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1. Introduction

In April 2011, the DHB published a discussion document entitled ‘Incentives Matter,’ 
which argued that local and national primary health care strategies can be better 
realised with the use of incentives alongside a better alignment of funding and 
accountability for service provision. It also argued that this needs to be undertaken 
within a framework of trust in our clinicians to do the right thing given the right tools 
and motivation.

In 2012, the DHB undertook the process of developing a further discussion document 
focussing on the establishment and introduction of an incentive and accountability 
framework that both supports and incentivises General Practice Teams to “do the 
right thing.”

A review of the literature and international experience has been undertaken and 
core themes and strategies have been identified. A small workshop was held in 
February 2012 to test some of the concepts and to gain input from primary care 
clinicians and managers.

The material gained from the literature and workshop is summarised below. The 
summary is followed by a proposed framework and future pathway for development 
within the MidCentral DHB district. The proposed framework is provided in this 
document for the purpose of generating further discussion.

Research contributed by Susan Benge.
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2. International Experience with Incentives

Internationally, expectations are high that accountability frameworks and attendant 
incentivised funding streams are levers with which to achieve transformation in 
practice.1 In 2004, the Johns Hopkins Health Evaluation stated:

One of the most powerful levers for modifying the organisation of health care is 
through alterations in payment policy.2

Internationally, the use of pay for performance is seen as a mechanism through 
which health system objectives and funding arrangements can be aligned. The logic 
that supports such an alignment would suggest that by first establishing the desired 
outcomes and then incentivising accordingly the nature of primary care provision 
will undergo a transformation resulting in an alignment of healthcare provision and 
desired outcomes.

The NHS’s Quality Outcomes Framework is one very well known example of a pay 
for performance model but it is not unique. Internationally there has been a move to 
incentivise transformation within healthcare by linking desired outcomes to financial 
incentives. Such initiatives are described as Pay for Performance, often referred to 
as P4P. 

The international pursuit of transformative change incentivised through financial 
incentives and P4P is however not accompanied by an evidence-based roadmap for 
success.3 The Cochrane Collaboration identifies “a dearth of robust studies evaluating 
the effects of P4P payment systems”4 and states: “the question of whether financial 
incentives in the form of target payments are an effective method of improving quality 
of care remains essentially unanswered.”5 In 2011, a further Cochrane Collaboration 
publication concluded: “Despite the popularity of these schemes, there is currently 
little rigorous evidence of their success in improving quality.”6

While there is neither a roadmap for success nor an irrefutable evidence base that 
incentive based programmes create transformative change and improved health 
outcomes, there is sufficient evidence that such programs can have a positive effect 
on provider performance7 to warrant further experimentation. There are case studies 
of programmes that successfully achieved their objectives and there are also salutary 
lessons to be learned from the introduction of schemes that failed to produce results.

The introduction and implementation of the Quality Outcomes Framework (QOF) 
in England 2004 provides an example of a comprehensive targeted P4P scheme. 
About 25% of practice income was determined by performance metrics8 with the 
average resultant payment to GP practices being £118,770.9 QOF, in this regard 
represented a significant proportion of practice income being dependent upon 
the achievement of a set of evidence based performance indicators and metrics. 
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However, as noted by Gorman and Thompson (2011) “The most recent study of patient 
outcomes found there was no change in blood pressure management attributable 
to QOF, nor reduced incidence of stroke, myocardial infarction or heart failure, 
and concluded that financial incentives may not be enough to improve quality 
of care.” Gorman and Thompson cite arguments within the British Medical Journal 
that conclude: “the QOF distorts priorities and is not as effective in improving patient 
outcomes as enhancing team work and facilitating evidence-based practices.”10

The experience of QOF strongly suggests that the sole focus on financial incentives 
to transform practice is insufficient. Dr Woodhead’s critique of QOF states: “the 
enterprise of general practice is complex and the elements which have an impact 
on the experience of patients are many.” Dr Woodhead describes the doctor patient 
relationship as “a cultural and social one as much as a clinical or financial one”11, 
and observes that general practice had to undergo a process of transformation 
changing: “from a service that benignly awaited patients pitching up at the door 
to one which actively sought patients from those communities which carried the 
disproportionate burden of disease.12 

As identified by Nutting et al (2009) transformation includes new scheduling and 
access arrangements, new coordination arrangements with other parts of the health 
system, group visits, new ways of bringing evidence to the point of care, quality 
improvement activities, institution of more-point-of care services, development of 
team-based care, changes in practice management, new strategies for patient 
engagement, and multiple new uses of information systems and technology.”13  Such 
transformation takes time, resource, expertise and a significant level of commitment. 

Woodhead’s observation cited earlier of a service benignly awaiting patients 
transforming to one which actively offers services to patients with high health needs 
is in line with Nutting et al’s approach of expanding the clinical focus from “one 
patient at a time to a proactive, population-based approach, especially for chronic 
care and prevention services.”14 

The story of Group Health Seattle’s transformation to a Patient-Centred medical home 
provides an example of such transformation within primary care. Dr Matt Handley15, 
from Group Health Seattle describes the journey within Group Health as one that 
started with “a hard working, well intentioned bright group not providing as good 
a care as we could.” Group Health in Seattle is now internationally recognised as a 
patient centred medical home that delivers improved patient outcomes, increased 
staff satisfaction and system savings. 
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Handley locates the drivers of improvement within two key elements. The first of 
the elements, he names “the secret sauce”: relationships, teamwork and team 
based care plans. The second element is: “the reliable execution of standard work 
processes.” Handley stresses the importance of defining roles, responsibilities and 
workflows that support the provision of evidence-based medicine “underpinning” 
the Group Health Seattle approach. For Handley: “It’s about making the right thing 
to do the easy thing to do.”16 

The transformation described by Dr Matt Handley from Group Health Seattle reflects 
the time, expertise and resource necessary to support such change. Organisational 
development activities and change management processes used to support the 
structural and process improvements necessary to achieve identified areas of 
potential gain.

The organisational development activities deployed within Group Health Seattle 
provide a crucial link between the provision of healthcare and desired outcomes. 
Such a link is not explicit within many P4P programs as identified by Teleki et al who 
locate a “fundamental disconnect between what many pay-for-performance 
programs are asking physicians to do and the support currently in place to help 
physicians accomplish it.” They state: “As such, financial incentives alone are unlikely 
to be a “magic bullet to improve quality of care.”17

In 2006, Teleki et al undertook an examination of motivating factors for physicians. An 
overwhelming majority reported improving the health of their patients as a primary 
motivator.18 Focus group participants similarly expressed the desire to provide high-
quality care and voiced significant anger regarding disenablers that kept them from 
doing so. 

