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HE KUPU WHAKAMIHI 

  

Whakarongo ki te tangi a te manu Tūī – tui, tui, tuituia. 

Tuia tātou te here tangata, ko tātou ngā kāwei whakaheke a rātou mā, ko rātou te Iwi kua ngaro i te 

tirohanga kanohi nā rātou ēnei waihotanga mahi, kei te hunga mate, haere, haere, e okioki atu.  Oti 

atu mauri mate, ara mai rā mauri ora, tihe….mauri tū! 

He whakamaioha, he whakamānawa tēnei nā Hauora Kāpehu me te whakatōputanga o ngā rōpu 

mana hauora huri noa i te rohe nei o Te Pae Hauora o Ruahine, o Tararua ki ngā manu kōrero, ki ngā 

manu taiko i tū hei arataki i te kaupapa pākihi nei, tēnā koutou katoa.  Me i kore ake koutou ngā 

kākā wahanui, ngā māngai komekome, kua kore hoki tēnei kaupapa e tū – e kore e taea e kupu te 

whakapuaki ake i te nui o te mihi ki a koutou, tēnā koutou katoa. 

Nō mai anō, nō roto mai i ngā taonga tuku iho me ngā tikanga tuku iho, te whakatauira ake kei a 

tātou te oranga mō tātou, ko tātou anō ō tātou ake rawa, i kitea ake ai tēnei i roto i te kupu ‘tino 

rangatatiratanga’, kia puta tātou te ira tangata ki te wheiao, ki te ao mārama.   Heoi anō, hei 

whakakoia ake, kei te Iwi anō, kei te whānau anō te kaha ki te whakatau he aha hei painga māna, 

māna anō tēnei e whiriwhiri.  Mā te pēnei e kite atu ai tātou i ngā whakamārama, e eke panuku ai, e 

eke tangaroa ai tō tātou waka kia ū pai ai ia ki tōna taumata.   

Hei whakakōpititanga ake e hoa mā, nā te mahi ngātahi, nā te pāhekoheko, nā te whakawhitiwhiti 

kōrero tonu me te whakapono anō ki ngā akoranga a ō tātou tūpuna, kua oti pai tēnei tutukinga 

mahi e whānui mai ai te angitū ki a tātou. 

Nā tō rourou, nā taku rourou, i whai huruhuru ai te manu nei kia rere. 

Tihe…..tūpaiahaha! 
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1.0 EXECUTIVE SUMMARY AND INTRODUCTION 

In November 2009, MidCentral PHOs were successful with an Expression of Interest to the Ministry 

of Health to transform primary health care services to achieve the Better, Sooner, More Convenient 

Vision.  A Business Case has been developed to outline how the transformed primary health care 

service will be implemented and operated.  

The following logic was followed to develop the MidCentral approach: 

 Aspirational targets were developed to provide a clear and compelling focus identifying what 

was to be achieved  

 Common business concepts (borderless health care, focus on the patient’s experience, 

redeveloped practice model, Innovation and implementation pipeline and bottom up 

approach to service development) provided a framework for developing a sound and 

considered approach to the changes required to deliver outcomes aligned to the aspirational 

targets 

 Four key programmes of activity (Integrated Family Health Centres, Acute Demand 

Management, Older Persons Services and Whānau Ora) were chosen that would make the 

most difference for health system delivery and health outcomes experienced 

 A number of associated interventions were developed as components of the programmes of 

activity 

 System enablers were developed which will support all programmes in the transformed 

primary health care service 

 High level Business Cases were developed to present what is planned to be done and the 

resultant outcomes  

 A detailed Business Case was developed to provide the background, detail and the evidence 

required to support the direction of travel 

This proposal has first and foremost been designed by considering the needs of patients and 

families/whānau in the MidCentral area and engaging local clinicians and providers in wide ranging 

discussion and redesign of services.  Over 150 clinicians, managers, business owners, Māori/Iwi 

health providers and social service organisations and more have participated in the process bringing 

significant diversity, expertise and value. This Business Case has also been developed in close 

partnership with MidCentral Health and DHB.   

From this participatory process has emerged MidCentral’s response to developing a better sooner 

more convenient experience for patients and their family/whānau, health professionals and our 

community.   

The diagram below illustrates the overall framework of the business case. 
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THE MIDCENTRAL BUSINESS CASE FRAMEWORK 
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1.1 ASPIRATIONAL TARGETS 
 

“The greater danger for most of us lies not in setting our aim too high and falling short; 

but in setting our aim too low and achieving our mark. 

   

Michelangelo 

The targets that will be aspired to by MidCentral in the next three years are to: 

 Reduce presentations to the Emergency Department (ED) by 30% 

 Reduce avoidable hospital admissions to Medical Wards and Assessment Treatment and 

Rehabilitation for over-65-year-olds by 20% 

 Reduce poly-pharmacy in the over-65-year-olds by 10% 

 Reduce  the rate of growth in total aged residential care expenditure to 5% per year  

 Reduce the rate of growth of GP-referred pharmacy expenditure to 1% per year until 

MidCentral’s expenditure is similar to National benchmark expenditure  

 Increase enrolment by Māori in PHOs to 100%  

And achieve the following: 

 80% of people aged over 65 with moderate complexity health needs will receive coordinated 

structured care through general practice teams 

 100% of enrolled patients will have access to their own health records by 2013 

 100% of health professionals will have access to up to date patient health records 

 All primary health care providers will work within a common assessment and care planning 

framework 

 Clinical leadership will actively drive service development across the sector 

 

1.2 TRANSFORMATIONAL CHANGE 

During the course of developing this Business Case, three important questions have been asked many 

times. 

