15  16.2 

Average 1.3 18.0 19.3  1:18 5:15 6:33   

% 6% 94% 100%  20% 80% 100%   
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Ward rounds 

17.5 patients (91%) were seen in ward rounds (4 hrs 50 mins) making up three quarters (74%) of 
all after-hours work. The number of patients and time taken was more in the first 2 weeks 
compared with the last 2 weeks. One doctor tended to round twice daily and the other doctors 
once daily (including the excluded weekend). 

Table 36: Ward rounds by day of week, number of patients and time 

Week beginning Day of week 
Number 

pts 
Duration 

(hrs:mins) 
# 

Rounds 

17 Nov Saturday 10 3:40 2 

  Sunday 9 2:50 1 

24 Nov Saturday 12 3:00 2 

  Sunday 14 3:20 2 

1 Dec Saturday 8 2:10 2 

  Sunday 3 1:20 2 

8 Dec Saturday 6 1:30 1 

  Sunday 8 1:30 1 

  70 19:20  

Admissions, transfers and deaths 

Admissions – There were 3 admissions after-hours over the 4 week period, 2 during the week 
(4.50 pm, 7.30 pm) and one at the weekend (7.20 am). Reasons were cellulitis (2 patients) and 
palliative care (1 patient). There were 2 admissions in the weekend of the excluded week, one 
patient with terminal chronic pulmonary disease and the other with diarrhoea and 
vomiting/inability to cope. 
 
Transfers – 2 patients were transferred over the 4 week period. One patient with an upper GI 
bleed in the early hours of a week day morning (admission reason # pelvis) and another with 
suspected bowel obstruction on a Sunday morning during a ward round (admission reason not 
provided). 
 
Deaths – There were 2 deaths, one was unexpected.  

Reason for call-out 

Data on the reason for after-hours services was provided in the audit report distributed to the 
Horowhenua Elder Health medical team for their comment. 
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