Within the Teleki et al study, when asked what would help them be more useful, very 
few mentioned money, many mentioned: “having accurate and timely data from an 
electronic medial record and/or checklists/reminders, timely feedback/comparisons 
with peers, more time to spend with individual patients, more staff support, and more 
consultations with colleagues.”19
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The sentiment reflected above within the work of Teleki et al is not unique. In 2004, 
a conference of 250 physicians and medical managers was convened by the 
Johns Hopkins Evaluation team and American Healthways to examine outcomes-
based compensation. An outcome of the conference was: a “consensus statement 
how outcomes-based compensation arrangements should be developed in order 
to align health care toward evidence-based medicine, affordability and public 
accountability for how resources are used.”20 A participant states:

“Optimal delivery of preventative services and management of chronic diseases for my 
patients have been my passion for the past decade. Throughout the literature, and even in 
our own practice, extensive gaps have been documented between what is recognised as 
optimal care and what is recorded as actual performance. The emergence of evidence-
based medicine and best practice models has been enormously helpful to my colleagues 
and me by shifting our focus toward providing those services that can lead to the best 
possible outcomes.” 21

The fundamental disconnect identified by Teleki et al provides insight into what is 
useful when examining just what could comprise the necessary connections between 
healthcare provision and desired outcomes. The concluding comments within the 
Johns Hopkins American Heathways consensus statement provide additional insight 
regarding the importance of clinician input:

“There is growing interest in changing physician compensation to promote better quality and 
patient outcomes. Some organisations have already begun to offer physician organisations 
bonus payments, better contracts and other financial rewards to better align payment 
with quality. Additionally, public recognition of both good and poor quality is being used 
and offers a powerful supplement to financial incentives. All these programs have been 
developed without substantive input from physicians. This document fills the gap.” 22

Teamwork and the execution of evidence based care plans drive health outcome 
improvements for Group Health’s Dr Handley. Gorman and Thompson associate the 
improvement of patient outcomes with the enhancement of teamwork and the 
facilitation of evidence-based practices as cited earlier. These crucial factors are 
not always impacted within P4P programmes and attendant financial incentives. 
Physician focus and physician input are also key factors in determining success as is 
advocated within the consensus document cited above.

There is discussion within the literature regarding the use of both financial and non-
financial incentives. The American Heart Association (AHA) for example has issued 
policy statements on both the use of financial and non-financial incentives. Non-
financial incentives are described thus: “Non-financial incentives may include 
but are not limited to provider profiling in the form of public reporting, technical 
assistance for quality improvement activities, reduced administrative requirements 
and recognition awards.”23 Other strategies that have been found to be important 
for improving patient care include the provision of faster access to advanced 
diagnostics, specialist expertise and health information.
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The international literature and experiences cited earlier, clearly illustrate that the 
use of financial incentives on their own is not sufficient to incentivise an improvement 
in patient outcomes. Teamwork and the use of evidence based workflows matter, 
with well-organised practices being able to produce such changes. Incentivising 
and supporting such transformation has the potential to produce results.
 
Nancy Beaulieu and Dennis Horrigan conducted research that looked at the effects 
of paying for performance when combined with other care management tools. 
Their findings provide an evidence-base that supports the use of a mixture of both 
non-financial and financial incentives. They state:

The chronic care model developed by Edward Wagner and colleagues highlights the 
critical importance of decision-support, information systems, and delivery system design 
for improving care to patients with chronic health care problems. In addition to these 
systems, expertise is needed to analyse data, hypothesize causes, and devise improvement 
strategies. Most physician offices lack these systems and expertise. Thus, the mere creation of 
financial incentives will not close the quality chasm: organisations must concurrently develop 
supporting infrastructure and develop new capabilities for continuous improvement. 24

Beaulieu and Horrigan’s research focussed on a case study of a demonstration 
project in upstate New York with Independent Health (IH): “In addition to paying a 
performance bonus, physicians were also supplied with a diabetic registry and met 
in groups to discuss progress in meeting goals for diabetic care. Primary data on 
diabetes care at the patient level were collected from each physician during the 
8-month period, April 2001 – January 2002.”25  Diabetes, in this instance was selected 
because of “the documented gaps in treatment, the expected impact of guideline 
compliance on medical outcomes, and the availability of credible measures.”26 Both 
process and outcome measures were selected.

Access to valid data was an essential part of the experience as identified in the 
following excerpt:

Creating an infrastructure for office-based quality improvement requires that practice 
leaders recognise the importance of monitoring the health status of their patient population. 
Physicians are not easily persuaded that population management is important until they are 
presented with data on their own practices and see for themselves the gaps between best 
practices and actual clinical care delivered in their offices. This “epiphany” can trigger the 
creation and implementation of simple systems to measure, monitor, and track process and 
outcome measures of quality.27

Beaulieu and Horrigan conclude: “Financial incentives for physicians, bundled with 
other care management tools, led to improvement on objectively measured quality 
of care for diabetic patients.”28 They conclude:

The IH quality incentive pilot provides one blueprint for how to develop and implement an 
incentive program for chronic disease. This incentive program is unique in that it not only 
paid financial rewards for improvement, but also provided physicians with a support system 
for implementation.29



7

In the case of IH cited above, the use of financial incentives was determined by 
an assessment of practice population and subsequent identification of the areas 
of greatest potential improvement and gain. Dudley and Rosenthal, support this 
approach when they write: “All else equal, payment incentives should be introduced 
where the greatest gains may be achieved.”30 Dudley and Rosenthal go on to note 
that due to uncertainty regarding the ideal quantum of incentive: “P4P programs 
in place today – typically place 5 per cent or less of contracted revenues at risk for 
performance.”31  Performance was linked to agreed measures. 

The consensus statement referred to earlier as having been developed jointly 
between physicians and managers provides a means of measuring quality structures, 
processes and outcomes. Structure and process, in this context, provide the means 
by which healthcare provision and outcome can be aligned. The writers state: 
“The field has advanced to a point that there are a sufficient number of metrics 
with established measurement properties to build credible quality-improvement 
programs.”32

Structural measures include disease registries, electronic information sources, 
electronic medical records and availability of multidisciplinary team members. 
Process measures assess the degree to which patient interaction with team members 
conforms to evidence-based guidelines of care. Examples of process measures 
include whether lab tests are checked at appropriate intervals, administration of 
appropriate medication and patient satisfaction. Process measures can also refer 
to assessments of waste and inefficiency. Outcome measures include intermediate 
and biochemical or physiological changes (such as LDL level) or long-term effects 
such as rate of myocardial infarction.33

In developing an accountability framework for primary care both the complexity of 
general practice and the lack of certainty regarding the best way to proceed must 
be acknowledged. Inglehart, does just this in stating: “the process of fundamental 
reform is evolutionary, and not knowing the final design should not deter us from 
beginning.”34
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In the spirit of Inglehart’s earlier statement, the following literature based concepts 
were discussed at a workshop held to both test out the concepts and to gain input 
from primary care clinicians, and managers.

1. Clinician Participation: The process used to develop and implement the 
framework is as important, if not more important, than the framework itself 
when producing transformative change. In part this is due to the professional 
identity characteristics of the members of primary health care teams. Williams 
(2006) illustrates this when he names the essence of the challenge being: 
“designing and implementing performance measures that physicians deem 
valid and reliable.”35 Involving clinicians in every step of the development 
process greatly enhances their engagement with the programme and its 
success.36

•	 Kevin Woods (2001) stresses the importance of trust and cooperation 
in regard to the development of successful partnerships that are 
established within integrated health care model.37 He says clinicians will 
be entrepreneurial in doing the right thing when there is openness and a 
willingness to change. 