 

A collective understanding has emerged in the MidCentral about the nature of transformational change: 

 Transformational Change is moving from one state to another by altering function and form  

 If aspirational targets are recognised through this Business Case, it will undoubtedly be 

transformational enough 

 It is unlikely that things will look and feel drastically and immediately different to patients 

and their family/whānau when service implementation begins this year.  However, if all 

programmes of activity are implemented in this Business Case, it is expected that things will 

- look and feel significantly different within three years’ time 

 

“…what is transformational change?”, “…is this transformational enough? ”…will things  

look and feel drastically different in the next few months?” 
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1.3 RELATIONSHIPS AMONGST PEOPLE AND PROVIDERS 
The PHO Boards, contracted providers and community pragmatically understand that 

transformational change will result only when their determination and energy for the best possible 

health services in their community are combined with MidCentral Health and MidCentral DHBs 

strength of strategic thinking and strong district -wide support across common clinical issues.  This 

support will come through strong and close relationships between clinicians, managers and leaders 

of the respective organisations.  

1.4 MĀORI HEALTH  
MidCentral considers Whānau Ora to be an approach that will improve responsiveness of Health 

Services to Māori and their whānau.  A Whānau Ora approach requires a culturally competent 

workforce, health interventions that are developed specifically for Māori and take into account a 

Māori world view (Te Ao Māori.)  Whānau Ora is also an outcome that seeks optimum health for 

Māori and their Whānau. 

Whānau Ora is described as a specific programme of activity within this business case; however, it is 

important to recognise that Whānau Ora is recognised as a critical component of all aspects of the 

transformed primary health care system and is a feature of each of the programmes of activity. 

1.5 CHILD HEALTH AND MENTAL HEALTH 
Although on the face of it, it may look like child health and mental health have been forgotten from 

this business case.  Quite the opposite is true.   Child health and mental health have been the focus 

of two work streams throughout the business case development and a significant amount of work 

has been completed which is built into this overall business plan.  The focus of both child health and 

mental health has been on integration, improving efficiencies and spreading specialist services into 

community locations.  Activities supporting integration of child health and mental health services are 

built in throughout this document and do not require any additional resourcing or investment.  

A table outlining the integration of child health, mental health and Whānau Ora across all service 

initiatives is provided in appendix I. 

1.6 A STRONG PLATFORM FOR CHANGE AND DEMONSTRATED COMMITMENT 

TO INTEGRATED CARE 
MidCentral primary and secondary service providers already deliver a wide range of community-

based and practice based interdisciplinary services that support integrated care for patients and their 

families/whānau.   Current teams, of which general practice is at the centre and who use a shared 

patient record, consist of nurses, doctors, dietitians, social workers, smoking cessation coordinators, 

physical activity educators, physiotherapists, health promoters and more. The teams are a result of a 

significant change process and DHB investment over the past four years.  Support from MidCentral 

Health specialist services is critical to the integrated care model not only to ensure seamless service 

delivery, but also to support the primary health xare workforce through sharing of specialist 

knowledge and skills.  MidCentral will use this strong platform to launch additional transformational 

change proposed in this Business Case.   
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1.7 THE CONTENT AND STRUCTURE OF THE BUSINESS CASE TO FOLLOW 

Part I:  Overview of Business Case and Strategic Context  

 An overview of the business case and a strategic context is provided in the section to follow.  The 

purpose of the overview is to present a snapshot of the business case and associated costs and 

benefits as well as ensuring the proposal is considered within the appropriate strategic context. 

Part II: Programmes of Activity to Transform Health Services 

Programmes of Activity are high impact; high priority programmes for which the PHO believes 

funding can be made available for now, through changing the current primary health care funding 

models.  Because changes to the funding model require Ministry and DHB agreement, the 

Programmes of Activity are the focus of this Business Case.  Programmes of activity outlined in this 

Business Case are: 

 Development of five Integrated Family Health Centres  

 Acute Demand Management 

 Older Persons Services 

 Whānau Ora 

Programmes of Activity are described under major headings including the interventions associated 

with each programme.  Each intervention contributes to the overall programme and forms the basis 

of a financial and economic analysis.  The Business Case will present a description of each 

programme followed by a template for associated interventions that includes a cost-benefit analysis 

(financial analysis and economic analysis).  Where possible, the cost-benefit analysis attempts to 

examine implications from a DHB, PHO, GP and patient perspective at a minimum.  The purpose of 

the cost-benefit analysis is to determine the relative value of the intervention and where the costs 

and benefits will sit amongst the various stakeholders.  

Concluding the description of programmes of activity is a description of several opportunities for 

efficiency gains.  Further opportunities for efficiency gains are included as activities that are 

expected to provide cost savings or are very low cost and would help to achieve our vision for health 

care.  The further opportunities for efficiency gain are: 

 Devolution of radiology services 

 Medicines Management Programme 

Part III:  Systems Levers  

Systems levers are broader system functions which need to be changed, in order for implementation 

of our Programmes of Activity to be successful.  In general, these are changes that can be made in 

the MidCentral district without Ministry involvement but are important parts of the implementation 

plan.  Systems levers which will support all the programmes of activity of the transformed primary 

health sare system are described in the third section of the Business Case together with a cost-

benefit analysis.  Systems leavers outlined in this Business Case are: 

 PHO integration 

 Clinical governance 

 Clinical leadership 

 Clinical networks and collaborative clinical pathway development 

 Workforce development 

 Information management 

 Business and clinical support service
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2.0 OVERVIEW OF THE BUSINESS CASE 

2.1 THE MIDCENTRAL VISION 
  

District wide response to providing the best-possible patient experience  

whilst building a clinically and financially sustainable system. 