•	 Contextualise accountability – specific to the practice population and 
outcomes desired.

•	 Shared decision making regarding resource allocation.
•	 Flexibility is a precursor for success.

2. Motivation Factors: Financial incentives are not the only or even the most 
effective forms of motivation. Intrinsic motivators can be more powerful than 
extrinsic incentives.
•	 The intrinsic ethic “to do the right thing” and be seen by one’s peers 

“to do the right thing” in regard to patient care is a powerful driver of 
professionalism within clinician groups.38 When coupled with the role 
of patient advocate, the commitment and passion for “doing the right 
thing” can drive transformation or halt any change whatsoever. Forrest 
and Villagra go as far as to assert: “Pay for performance programs that 
are perceived by physicians as unfair will fail.39

•	 There is no clear consensus within the literature as to whether threats or 
rewards are more effective motivators. There is however a clear indication 
that provider buy-in (which is critical to success, particularly during the 
initial stages) would be adversely affected with negative incentives.40

•	 Professional pride and passion are powerful.
•	 Don’t start with financial incentives. The removal of disincentives and the 

use of non-financial incentives in support of professionalism is potentially a 
more powerful source of transformative change.



9

3. Well organised practices deliver higher quality care. Pay for performance 
schemes generally adopt a “black box” approach to general practice. There 
is, however, plenty of evidence that practice organisation is central to high 
quality care. 
•	 Glynn Elwyn (2010) notes “there has been very little emphasis on 

process management or cultural change methods to help primary care 
organisations achieve quality improvement.”41

•	 The importance of process management and cultural change noted by 
Elwyn links with Woodhead’s earlier assertion regarding the cultural and 
social nature of the doctor patient relationship.

•	 The way practices are organised can have a significant impact on patient 
and clinician experience, and on the quality of care delivered.

4. Participation requires capacity. Practice resources and organisation also 
impact on a general practice team’s ability to respond to an accountability 
and incentive framework. Ability to undertake analytical work, change 
management, and clinical leadership may not be equally represented within 
the practice.
•	 There are several international examples available regarding how to 

gauge capacity and performance. 
 » The International Family Practice Maturity Matrix presented at 

the RNZCGP Quality Symposium represents a self-assessment tool 
for practices that could be used. The info sheet is available at the 
following address:

 » http://maturitymatrix.co.uk/ifpMM/pdf/2-IFPMM%20InfoSheet.pdf
 » The eligibility criteria for participation in Medical-Home Programs 

included within Dr Elliot Fisher’s paper Building a Medical 
Neighbourhood for the Medical Home, also provides a useful starter 
for discussion.42

5. Timeframes. Allowing sufficient time for practices to adjust/adapt and 
respond to the regime. Recognising that organisational change is rarely 
rapid – particularly when culture plays such an important role. Allowing 
sufficient time to adapt is also consistent with the concept of “trust” between 
clinicians and the organisations. Acknowledge that change takes time – 
duration of agreement needs to acknowledge this.43 Longer timeframes 
are also consistent with the principle of continuous quality improvement 
– allowing a general practice team to progressively work through a 
series of priorities rather than attempting to deal with them all at once. 
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6. Simplicity. It has been stated that complexity is itself a disincentive to 
change. Many of the Pay for Performance Programmes are very complex, 
trying to reflect the complexity of general practice itself. The more successful 
programmes appear to focus on simplicity. Have a small number of measures, 
possibly beginning with a “starter set” as a basis for discussion.
•	 There are several “starter sets” for developing performance measures

 » Agency for Healthcare Research and Quality
 » Recommended Starter Set The Ambulatory Care Quality Alliance 

Clinical Performance Measures for Ambulatory Care
 » http://www.ambulatoryqualityalliance.org/files/26measures.pdf
 » Bridges to Excellence makes incentive payments to physicians 

who show improvements in diabetic and cardiac care and invest 
in information systems and care management tools. The Bridges to 
Excellence Diabetes Care Recognition Guide contains an excellent 
example of tiered recognition. 

 » The full guide can be found at:
 » http://www.hci3.org/Documents/BTE%20Diabetes%20Care%20

Recognition%20Clinician%20Guide%2004.13.10.pdf
•	 Focus on the areas where the greatest gains may be achieved.
•	 Use a mixture of Process, Outcome and System measures.

7. Parallel evaluation is essential.
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Workshop Outcomes 

The aforementioned concepts were discussed at a workshop on 29 February 2012. 
The workshop was held with a mixed group of general practice, PHO and DHB people 
to explore interest in the topic and to obtain guidance on further development.

Participants all identified that there were achievable health improvements in their 
communities and that realising these improvements required change in the way 
primary health care services were delivered. There was widespread agreement that 
existing funding and contracting mechanisms were an obstacle to both changing 
practice and to improving the health and wellbeing of patients and communities. 
Participants were enthusiastic about the concept of an accountability and incentive 
framework to support change. 

Participants were in agreement with the core concepts outlined above. 

Practice culture and professionalism was identified as the key source of  
transformational change with one participant stating: “we would be released to 
aspire.” The group was very supportive of “unshackling culture and professional 
drivers.” Peer review was also identified as a powerful motivator: especially peer 
review at a local level.

There was a clear consensus that access to meaningful data provided a powerful 
incentive for change. The ability to identify and analyse the health status of a practice 
population was identified as a key starting point. It was stipulated that real-time data 
was essential.

The need to understand just what the community needs was clearly articulated. 
Support with how to gauge community priorities and practice priorities was identified 
as a key way to support “doing the right thing.” 

There was general agreement that analysis of practice population data would 
enable practice teams to identify where the greatest potential for gain lay. “Doing 
the right thing”, in this regard was described as identifying the greatest potential for 
gain and applying evidence based methodology and metrics (when available).

Standardisation and reduction of variability was identified as a means by which “the 
right thing” could be undertaken. 

Relationships were identified as having an inherent value in identifying and 
producing “the right thing.” One of the participants spoke of relationships as “the 
secret sauce” and as critical to any undertaking. Participants spoke of the potential 
for a key relationship with the DHB wherein practice population, potential for gain, 
agreement of metrics and accountability and access to best practice methodology 
would take place.
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There was strong support for security looking forward in regard to length of agreement. 
This referred to both financial security and to a long term commitment to a pathway 
of development. Annual renegotiation was seen as a block to introducing sustainable 
change, as practice teams need security in order to invest their time and money.

The ability to track system cost and benefit was identified as a necessary part of 
the puzzle especially in regard to the impact of primary care interventions on ED 
presentations and in-patient bed days, adopting a “one system” approach by 
bringing together general practice team, other community services and specialist 
services.

One of the participants described different forms of Currency within an incentive 
structure. These being: time, money, resources and services.