2.2 UNIFYING BUSINESS CONCEPTS  
A number of concepts emerged from participative discussions between clinicians and managers in 

primary and secondary health care.  The concepts are pragmatic expressions of the views of the 

work streams and found and echoed a general sentiment of what was needed to attain the vision. 

 
We give more explanation to these concepts as follows: 
 

Borderless healthcare – health care services, including its clinical, management, contracting and 

business arrangements, has largely been delivered in primary and secondary care silos. Moving 

forward, there is a preference to look first at how it is best delivered and then, second, at what the 

budget and contracting implications are. The consequence is that there is an easier commitment to 

pathway development, and also recognition of the high volume, private business face of general 

practice and the possibility of stranded assets or other resources in the DHB.  

Focus on the patient experience – the service delivery models are often results of historic service 

delivery points rather than by a focus on the patient. The result is system inefficiency (eg.  treatment 

at ED rather than at the patient home) work arounds by GPs to ensure patient access to care. The 

patients experience the system; and analysis and mapping of that experience reveals how to make a 

patient centred approach possible. 
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Redeveloped practice model – GPs are extremely busy and have the capability but not the capacity 

to change the shape of general practice. Incrementally, over time, whilst being respectful of the 

innate nature of primary health care, practice models will be redeveloped to better assist the Health 

system in MidCentral to respond to increasingly complex challenges. Those challenges include an 

increase in the assessment workload, case management and participation in integrated health 

teams. 

Innovation and implementation pipeline – there will be a need to prioritise, resource, and review 

and evaluate interventions. The pipeline concept is an expression of this need to prioritise and 

manage that level of change. Final decision rights lie with primary health care, MidCentral Health 

and DHBs jointly but they will identify a mechanism to ensure that the momentum of the EOI 

process is maintained. 

Bottom up approach to service development – reflecting that health care is delivered at the point of 

patient care, and all else is irrelevant unless the change manifests itself, in particular, in clinician 

behavior, this business case and future change will involve clinicians from the start. 

Underlying these business concepts is a commitment by primary health care, the DHB and allied 

health workers to a more joined up, unified mode of delivering and evolving health care in the 

region. Over time, we expect governance, networks and contracts to align with this “joined upness”. 

2.3 ASPIRATIONAL TARGETS  

MidCentral aspirational targets are: 

 Reduce presentations to the emergency department (ED) by 30% 

 Reduce avoidable hospital admissions to Medical Wards and Assessment Treatment and 

Rehabilitation for over-65-year-olds by 20% 

 Reduce poly-pharmacy in the over-65-year-olds by 10% 

 Reduce  the rate of growth in total aged residential care expenditure to 5% per year 

 Reduce the rate of growth of GP-referred pharmacy expenditure to 1% per year until 

MidCentral’s expenditure is similar to national benchmark expenditure  

 Increase enrolment by Māori in PHOs to 100%  

 80% of people aged over 65 with moderate complexity health needs will receive coordinated 

structured care through general practice teams 

 100% of enrolled patients will have access to their own health records by 2013 

 100% of health professionals will have access to up to date patient health record 

 All primary health care providers will work within a common assessment and care planning 

framework 

 Clinical leadership will actively drive service development across the sector 

The process of transformational improvement will require joint planning processes, multi-

professional networks and inter-disciplinary teams working together.  In the short term, the focus 

will be on the delivery of programmes of activity in primary care which will involve significant 

transformational change.  The benefits of this programme will be gaining greater traction on 

reducing pressure on hospitals and achieving national health targets.  In the longer term, the focus 

will be on building a clinically and financially sustainable health sector that provides a positive 

experience for patients and the workforce alike.  
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Initiative Cost (Year One) 
Difficulty 

1 (low) – 5 (high) 

Impact 

1 (low) – 5 (high 

Evidence 

1 (low) – 5 (high 

Chronic care management role out  $ 243,800 4 4 3 

Annual Comprehensive  Health Assessments $ 369,000 4 4 3 

Case Management  $ 174,000 2 5 4 

Enhancing intermediary care  $ 206,250 1 5 4 

Single Point of Access Extended Care Paramedics $ - 2 4 4 

Whānau  Ora $ 343,600 3 3 3 

Specialist older persons team $ 513,578 3 4 3 

IFHCs  3 4 3 

Clinical networks and pathways  $204,000 3 4 3 

Clinical leadership and governance  $ 218,400 2 4 4 

Information Management $194,230 2 4 4 

Workforce development  $421,700 3 4 4 
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New Business Case Interventions Expenditure    Comment on funding source /expected benefits 

 

Interventions contained within programmes of activity Year one 
$ 

Year two 
$ 

Year three 
$ 

 

Chronic Care Management model rollout 243,800  264,460  265,121    

Annual Comprehensive Health Assessments 369,000  405,010  406,023  Combined expected benefits from ACHA and Case management of 
$2.786m per year 

Introduction of case management approach 174,000  179,448  159,796  if 26% reduction in ED presentations and 11% reduction in bed days by the 
target population  

Enhancing intermediary care   206,250  275,688  276,377  Estimate $2.22m per year saved (does not allow for consumables, assumes 
all costs variable) 

Extended care paramedics & single point of access for after 
hours care 

- - - Estimate $1.9m saved in first year from avoided ED presentations and 
hospital admissions 

Community based specialist older persons team  513,578   $ 514,862   516,149  Cost would be offset by  1% decrease in annual hospital bed days by target 
population 

Whānau Ora  343,600   370,524  383,510  Potential increase in revenue of up to $2.4m per year from increased 
enrolments 