Upfront resourcing was seen as preferable to the application of incentives at the 
end point of transformation. The time and resource required for organisational 
transformation was clearly identified. In addition, it was acknowledged that general 
practice teams don’t currently have the expertise and resources to undertake such 
change.

There was a clear acceptance and agreement that an accountability and incentive 
framework needed to include a balance between access to resources on the one 
hand and metrics and accountability on the other. 

Practice Capacity was discussed with the acknowledgement that not all practices 
have the internal expertise and resource to undertake transformative change. 
Practice capacity in this respect refers both to the way the practice is organised to 
deliver care and the systems in place to support the delivery of care in a different 
way. The need for transformation at a practice level was recognised. It was also 
noted that while practices acknowledged the need for transformation, just how to 
go about it represented unknown territory for many. 

Participants recommended Cornerstone as one potential measure of capability. 
Reference was made to both infrastructure and culture aspects of the Cornerstone 
accreditation process.

The Practice Maturity Matrix was discussed as a potential tool with which to gauge 
capacity, as was the Cornerstone accreditation process. There was discussion 
regarding entry criteria to participate within an alternative funding arrangement. 

Participants proposed, “practice development plans” form the basis of the incentive 
framework. These plans would begin by understanding the health needs of the local 
population (usually the patients on the practice register), the priorities for health care 
services (usually built around where the biggest gains are), strategies and targets, 
and then the resources to be applied to achieving results.
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3. Proposed way forward
 
Based on the literature and the preliminary workshop, it is proposed that MidCentral 
DHB set about developing an accountability and incentive structure based around 
Practice Development Plans. This will occur through a process of ongoing sector 
engagement, with particular emphasis on the participation of general practice 
teams.

Participation in the framework will be voluntary and it is proposed that the 
arrangement be long term – up to five years – and be in the nature of a partnership. 
It is intended that the framework will not impose significant financial risk on general 
practice teams: the objective is to stimulate innovation and change, not defensive 
practice. This may change over time depending on practice capacity and appetite 
for managing risk.

The framework will be targeted to larger teams – ideally a population of 16,000 
people, geographically based where possible. This size is preferred because of the 
economies of scale associated with clinical and management resources. The DHB 
will consider smaller population groups where these are geographically defined.

To participate practices will need to have the capacity and capability to work under 
this type of framework. This includes system resources such as clinical leadership, 
managerial resources and quality systems. It is suggested that either the practice 
will need to have Cornerstone Accreditation or that a minimum level be set on the 
International Family Practice Maturity Matrix (IFPMM)44 (see Appendix on page 31).

As part of the framework, the DHB and PHO will marshal resources to assist the practice 
to work through the Practice Development Plan process. It is not intended that the 
framework be prescriptive in terms of priorities, indicators and outcomes although 
there will doubtless need to be some negotiation between the various parties.

Effective corporate and clinical governance is essential for the success of the 
programme. Within the district there is a developing clinical governance framework 
and the incentives and accountabilities framework will be connected to that. 
Clinical governance mechanisms can also assume a role in overseeing PDPs of 
general practice teams. 

The following sections sketch out the Practice Development Plan model that will 
underpin the framework and the structure of incentives and accountabilities.
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4. Practice Development Plan

The use of a Practice Development Plan as the basis for an accountability and 
incentive framework was suggested during the initial workshop held to gain input 
from primary care providers and practitioners. The plan, in this regard, links and aligns 
the structures and processes within the provision of primary healthcare services 
with outcomes and avoids the disconnect described inherent within some P4P 
programmes.

It is envisaged that each Practice Development Plan (PDP) would be formulated 
by the participating general practice team with support from the DHB (Health Care 
Development Team) and Central PHO where necessary. The following diagram sets 
out the potential configuration of the PDP:

At the heart of model is an understanding of the practice’s population and the 
identification of priority health gains the practice wishes to achieve. This in turn leads 
to the identification of the resources and the organisational changes the practice 
needs to undergo to realise the gains and the resources the practice needs from 
other parts of the system. Finally, the model involves the definition of a set of indicators. 
Some of these will relate to organisational developments and others to measuring 
the health gains that are achieved.
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It is envisaged that each Practice Development Plan (PDP) would be formulated by the 
participating general practice team with support from the DHB (Health Care Development 
Team) and Central PHO where necessary.  The following diagram sets out the potential 
configuration of the PDP: 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
At the heart of model is an understanding of the practice‟s population and the identification 
of priority health gains the practice wishes to achieve.  This in turn leads to the identification 
of the resources and the organisational changes the practice needs to undergo to realise 
the gains and the resources the practice needs from other parts of the system.  Finally, the 
model involves the definition of a set of indicators.  Some of these will relate to 
organisational developments and others to measuring the health gains that are achieved. 
 
The three types of improvement identified within the literature will comprise the measures 
used within the PDP;  
 

Structural improvements refer to aspects of practice that support the interaction 
between patients and general practice teams.  Examples include disease registers, 
patient management systems, electronic health records and availability of team 
members such as pharmacists, dieticians, and educators.  Structural improvements can 
be easily identified and therefore measured. Members of the Johns Hopkins Outcomes 
Evaluation program and the executive leadership of American Healthways describe 
structural measures as being easier to obtain than process or outcome measures but 
having “weaker links with outcomes as compared with process measures.”45 
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The three types of improvement identified within the literature will comprise the 
measures used within the PDP: 

Structural improvements refer to aspects of practice that support the interaction 
between patients and general practice teams. Examples include disease registers, 
patient management systems, electronic health records and availability of team 
members such as pharmacists, dieticians, and educators. Structural improvements 
can be easily identified and therefore measured. Members of the Johns Hopkins 
Outcomes Evaluation program and the executive leadership of American 
Healthways describe structural measures as being easier to obtain than process 
or outcome measures but having “weaker links with outcomes as compared with 
process measures.”45

Process improvements refer to what happens when patients and general practice 
team members interact and process quality measures: “assess the degree to which 
those interactions conform to evidence-based guidelines of care.”46 Examples 
of process measures would include lab tests that occur at specified intervals in 
accordance with best practice guidelines. In the case of diabetes, regular testing of 
HbA1c and LDL is an example of a process measure. Appropriate administration of 
drugs, such as statins is a further example of process measures, as are measures of 
patient satisfaction.

Process improvements also include assessment of waste and inefficient practises.

Outcome improvements and measures represent the goal of health care provision 
but as noted by John Hopkins: “Obtaining outcome information presents the greatest 
methodological challenges, because many measures require patient report and 
survey sampling, others rely on laboratory results, and clinical measures such as 
organ functioning may not be apparent for a number of years.”47 Intermediate 
biochemical or physiological changes such as LDL level may be more feasible  
to measure.

By using a combination of structural, process and outcome measures the proposed 
PDP supports practice infrastructure, patient and team member interaction and 
outcome assessments.

The metrics set within each practice development plan will include a mixture of 
outcome, process and structural measurements.

The exact mix of measures and their specificity will not be prescribed in advance as 
they are dependent upon population profiling, priorities for change, existing practice 
team capabilities, selected priority improvements and targeted outcomes.