IFHC - reassignment of HP and SIA funding for community 
plans 

767,195  767,195    767,195  
  

Total for programmes of activity 2,617,423   2,777,185    2,774,170    

System enablers         

Clinical networks and clinical pathways 204,000  445,110  446,323  Clinical networks will develop clinical pathways to support the above 
interventions 

Clinical Leadership and innovation pipeline 216,000  207,518  208,036  Up to $110,000  per year from participants for course fees 

Clinical Governance 2,400   2,406  2,412    

Information management 194,230  106,265  106,531  Includes introduction of shared electronic patient record 

Workforce development initiatives 421,700    382,654  383,611    

Total for system enablers 1,038,330   1,143,953    1,146,913    

Other opportunities         

Pharmacy savings 112,000  112,280  112,561  Estimated to generate savings of up to $2.5m over 3 years 
Primary care management of community referred radiology 15,000        -    -      

Total for other opportunities 127,000  112,280  
              

112,561    

Total  3,782,753  4,033,418   4,033,644    
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2.7 SUMMARY OF COST BY INTERVENTION 

 

  

Introduction of Case Management Approach 
Summary of intervention funding requirements 

Year one Year two Year three 

Train workforce in Case Management  $18,000 $3,008 $3,015 

Ongoing specialist support $156,000 $156,390 $156,781 

Implementation cost  $0 $20,050 $0 

Total Cost $174,000 $179,448 $159,796 

Community based specialist Older Persons Team 
Summary of intervention funding requirements 

Year one Year two Year three 

Staffing for Specialist Older Persons Teams in 
Tararua and Horowhenua 

$499,130 $500,378 $501,629 

Payment for clinic space $14,448 $14,484 $14,520 

Total Cost $513,578 $514,862 $516,149 

   Chronic Care Management Model rollout Summary of intervention funding requirements 

Year one Year two Year three 

CMM rollout team working with  general practice $228,800 $229,372 $229,945 

Payment for clinic space $15,000 $35,088 $35,175 

Total Cost $243,800 $264,460 $265,121 

   
Annual Comprehensive Health Assessments 

Summary of intervention funding requirements 

Year one Year two Year three 

Payment to providers  $150,000 $300,750 $301,502 

Training & support to Practices $104,000 $104,260 $104,521 

Implementation of programme (one-off)  $115,000 $0 $0 

Total Cost $369,000 $405,010 $406,023 

Enhancing Intermediary Care 
Summary of intervention funding requirements 

Year one Year two Year three 

Increased district nursing capacity  $206,250 $275,688 $276,377 

Total Cost $206,250 $275,688 $276,377 

Extended Care Paramedics & single point of 

access for after hours care 

Summary of intervention funding requirements 

Year one Year two Year three 

Extended Care Paramedics  $288,593 $433,972 $435,057 

Initial training costs to develop local capacity $28,300   

Operating costs  $201,121 $201,623 $202,128 

Less 

Contribution by St John’s Ambulance Service 
$518,014 $635,596 $637,185 

Total Cost $0 $0 $0 
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Whānau Ora 
Summary of intervention funding requirements 

Year one Year two Year three 

Provision of free assessments $72,000 $108,270 $120,601 

Programme management and awareness $60,000 $60,150 $60,300 

Training to support programme $11,600 $1,604 $1,608 

Whānau Ora Navigators $200,000 $200,500 $201,001 

Total Cost $343,600 $370,524 $383,510 

Clinical networks and Clinical pathways 
Summary of intervention funding requirements 

Year one Year two Year three 

Clinical networks membership $164,000 $212,530 $213,061 

Community input to clinical networks $40,000 $40,100 $40,301 

Allowance for future or temporary clinical 
networks 

 $192,480 $192,961 

Total Cost $204,000 $445,110 $446,323 

Clinical Leadership and Innovation pipeline 
Summary of intervention funding requirements 

Year one Year two Year three 

Transformation Leadership course (recoverable 
from participants) 

$110,000 $60,150 $60,300 

Leader of Clinical Leadership unit $75,000 $100,250 $100,501 

Innovation pipeline $31,000 $47,118 $47,235 

Total Cost $216,000 $207,518 $208,036 

Clinical Governance 
Summary of intervention funding requirements 

Year one Year two Year three 

Clinical Governance Forums  $2,400 $2,406 $2,412 

Total Cost $2,400 $2,406 $2,412 

Clinical and Business Support Service 
Summary of intervention funding requirements 

Year one Year two Year three 

Allowance for CBSU costs  $1,349,000 $1,352,000 $1,358,000 

Total Cost $1,349,000 $1,352,000 $1,358,000 

Information Management 
Summary of intervention funding requirements 

Year one Year two Year three 

Video conferencing at each IFHC $54,230 $1,003 $1,005 

Shared patient record – Manage My Health $85,000 $80,200 $80,401 

E-referral $55,000 $25,063 $25,125 

Total Cost $194,230 $106,265 $106,531 
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2.8 FUNDING OPTIONS 
The following list identifies the range of funding sources that may be utilised for the implementation 

and ongoing funding of the identified changes.  Please note the list is for completeness and it is not 

expected that all the areas will be able to contribute. 

 Service to improve access 

 Performance Management 

 After Hours 

 First Specialist Assessments 

 District nursing 

 Pharmaceutical Savings 

 Falls Prevention 

 Management Fee 

 Health Care Development 

 Health Promotion 

 Care Plus 

 Rural Workforce 

 Community Referred Radiology 

 Public Health 

 Retained Earnings 

 Capitation 

 CTA Nursing 

Primary care management of community 

referred radiology 

Summary of intervention funding requirements 

Year one Year two Year three 

Implementation $15,000   

Management costs to be absorbed by PHO 

management 
   

Total Cost $15,000 $0 $0 

Pharmacy savings 
Summary of intervention funding requirements 

Year one Year two Year three 

Additional Clinical Pharmacist  $112,000 $112,280 $112,561 

Total Cost $112,000 $112,280 $112,561 

Workforce development initiatives 
Summary of intervention funding requirements 

Year one Year two Year three 

Continued expansion of the Interdisciplinary 
Knowledge and Skills Framework 

$332,500 $333,331 $334,165 

Introducing online and remove learning tools $89,200 $49,323 $49,446 

Total Cost $421,700 $382,654 $383,611 
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2.9 SUMMARY OF REVENUE SOURCES AND EXPENDITURE  
The following tables outline in more detail potential funding sources associated revenue and 

conserved resources. 

(A) Current Potential Funding Sources Available for reallocation in the Business Case 

The following table outlines the range of current potential funding sources available for reallocation 

in the business case and also gives a summary of the realised conserved resources expected as 

aspirational targets are met. 

(B) Potential funding sources available for reallocation for the Business Case 

The following table summarises the funding sources and the existing and new expenditure streams 

for the Organisation. 

 
 
 

Annual 
Estimate 

$ 

Funding  Sources available for reallocation in Business Case        6,845,060  

New Business Case Interventions Expenditure        ( 3,782,753)  

Existing and Ongoing Sources of Frontline Services Revenue - not available for 
reallocation 

                8,334,636  

Existing and Ongoing Costs including the Business and Clinical Support Service       ( 11,383,388) 

SURPLUS FOR THE ORGANISATION            $13,555 

  

Annual 
Estimate 

$ 

 
Existing unallocated funding 

 

 
CarePlus Funds allocated to MidCentral but not claimed 1,747,000  

 
Changes in use of existing funding streams  

 
Existing CarePlus Receipts 240,060  

 
Services to Improve access and Health Promotion (Future IFHC assoc) 767,195  

 
Services to Improve access and Health Promotion (remainder) 1,096,805 

 
Performance Management 1,241,000  

 
After Hours 370,000 

 
Rural Workforce 386,000 

 
PHO Management fees (existing level) 997,000  

 
Total Funding Sources Available for reallocation in the Business Case  6,845,060 
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(C) Existing and ongoing Sources of Frontline Service Revenue 

The following table outlines the current range of Funding Sources received and applied towards 

Frontline Services including Business and Clinical Support Services 

 
 
 

Annual 
Estimate 

$ 

Chronic Care Programmes 4,578,308 

Mental  Health 1,035,348  

Youth & Sexual Health 551,052 

Clinical Facilitation including Pharmacy 285,384  

Palliative Care and Cancer 485,220  

Radiology 462,000 

Rural Services 249,996  

Older Persons 104,952 

Screening 271,456 

Outreach nurses 310,920  

Total Existing and Ongoing  Funding Sources Available  8,334,636 

(D) Existing and ongoing Costs including Business and Clinical Support Services 

The following table outlines the costs incurred in running the Frontline Services including the 

Business and Clinical Support Service. 

 
 
 

Annual 
Estimate 

$ 

Chronic Care Programmes 1,992,672 

Mental  Health 437,484 

Clinical Facilitation including Pharmacy 84,000 

Palliative care and Cancer 268,710 

Services to Improve Access (transfer to Business Case on approved IFHC Plan) 1,272,088 

Health Promotion (transfer to Business Case on approved IFHC Plan) 382,044 

Older Persons 98,616 

Screening (Cx and Imms) 156,064 

Outreach nurses 203,136 

Clinical Quality System Development and Implementation 323,616 

Business Infrastructure Support 813,242 

HR and Workforce Development 177,221 

IM and Practise Liaison 526,897 

Other Staff Costs 283,655 

General Operating Costs 1,798,607 

General Practice or Provider Payments 2,565,336 

Total Existing and Ongoing  Funding Sources Available  11,383,388 
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(E) New Business Case Interventions Expenditure 

The following table outlines the estimated expenditure for the new programmes detailed within the 

Business Case. 

 
 
 

Annual 
Estimate 

$ 

Chronic Care Management Model Rollout 243,800 

Annual Comprehensive Health Assessments 369,000  

Introduction of Case Management Approach 174,000 

Extended Care Paramedics & SPA for After Hours Care -  

Community Based Specialist Older persons Team 513,578 

Enhanced Intermediary Care 206,250 

Whānau Ora 343,600 

IFHC 767,195  

Clinical Networks and Clinical Pathways 204,000 

Clinical leadership and innovation pipeline 216,000 

Clinical Governance 2,400  

Information Management 194,230 

Workforce Development initiatives 421,700 

Pharmacy Savings 112,000 

Primary Care management of Community Referred Radiology 15,000  

Total cost of New Business Case Interventions 3,782,753 

(F) Realisation of Conserved Resources 

The following table outlines the realisation of conserved resources. 