It is expected that over time the process of developing the PDP would involve 
community input, probably by way of focus groups. This approach can be very 
valuable but it does require specialist expertise – which could be part of the support 
provided to the practice.
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Table 1:  Practice Development Process

1.  General practice teams express an interest in participating 

2.  Heads of agreement
•	 Upfront assistance to support practice to develop the Practice 

Development Plan
•	 Agreed process, timeframes
•	 Agreed resource inputs from PHO/DHB

3.  Developing Practice Development Plan

3.1  Practice profiling using relevant statistical tools
•	 PHO/DHB support with data and analysis
•	 Use of PMS data, and system-wide perspective
•	 GPT (General Practice Team) input
•	 Patient/community input (building over time)
•	 Practice identifies priority areas with greatest gain with support from 

PHO/DHB

3.2  Set organisational agenda
•	 Identify organisational change needed to realise gains (gap analysis, 

Models of Care, etc)
•	 Assess workflows, roles, processes
•	 Identify desired change – eg transformational change in practice
•	 Identify resource requirements to deliver care – inputs to the GPT

3.3  Targets and measures
•	 Establish targets and measures including a mix of the following:

 » Process  
 » Structure
 » Outcome improvements– improvement in health status

3.4  PDP signed off 
•	 External review by Clinical Governance group
•	 PDP formalised in contract 

4.  Service delivery
•	 Deliver care
•	 Implement new structures, models, systems and achieve other 

change tasks

5.  Monitoring and evaluation
•	 Data from PMS & reports from practice & other providers
•	 Data from PHO/DHB
•	 Quarterly/six monthly meetings to confer on progress
•	 Annual review of PDP
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Example Objectives:

Complete PDP

Population Health
Screening (CVD, Cervical and Breast)
Immunisation
Flu vaccine
Smoking rates
BMI/Blood pressure
Maori health issues

Long Term Conditions
Chronic Care Nursing
Cardiovascular Disease
Diabetes
Respiratory

Aged Care
Patients in Aged Residential Care
Patients with deteriorating health
InterRAI - Clinical Assessment Protocols

Acute Care
Management of acute presentations
Patients presenting at ED 
Inpatient admissions
Readmissions
Frequent service users

Specific Programmes
Sexual health services
Before Schools Checks
Palliative care

General
Pharmaceutical utilisation
Laboratory utilisation
Radiology utilisation
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5. Resources and Incentives

The previous section outlined a process through which a general practice team 
would develop a PDP identifying the priorities and accountabilities to be addressed 
during the coming year. The PDP includes a mixture of process, structure and outcome 
objectives. This section considers how resources and incentives can be aligned to 
support the PDP through the Partnering with General Practice for Health Outcomes 
Programme. The provision of these resources is critical in order to achieve successful 
outcomes for communities and primary health care teams. 

The specific resources required will vary between participating practices depending 
on the practice profile, the existing resources available to the practice and the 
priorities it has identified. 

Resourcing the Partnering with General Practice for Health Outcomes Programme 
will involve a mix of existing funding programmes and new investment. For the 
following analysis, new funding has been considered at the rate of $0.5million for a 
practice population of 16,000 (ie 10% of the DHB population).  

Table 2 begins by looking at the types of resources general practice teams might 
require at the various stages of development of the PDP. There is a distinction  
between resources to support the PDP process and resources to support the delivery 
of care. Providing resources to support the PDP process is critical if the practice 
is to make changes to the way it does business. This is in turn critical to delivering 
improvements in care. Improvement in health outcomes requires both improvements 
in general practice and the bolstering of wrap-around health services.
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Table 2:  Potential Resource Alignment

Phase 1: Developing a PDP

•	 Funding so practices can release practice staff to analyse the health 
of the population and plan for the year ahead.

•	 Practice contributes time and cover
•	 Expertise:

 » Organisational development – facilitation, Productive General 
Practice

 » Specialist expertise in priority areas
 » Community medicine expertise, pharmacy, etc

•	 Information
 » Practice profiling – data analysis

Phase 2: Delivering the Plan

2.1      Service Delivery
•	 Health Services: 

 Direct/rapid access to a range of services needed to manage the  
 patient in the community.

 » Diagnostic services, particularly radiology 
 » District Nursing, NASC and Home Based Support Services
 » Allied health (pharmacist, lifestyle change)
 » Specialist services 
 » Intermediary care (bed days in residential care settings)
 » Packages of Care – eg Care Year, mental health, AOD, 

•	 Specialist support: case conferences, joint clinics, CME sessions and 
email consults.

•	 Information
 » Provision of clinical data
 » Monitoring activities against objectives and targets

2.2      Organisational Change
•	 Funding so practices can release staff for change management tasks
•	 Practice contributes time and cover
•	 Expertise:

 » Organisational development – facilitation
 » Specialist expertise in priority areas
 » Professional development/workforce development

•	 Information 

Phase 3: Outcomes

•	 Funding for incentives (i.e. disbursements)
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Resources to support general practice teams to change

Table 2 identifies the need for upfront resources to enable practices to undertake the 
development work needed to get a PDP off the ground. This was a point made very 
clearly at the forum with general practice teams. Without this investment in capacity 
and capability, it was believed unlikely that the PDP approach would work. The most 
important element here is time out from clinical work for clinicians to undertake the 
analysis of the patient register/health status and planning the change agenda. So 
this is referring to up-front funding to enable the practice to release clinician time.

In addition, two other potential resource requirements might be:

•	 IT tools such as HealthStat / CAT bundle48 / Dr Info49 to support a population based 
approach, if these were deemed necessary.

•	 Support to undertake focus group sessions as a mechanism for providing 
community and patient perspectives into the planning process. This is an important 
facet of organisational development. In health, obtaining well considered patient 
perspectives is quite difficult. 

During the development and implementation of the PDP, the general practice team 
will also need external support. This would include facilitation and assistance through 
tools such as Productive General Practice. This is an NHS framework that enables 
practices to improve their working processes, making it possible to release time to 
invest in improving patient outcomes and staff wellbeing. It is easy to use, practical 
and flexibly designed. It will enable all staff to take a fresh look at the changing needs 
of patients and develop services that will improve safety and reliability, patient and 
carer experience, staff experience and productivity.

Resources to support service delivery

Practices need additional resources in order to meet the service and outcome 
objectives they have targeted. These resources will vary from locality to locality 
depending on what is already available within the community and on the particular 
health gain targets the general practice team has selected.

Packages of care

‘Packages of care’ is a concept that involves providing additional more intensive 
support to a specific patient or category of patients in order to achieve health gains. 
Packages of care are usually short term in nature with the objective of managing 
a health episode, but with some very high needs patients the involvement can be 
longer term. The objective is to avoid deterioration in the patient’s health and the 
associated commitment of more high cost health services. 
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In-practice programmes

Within general practice, packages of care come in two forms. They can be 
packages that allow the practice team to provide a patient with additional support 
(eg, Enhanced Care+ and Diabetes Get Checked) or they can be packages from 
outside the general practice team, often enabling a multidisciplinary approach. 