 
 
 

Annual 
Estimate 

$ 

Realisation of conserved resources (average over three years)  
30% less presentations to ED 7,960,000  

Reduce admissions for 65+ to Medical and ATR by 20% 8,456,000  

Reduce the Annual Rate of Growth in total ARC expenditure to 5% per year 2,173,000  

Reduce rate of growth of GP referred pharmaceutical expenditure by 1% per year 833,333  

Reduce Poly-pharmacy in over 65 year olds by 10% 194,300 

Total realisation of conserved resources (average over three years) 19,616,633 
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Summary of clinical resourcing required by Business Case 

Intervention / Enabler Practice Nurse 
Community or 

Practice Nurse 

CNS or Nurse 

Educator 

Nurse 

Practitioner 

GP or GPSI / 

other clinical 

Extended 

Care 

Paramedics 

Pharmacists 
Social 

Workers 

Chronic Care Management model rollout 0 0 0 0 1.2 0 0 0 

Annual Comprehensive Health 

Assessments 
3.0 0 0 0 1 0 0 0 

Introduction of Case Management 

approach 
0 0 1.3 0 0 0 0 0 

Enhancing Intermediary Care 0 2.5 0 0 0 0 0 0 

Extended Care Paramedics & Single Point 

of Access for after hours care 
0 0 0 0 0 5 0 0 

Community based specialist older persons 

team 
0 0.4 0.8 1.2 0.6 0 0.2 0.5 

Whānau Ora 0 0.5 0 0 0.5 0 0 0 

Clinical Networks 0 0 0 0 0 0 0 0 

Clinical Leadership and Innovation 

Pipeline 
0 0 0 0 1 0 0 0 

Clinical Governance 0 0 0 0 0 0 0 0 

Information Management 0 0 0 0 0 0 0 0 

Clinical and Business Support Service 0 0 0 0 0 0 0 0 

Workforce Development Initiatives 0 0 0 0 3 0 0 0 

Pharmacy savings 0 0 0 0 0 0 1 0 

TOTAL 3.0 3.4 2.1 1.2 7.3 5 1.2 0.5 
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2.11 CONSERVED RESOURCES 

By transforming the primary health care system and achieving our aspirational targets, it is likely that 

some resources will be conserved as a result.  It is expected that the greatest area of resource 

conservation will occur in MidCentral Health through the reduction of presentations to ED and 

admissions to hospital.  Although it is not easy to accurately predict savings associated with 

presentations and admissions to hospital, it is important to attempt to quantify such savings in order 

to understand the relative value of achieving aspirational outcomes from a financial perspective.  

Key aspirational targets that will contribute to conserved resources are outlined below: 

REDUCE PRESENTATIONS TO ED BY 30% 

By reducing ED presentations by 30%, around 11,000 fewer presentations will be achieved.  

Although this target appears aspirational, if just five admissions per week per MidCentral practice 

population were prevented, this target would be achieved.  

 
11,000 fewer ED presentations  = $8,520,000 

 
 

Intervention Contribution Potential Savings 

  Year one 
$ 

Year two 
$ 

Year three 
$ 

Extended care paramedics 

& single point of access for 

after hours care 

Between 1200 (pro 

rata) and 3200 

presentations avoided 

per year 

1,440,000 2,880,000 3,840,000 

Enhancing intermediary 

care 

1200 additional 

patients treated at 

home each year 

720,000 720,000 720,000 

Annual comprehensive 

Health assessments and 

Case Management 

Save 923 presentations 

by reducing the 

presentations of the 

5000 most complex 

patients 

553,800 553,800 553,800 

Whānau Ora, Chronic Care 

Management Model, 

Community based 

specialist older persons 

team, and IFHCs 

 Avoid CCM patient 

avoidable admissions. 

Reduce older persons 

avoidable 

presentations.  

4,606,200 3,886,200 3,406,200 

All interventions 30% reduction in 

presentations 

7,320,000 8,040,000 8,520,000 

 
Variable costs will be saved immediately. If variable costs are assumed to be 10%, then a saving of 

$732,000 would be achieved in the first year. The level of actual savings would increase as the 

interventions became more effective and a greater proportion of the costs became variable.  
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Proportion of gross conserved resources saved 

that is assumed to be variable 
Implied actual savings per year 

Year one 10% $732,000 

Year two 15% $1,206,000 

Year three 20% $1,704,000 

REDUCE AVOIDABLE ADMISSIONS FOR PEOPLE OVER 65 YEARS OF AGE TO MEDICAL 

WARDS AND ASSESSMENT TREATMENT & REHABILITATION BY 20% 

There were 1,583 ASH admissions to MidCentral Hospital in the year ended June 2009 (DHB data) for 

people aged 65 years and over, at an average length of stay of 6.9 days, representing 42,283 days. A 

20% reduction would save 8,460 bed days per year. The approximate cost of a bed day is $1,000 per 

day, giving a savings potential of $8.456m. 

 

Intervention Contribution Potential Savings  

 
 

Year one 
$ 

Year two 
$ 

Year three 
$ 

 

Extended care paramedics 

& single point of access for 

after hours care 

Between 182 and 484 bed 

days avoided amongst over 

65s 

181,567 363,133 484,177 

Enhancing intermediary 

care 

1,500 bed days per year 

avoided amongst over 65s 

1,500,000 1,500,000 1,500,000 

Annual comprehensive 

Health assessments and 

Case Management 

Reduce annual bed days by 

2,232 amongst the 5000 

most complex patients 

2,232,000 2,232,000 2,232,000 

Whānau Ora, Chronic Care 

Management Model, 

Community based 

specialist older persons 

team, and IFHCs 

 Reduce ASH bed days for 

over 65s by up to 4,500 per 

year 

4,543,033 4,361,467 4,240,423 

All interventions 20% reduction in ASH Bed 

days 

8,456,600 8,456,600 8,456,600  

 

Variable costs will be saved immediately. If variable costs are assumed to be 10%, then a saving of 

$732,000 would be achieved in the first year. The level of actual savings would increase as the 

interventions became more effective and a greater proportion of the costs became variable.  
 

 Proportion of gross conserved resources saved 
that is assumed to be variable 

Implied actual savings per year 

Year one 10% $845,600 

Year two 15% $1,269,000 

Year three 20% $1,691,000 

 

 
8,460 fewer ASH bed days * $1000/day = $8,456,000 
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REDUCE THE ANNUAL RATE OF GROWTH IN TOTAL RESIDENTIAL CARE EXPENDITURE FOR 

LDER PEOPLE TO 5% PER YEAR THROUGH BETTER HOME SUPPORT AND COMMUNITY CARE 

Total expenditure on residential care for older persons has increased by 52% in the last five years, an 

average annual rate of increase of 8.2% per year. Increased costs have been driven by both increases 

in the number of people requiring residential beds and increases in the cost of those beds.  

Often residential care is a last resort at the end of life. Difficulty in accessing needs assessments for 

home support means that in some situations it is quicker to access a residential bed than have home 

support put in place. This situation can restrict whether an older person in physical decline has the 

choice to remain in their own home.  

Through this business case we can change the situation for older people and look to achieve savings 

in total expenditure on aged residential care for the DHB.  

Reducing the rate of growth in total aged residential care expenditure to 5% per year would save 

$6.1m over three years 

Reflecting the ageing population, the aspirational target is set at a level that allows for moderate 

increases in both demand for beds and the cost of beds, meaning that access will not be deliberately 

restricted to achieve the saving. The target can be achieved through:  

 Encouraging moderate and high needs individuals to have an annual comprehensive health 

assessment and associated wellness plan put in place – this will help keep the individual well 

and alert general practice when assessment for home support services may be required 

 The community based Specialist Older Persons Team providing a service to which general 

practice can refer older people in need of specialist care, or seek advice and support to try to 

keep older people well for longer. 

 Enabling general practice to undertake needs assessments (InterRAIs) for accessing home 

support services for older people. This will help to address current bottlenecks in older 

people obtaining assessments. 

Increased access to InterRai assessments may lead to increased expenditure on home support 

services. However, experience indicates that it is usually more cost effective to provide support at 

home than in aged residential care. For those older people requiring high needs care, aged 

residential care may be the preferable option.   

In practice, we expect the costs of avoiding additional aged residential care placements to be highly 

variable, but recognise that some of those savings will be transferred into providing home support 

services.  The table below sets out some scenarios, consistent with analysis for other aspirational 

targets. 

 Proportion of gross conserved resources 

saved that is assumed to be variable or not 

spent on home support 

Implied actual savings per year 

Year one 10% $124,000 

Year two 15% $290,000 

Year three 20% $606,000 
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REDUCE THE RATE OF GROWTH OF GP REFERRED PHARMACEUTICAL EXPENDITURE TO 1% 

PER YEAR 

The current level of GP referred pharmaceutical expenditure in MidCentral is estimated at $24.646m 

in the year ended June 2010. Note that ratio of MidCentral benchmark to National benchmark is 

forecast to be 1:1.14 as at June 2010.  

Gross conserved Resources Year ended 

June 2011 

Year ended 

June 2012 

Year ended 

June 2013 

Expectations based on current state 

Forecast expenditure (current trajectory) $25.316m $25.987m $26.657m 

Percentage increase over previous year 2.7% 2.6% 2.6% 

Resulting ratio of MidCentral benchmark to National 

benchmark (aiming for 1:1) 
1:1.15 1:1.14 1:1.11 

Expectations based on increased pharmaceutical control 

Percentage increase with business case 1% 1% 1% 

Forecast expenditure with business case $24.893 $25.141 $25.393 

Resulting ratio of MidCentral benchmark to National 

benchmark (aiming for 1:1)  

1:1.13 1:1.09 1:1.06 

Expected savings per year $0.424m $0.845m $1.264 

All pharmaceutical costs are variable, so actual savings are expected to be equal to the above.  
 

REDUCE POLY-PHARMACY IN OVER-65-YEAR-OLDS BY 10% 

Those people with complex and high care needs, or with chronic conditions, can have complex 

medication requirements. These situations can lead to poor medicines management resulting in 

presentations to ED or inpatient admission.  

10% reduction in presentation to ED associated with poor medicines management = $194,300* 
*average cost of presentation not known.  Estimated at $1,000 per presentation. Estimate based on 1,943 presentations to 

ED for medicines mismanagement in 2009 

Presentations to ED or Inpatient Admission. 

The number of ED presentations and hospital admissions associated with poor medicines 

management will be reduced through the following interventions contained in the business case. 

 The annual comprehensive health assessment and wellness plan, which will alert general 

practice to people with complex medication combinations. This will allow review or referral 

to the PHO clinical pharmacists who can advise on medication management 

 Introduction of a shared electronic patient record accessible by all clinicians. Different 

clinicians and pharmacists will be able to see the full medication picture of the patient when 

considering prescribing; reducing the likelihood that contra-indicated medications will be 

prescribed 

 Pharmacist input to both clinical pathways and to the Specialist Older Persons Team to 

provide advice on issues related to medications 

By reducing the rate of growth of GP referred pharmaceutical expenditure to 1% per year, savings of 

$2.5m would be realized over three years 
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Variable costs will be saved immediately. If variable costs are assumed to be 10%, then a saving of 

$19,000 would be achieved in the first year. The level of actual savings would increase as the 

interventions became more effective and a greater proportion of the costs became variable.  