Enhanced CarePlus and Diabetes Get Checked are examples of existing packages 
that allow general practice to provide intensive, managed care for the patient. 
These programmes are also consistent with the concept of ‘care year’ in which the 
practice receives funding to manage the patient’s health across the full year.

Funding for Enhanced CarePlus and Diabetes Get Checked programmes is based 
on providing a number of additional general practice visits with the assumption that 
these visits will be of longer than normal duration. Funding of $260 per individual would 
provide four additional general practice team engagements, with the practice able 
to charge a further $140 in patient charges. This would equate to about $100 per 
consultation.

Existing programmes are tightly targeted at a small percentage of high health users 
or at a specific patient group within the general practice team’s patient population. 
A more flexible approach would be to allow practices to allocate additional funding 
to these packages in order to deliver on their PDP. 

Out of practice packages of care

Managing the health and wellbeing of many patient groups requires a  
multidisciplinary team based approach. The types of resources practices may want 
to purchase include the following:

NASC and Home Based Support Services
The addition of NASC and Home Based Support Services to general practice teams 
has benefits when it comes to managing the health needs of individual patients. 
Giving general practices the ability to purchase additional short term care packages 
will provide an additional resource for managing patients who might otherwise be 
referred on because of clinical risk factors.

There is also a more general benefit in locating NASC services within general practice 
teams. This has been shown in Tararua where the general practice team have been 
trained to use the InterRAI tool as Needs Assessors. 

General practice cannot be a provider of Home Based Support Services, but it can 
hold budget management responsibilities. This offers the potential to use Home 
Based Support Services as part of a plan of care which aims to maintain a patient 
at home during an episode of ill health or in the medium term, eg, for the frail elderly.



22

Lifestyle change
In many instances the medium and long term health of an individual can be improved 
through lifestyle changes. This is particularly so for people with life long conditions but 
also applies to people who are ‘at risk’ or who have risk factors – especially in terms 
of BMI, blood pressure.
 
In the MidCentral district various resources are provided to support lifestyle change, 
including psychological support (Massey University), diet/nutrition and nutrition 
(Central PHO) and smoking cessation (various providers). These resources are 
generally centrally controlled with attendant problems of disconnection from 
general practice teams. A better approach is to enable general practice teams 
to purchase lifestyle change interventions for patients where there is an identified 
benefit or as part of a care plan. 

Clinical pharmacy
Input from a pharmacist has been proven to add value to a general practice team. 
This can be resourced either through Community Pharmacy or as a dedicated 
resource. 

Specialist Nursing - District Nursing
District Nursing services provide specialist nursing services in community settings across 
the MidCentral district. Through the ‘Better, Sooner, More Convenient Business Case’ 
District Nursing has clearly demonstrated its ability to prevent hospital admissions and 
to reduce length of stay. The level of interaction between District Nursing services 
and general practice teams has improved in recent years, but general practice is 
still not using District Nursing resources to the fullest extent.

Intermediary care (bed days in residential care settings)
GPs have often raised the desirability of the ability to access beds in residential care 
facilities in order to manage patients with temporary needs for additional support 
who are over and above the level of care that can be provided at home by District 
Nursing and who would otherwise be admitted to Palmerston North Hospital. The 
admitting GP is responsible for all medical care while the patient is in the bed and is 
also responsible for discharge. 

Intermediary/respite beds are already available to GPs in Dannevirke and Pahiatua, 
and to some extent in Horowhenua. GPs in Tararua regard rural inpatient beds as a 
valuable resource and they are well used. 

Other packages of care
Mental health interventions, counselling, social work and alcohol and other drug are 
other areas where general practice teams may wish to have the ability to procure 
services for a patient.
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Diagnostic services

Ready access to diagnostic services is a cornerstone of managing patients in the 
community. Currently there are many situations where a patient is referred to ED or 
specialist services at Palmerston North Hospital for the sole purpose of accessing a 
diagnostic service. 

In the MidCentral district, plain film and Ultrasound are provided on GP referral. Plain 
film services are available in Levin, Palmerston North and Dannevirke. Ultrasound 
services are available in Palmerston North and Dannevirke. Plain film X-rays are 
available on demand but Ultrasound is a booked service with lengthy wait times. 
CT and MRI services are not available on GP referral with a few minor exceptions. 
There are private providers of radiology services in Dannevirke, Palmerston North 
and Levin. 

A practice population of 16,000 currently uses about $270,000 of community-
referred radiology services a year. As stated, CT and MRI have not been available 
to general practice, and ultrasound is probably under-used because of waiting 
times. An additional $50,000 a year would allow for an increase in the number of 
diagnostic tests. Exactly how many procedures this would cover depends on what 
mix of radiology exams the clinicians request. 

Specialist services 

General practice teams rely on specialist services for support and backup. Additional 
input from specialist services has the potential to extend the level of care provided in 
community settings. It also has the potential to improve patient journeys and remove 
inefficiencies that currently occur. Experience with the Community Cardiology 
and Respiratory services has shown that simply relocating specialist services from 
the hospital to a community setting does not achieve any inherent improvement 
in primary care. Additional specialist resources need to focus on upskilling and 
supporting general practice rather than on providing additional direct patient care. 

This can be achieved by providing general practice teams with a budget to 
purchase specialist support through joint clinics, case conferencing and Continued 
Professional Education activities (eg mentoring). It is expected that these are likely 
to cover Cardiology, Respiratory and Diabetes, but might equally relate to Health of 
Older People, Child Health, Mental Health or other specialties relating to acute care.
Specialist support needs to be provided by nurses and consultants.

Incentive payments

Financial incentive payments payable at the end of the PDP process should not be 
too great – possibly representing 5% or less of the contracted revenue. They could 
be attached to the highest priority objectives – possibly to either selected health 
outcomes or to a mix of health outcomes and organisational change tasks. 
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6. Worked Example

The following table provides a high level example of what the resources table of 
a worked up PDP might look like for a population of 16,000 people (ie 10% of the 
districts population). This is for demonstration purposes only - it does not include 
any of the detail a general practice team would be expected to provide. It also 
assumes an average population breakdown, whereas we know in reality each of 
our communities has a unique profile. Also, while in general our communities have 
very well developed local health resources, the mix of resources tends to vary. For 
example, Tararua has local radiology services and a community hospital. The mix 
of local services will impact on where general practice teams choose to apply 
additional resources. It is proposed that the DHB be flexible about the mix of services 
up to a value of about $500,000 pa of new funding for a population of 16,000 people. 
This will be prorated based on population.

All up, the Partnering with General Practice for Health Outcomes Programme resource 
table for this practice includes funding of $1.1m. This is over and above first contact 
funding (ie capitation). New funding is $500,000. In this instance the general practice 
team has committed the bulk of the additional funding to packages of care and 
to extended care in the practice. It has budgeted $38,400 for additional specialist 
support and $50,000 for additional radiology. The practice has budgeted $60,000 for 
change management within the practice. This is in addition to the resources it will 
access from the PHO, Health Care Development team and the DHB in general. No 
additional funding is budgeted for District Nursing and Service Coordination.
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Table 4:   Partnering with General Practice for Health Outcomes Programme:   
  Table of Resources.

Service 
Element Volume Total Funding 

for Practice
Exisiting

Programmes New Money

Practice Development Plan $30k pre funding & 
$30 pa

$60,000 $60,000

Extended care in practice 7% of practice 
population @ $250

$320,000 CarePlus, 
Diabetes, Get 
Checked, 
Chronic Care 
Nursing

$121,000

Packages of Care (OT, 
Physio, counselling, HBSS, 
pharmacist, Respite Care 
bed days)

400 packages of 
care, @ $500

$200,000 $200,000

Mental health, packages 
of care

200 @ $400 $80,000 CPHO Mental 
Health Innova-
tions

Specialist support 18 case conferences, 
@ $800

$14,400 $14,400

20 joint clinics, @ $800 $16,000 $16,000

10 CPE sessions,  
@ $800

$8,000 $8,000

Fast tracked diagnostics 200 additional  
@ $250

$50,000 $50,000

Service coordination

District Nursing

Lifestyle Change 5% of practice 
population @ $400

$320,000 PHO CCT

Technology, IT and Facility 
development

$30,000 $30,000

Total $1,098,400 $499,400

All up, the Accountability and Incentive Framework resource table for this practice 
includes funding of $1.1m.  This is over and above first contact funding (ie, capitation).  
New funding is $500,000. In this instance the general practice team has committed 
the bulk of the additional funding to packages of care and to extended care in the 
practice.  It has budgeted $38,400 for additional specialist support and $50,000 for 
additional radiology. The practice has budgeted $60,000 for change management 
within the practice.  This is in addition to the resources it will access from the PHO, 
Health Care Development team and the DHB in general.  No additional funding is 
budgeted for District Nursing and Service Coordination.
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7. Funding of the Partnering with General Practice for Health 
Outcomes Programme.

Providing general practice teams with additional resources requires additional 
investment from the DHB. It is proposed that this investment be in the order of $0.5m 
for a population of 16,000 people. In the medium to long term this investment is 
expected to be offset by gains in the broader health system – particularly in reduced 
utilisation of more expensive health resources. The primary areas where an impact 
would be expected are as follows:

•	 Achieving savings from specialist services is difficult because in the short and 
medium term the cost structures of specialist services are mainly fixed. Also, in 
general demand for specialist services exceeds supply with prioritisation being 
employed so that resources are fully utilised but no more. A reduction in demand 
from one population subgroup will generally be offset by changes in other 
population subgroups or changes in prioritisation with the net effect that the 
existing specialist resources are still fully committed.

•	 Over time the DHB’s expenditure on specialist services goes up because service 
demand increases as a result of demographic and lifestyle factors within the 
broader community. Within this context, holding expenditure constant or even 
just reducing the rate of growth provides a financial benefit. In other words, the 
counter-factual for the investment in the Partnering with General Practice for 
Health Outcomes Programme is not the status quo but the projected rate of 
growth in service utilisation. 

•	 There are also possibilities in terms of redirecting some of the DHB’s existing 
investments into the Partnering with General Practice for Health Outcomes 
Programme. At present the DHB’s spend with Central PHO is about $9.6m a year 
(excluding nationally defined PHO services such as capitation). Some of this 
expenditure already aligns with the framework. Some other programmes could 
be disinvested in order to support the framework.

•	 The progressive roll-out of the Partnering with General Practice for Health 
Outcomes Programme will spread the DHB’s additional investment over a number 
of years. It is expected that in the first two years, only two or possibly three teams 
will go through this process. In future years, more teams will come on board but 
by then the gains from the leading teams will become available.

•	 Table 4 provides a high-level model of how the Partnering with General Practice for 
Health Outcomes Programme can be funded. It assumes one IFHC each year for 
three years, with each IFHC being about 16,000 people. It assumes savings in Year 3 
of $0.5m from specialist services and $0.1m from Aged Residential Care. In Year 2 it 
includes $0.7m in redirected funding from Central PHO programmes rising to $1.4m in  
Year 3.
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The savings assumptions from specialist services and Aged Residential Care are 
relatively conservative. An 8% reduction in that general practice team’s use of 
specialist services will achieve that goal. Most of the value is derived from an 8% 
reduction in Medical and Elder Care inpatient admissions and ED attendances. 
These are each large expenditure items for the DHB.

Where resources might come from

In health the availability of resources is constrained by the necessity of operating 
within a fixed funding envelope (the exception to this is patient charges, which is 
discussed further below). There is, however, an abundance of resources within the 
district and the question then is how these resources can be mobilised or redirected 
to align with the accountability and incentive framework. At the moment these 
resources are in a variety of silos, each with its own mix of accountabilities and 
incentives. The PDP process represents a process through which the silo boundaries 
can be dismantled and resources and services aligned and integrated.

The existing resources can be broadly categorised as follows: 

Resources already in general practice

MidCentral DHB commits significant funding to general practice for first contact health 
services and various smaller programmes (eg the PHO Performance Management 
Programme, diabetes, mental health and sexual health programmes). This funding, 
and the manner of the funding through the national PHO contract, is a significant 
driver of the business environment in which general practice teams operate. This 
contract provides capitation funding for general practice teams and sets out the 
basis on which practices can charge patients for services. Capitation funding is 
based on an average number of visits that an individual of a given age and gender 
is expected to make in a year. These average consult rates are taken from historical 
claiming data. Capitation payments to practices are paid regardless of whether 
a patient is seen or not. In this way capitation funding provides an incentive for 
practices to organise their care and manage patients so they stay well. 
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Table 3: Funding of the Partnering with General Practice for Health Outcomes   
  Programme.

Additional Investment Year 1 Year 2 Year 3

IFHC1 $450,000 $450,000 $450,000

IFHC2 $450,000 $450,000

IFHC3 $450,000

IFHC4

Reduction in expenditure

Central PHO services redirected -$700,000 -$1,400,000

MidCentral Health services avoided -$500,000

Aged Residential Care avoided -$100,000

Total $450,000 $200,000 -$650,000

The savings assumptions from specialist services and Aged Residential Care are 
relatively conservative. An 8% reduction in that general practice team’s use of 
specialist services will achieve that goal. Most of the value is derived from an 8% 
reduction in Medical and Elder Care inpatient admissions and ED attendances. 
These are each large expenditure items for the DHB.

Where resources might come from

In health the availability of resources is constrained by the necessity of operating 
within a fixed funding envelope (the exception to this is patient charges, which is 
discussed further below). There is, however, an abundance of resources within the 
district and the question then is how these resources can be mobilised or redirected 
to align with the accountability and incentive framework. At the moment these 
resources are in a variety of silos, each with its own mix of accountabilities and 
incentives. The PDP process represents a process through which the silo boundaries 
can be dismantled and resources and services aligned and integrated.

The existing resources can be broadly categorised as follows: 

Resources already in general practice

MidCentral DHB commits significant funding to general practice for first contact health 
services and various smaller programmes (eg the PHO Performance Management 
Programme, diabetes, mental health and sexual health programmes). This funding, 
and the manner of the funding through the national PHO contract, is a significant 
driver of the business environment in which general practice teams operate. This 
contract provides capitation funding for general practice teams and sets out the 
basis on which practices can charge patients for services. Capitation funding is 
based on an average number of visits that an individual of a given age and gender 
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Patient charges generate approximately 40% of the funding for a typical general 
practice team in our district. Patient charge income is all “fee for service” and 
constitutes an overwhelming driver on practices to see patients. Furthermore, the 
national PHO contract enshrines universality of entitlement and regulation of patient 
fees, which removes general practice teams’ ability to adapt their patient charging 
regime to different models of care. 

The combination of the capitation funding and patient charges is widely identified 
by practices as a barrier to changing models of care. There is potential to rework 
funding streams to support the PDP process.

Resources in the broader primary care system

Within the MidCentral district there is a wide range of services and funding streams 
in the primary health care domain or supporting the primary health care domain. 
This includes the following sorts of services:

•	 Health services (primarily workforce)
•	 Specialist support and expertise (including expertise in: medical specialties, 

business planning, organisational development, professional development & 
other areas)

•	 Information, Information Technology and Information Management 
•	 Tools and resources (including an array of frameworks and strategies).

These services are contracted and delivered through MidCentral Health, the 
Health Care Development team, Central PHO and a host of Non Governmental 
Organisations. These resources can potentially be aligned to support the PDP process.

In acknowledging that while it is preferable for general practice to control the 
resources that it needs to deliver health outcomes for its population, this is not always 
practical. It is sometimes necessary for services to be provided centrally to maintain 
expertise (for example, specialised services), to guarantee consistency, or to preserve 
a small/vulnerable workforce. Table 6 on the next page suggests a range of services 
that need to be provided centrally. Even when it is not practical for general practice 
to “own” these types of services, it is however, reasonable for them to be mobilised 
to support the general practice teams. Accountability for achieving the agreed 
general practice team’s outcomes, would then be shared between the specialised 
and primary care services.
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In addition to the resources in the table, there are others that could also be aligned 
more closely with general practice teams through PDPs.  These are;

•	 Long Term Condition - Nursing Resource
•	 Diabetes Funding (ex Get Checked)
•	 Palliative Care (service delivery)

Table 6:  Centrally Provided Resources

1.  Clinical specialist support services

 Specialist services supporting local service delivery. Access to these   
 services engineered through Planning and Support and reflected in   
 service level agreements which would likely be outside of the Price   
 Volume Schedule in the case of MidCentral Health services.

•	 Medical specialist expertise and district leadership
•	 An integral part of the collaborative care pathways currently under 

development within MidCentral is that of medical leadership.  It is 
envisaged that such leadership would inform the PDP development.

•	 Specialist nursing services - Clinical Nurse Specialist or Nurse 
Practitioner

•	 Clinical Pharmacist - The presence of clinical pharmacy expertise 
will inform the development of PDPs and will be supported through 
service level agreements facilitated by planning and funding.

2.  Centrally delivered health programmes 
 Health programmes to be delivered on a standard basis across  
 the district:

•	 Diabetes programme – Retinal Screening and Podiatry services
•	 Community Cardiology

 Centrally coordinated health programmes:
•	 Mental Health, Shared Care and Primary Innovations
•	 Cervical Screening (coordination, outreach etc)
•	 Sexual Health (education and coordination)
•	 Palliative Care (education and coordination)
•	 Immunisation (coordination, outreach, etc)

3.  Practice Profiling, Reporting and Monitoring
•	 Reporting and monitoring, to DHBs, IFHCs and to practices
•	 Register Management
•	 IT support

4.  Organisational development
•	 Facilitation, Productive General Practice
•	 Professional development/interdisciplinary knowledge and skills
•	 Models of care
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In addition to the resources in the table, there are others that could also be aligned 
more closely with general practice teams through PDPs. These are:

•	 Long Term Condition - Nursing Resource
•	 Diabetes Funding (ex Get Checked)
•	 Palliative Care (service delivery)
•	 Mental Health shared care & primary
•	 Sexual Health (service delivery)
•	 Lifestyle Change Programme
•	 Clinical Pharmacy
•	 Cancer Navigators
•	 Primary Care resources for ex Kimberley Centre residents
•	 Kere Kere – Horowhenua.

In the medium term mobilising resources from different points in the system is likely to 
have repercussions in terms of the configuration of resources. Using the usual mantra 
of form follows function, we need to look at what support is required first and then 
decide about the how best to configure the resources second.

Resources from elsewhere in the health system

The potential for system wide savings produced through the provision of effective 
primary care is well recognised internationally. Barbara Starfield, a key proponent of 
such an approach, describes the adoption of a primary care oriented health system 
as a highly relevant political strategy because its effect is clear and quick to realise 
with primary care producing better health outcomes at a lower cost and facilitating 
greater equity in health.50

The Kidney Health in Horowhenua (KHH) project undertaken 2009/2010 provides a 
local case study example of Starfield’s proposition in action. It is, in effect, a tangible 
example of making it real. 

The KHH project was a targeted quality improvement initiative designed to assist 
general practice teams improve the way that chronic kidney disease (CKD) is 
managed in the MidCentral district.51

The KHH project was resourced through Practice Participation Payments that were 
dispersed in accordance with the relevant letter of agreement. There was a planned 
change management process that was aligned with clearly specified deliverables. 
In addition, there was input from both generalist and specialist health providers and 
a care pathway to facilitate collaboration. As a result of the project, change was 
effected within general practice in such a way as to promote the provision of primary 
care that increases health outcomes at a decreased cost.
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In 2009 (the time of the KHH project), the average treatment cost for a person 
“requiring renal replacement therapy ranged from $34,000 to $64,000 per annum. 
However if District Health Boards (DHBs) were able to delay dialysis by one year in 
one individual (per 10,000 patients) they could recoup the entire cost of managing 
CKD.52 In this instance, the cost incurred with the necessary change management 
process is potentially able to recouped relatively quickly. The cost benefit of change 
is reinforced later when the authors state, in regard to the MidCentral District Wide 
Renal Services Plan“ analysis of the options showed that “the unusual aspect of 
renal care is that the ongoing cost of best-practice care is less expensive than the 
current practices. Whilst investments will be required to bring about changes, once 
implemented they provide a far better cost profile.”53

In addition, the KHH demonstrates the value of providing an upfront investment in 
support of transformative change. 

An additional benefit of a process such as described above with the KHH example 
is the discipline of working through the logistics and interplay of primary and 
secondary service integration in support of evidence –based clinical pathways. This 
is an inherently high value process and is currently underway in the district through 
the Map of Medicine project.

There is a fixed amount of resource to be deployed for the provision of health care 
services. The introduction of Practice Development Plans and processes such as KHH 
would produce system savings to offset the costs of additional investment in primary 
care.
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