 Proportion of gross conserved resources saved 

that is assumed to be variable  

Implied actual savings per year 

Year one 10% $19,000 

Year two 15% $29,000 

Year three 20% $39,000 

 

2.12 SPECIFIC CHANGES REQUIRED OF MDHB, MIDCENTRAL HEALTH AND 

MOH TO ACHIEVE THE BUSINESS CASE 
 

Ministry of Health 

 Change the existing contracting framework to enable less administration and compliance 

reporting with a greater focus on outcomes 

 Wrap some existing MoH programmes such as Diabetes Annual Reviews, Care Plus, services 

to Improve Access, zero fees for under-6s and PHO Performance Programme into a bulk-

funded contract 

 Remove requirements for specific Diabetes Annual Review from contracts – replace with the 

performance-monitoring component of the contract 

 Consider that universal subsidies may not be an affordable way to continue to fund primary 

health care and that some sections of the community could afford to pay more for their care 

creating funding that could further increase accessibility to more vulnerable populations 

 Offer longer contracting periods to make capital investment viable  

 Provide explanation of any new funding available and whether this may be used for capital 

investment 

 Remove regulations associated with GP visits to aged residential care facilities allowing 

nurses to play a stronger role in the redesigned Gerontological team 

MidCentral Health and Mid Central DHB 

 Engage in joint future planning for integration of existing MidCentral Health Community 

Services into Integrated Family Health Centres 

 Work with PHOs and primary health care providers toward a shared vision for Clinical 

Governance  

 Jointly explore Alliance Contracting 

 Consider and explore devolution of community based services to IFHCs and/or PHOs 

 Demonstrate support for ensuring that district wide economies of scale are realised 

 Consider the creation of a savings pool beyond year two of service delivery and allow funds 

to be redirected into future service improvement 
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3.0 THE STRATEGIC CONTEXT 

Better, Sooner, More Convenient (BSMC) is a Government Initiative to provide personalised primary 

health care closer to home, which makes New Zealanders healthier and reduces pressure on our 

hospitals. Programmes of Activity which the Government identified in their policy documents for 

BSMC are: 

 Integrated Family Health Centres 

 General practice consolidation, where appropriate 

 Extended hours of opening 

 Improved access to urgent care 

 Better alignment of clinical and financial decision-making which may include delegated 

funding for referred services such as community radiology, pharmaceuticals or laboratory 

services 

 Improved care for people with chronic conditions 

 Nurse-led walk-in clinics 

 Self-care and services in the home 

 Improved care of the frail/elderly 

 Improved access to diagnostic services 

 Progress towards primary-secondary service integration, including the shifting of some 

services from hospital settings to local communities 

 Keeping people healthy (prevention) 

 Whānau Ora as appropriate 

It is the Government’s intention that improvements will begin to be implemented from 1 July 2010 

and changes should lead to a noticeably improved patient experience which, in turn leads to 

improved outcomes of care over time.   

3.1. THE MIDCENTRAL PHO RESPONSE 
By changing the way in which community-based care is delivered and removing the boundaries 

between primary and secondary care in the region, the PHOs will be better able to assist MidCentral 

Health, MDHB and the region in meeting health provision challenges.  

Our response is based on a core underpinning assumption: that better and more appropriate access 

to and utilisation of community-based care for patients will reduce pressure on secondary services 

and provide more cost effective care overall.  

How does the vision translate to practice?  

Examples of the changes we are seeking to achieve include:  

 Giving patients and their family/whānau  more choice about where they access health care, 

with encouragement to utilise a broader range of health professionals (pharmacists, nurses, 

community health workers) as appropriate 

 By better utilising the wider health workforce, creating additional community health sector 

capacity (particularly amongst GPs) to proactively address patients with complex health 

needs, helping to reduce ambulatory-sensitive admissions and improve access and utilisation 

by those most in need 
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 Strengthening the mandate of clinical governance and networks in order to encourage 

greater adherence to existing clinical pathways and to support the development of new 

clinical pathways with a focus on preventing unnecessary admission to hospital 

3.2. INTEGRATED CARE 
The MDHB Framework, “From population health to last days of life” reflects interdisciplinary practice 

and integrated care. The Framework embraces the four main types of integration, identified in the 

Health Service Management Centre University of Birmingham, namely: 

 Integration of general practitioners and other primary health care  professionals in the 

primary health care team 

 Integration of the primary health care team with other health care professionals working in 

the community (for example, district nurses, allied health professionals and clinical 

pharmacists) 

 Integration of the primary health care team, other health care professionals working in the 

community and social care professionals  

 Integration of the primary health care  team, other health professionals working in the 

community, social care professionals and hospital-based specialists  

The provision of integrated care is what will be achieved if the business concept of borderless health 

care is realised. While the Business Case is focused on changing how primary health care   is 

provided, secondary care clinicians within MidCentral have acknowledged the role they must play if 

integrated care is to be provided.  

To CEO Māori Health Provider,  

“I have recently been involved with your community cardiac care nurse sharing care of patients who 
are at high risk of admission, and under the care of the Nurse Practitioner Heart Failure. I would like 
to express how impressed I have been with her management of these patients. She keeps in 
constant contact with me as NP as well as the patient’s GP with any concerns. This has reduced delay 
in medication optimisation and prevented admissions for a number of severe heart failure patient, 
as well as (and in conjunction with NP) expediting admissions of unstable heart failure patient which 
almost certainly reduced her length of stay in hospital. Management of patients with severe heart 
failure is difficult at the best of times. Her assessment, proactive attitude and collaborative approach 
is commendable and enables the teamwork which ensures that these patients get the best evidence 
based care”.  
 
Thanks Nurse Practitioner - Adult Cardiac Care MidCentral Health 

3.3. CONTRIBUTING TO REGIONAL OUTCOMES 
Through this Business Case the MidCentral PHOs are seeking to change the way that they work in 

order to better support MidCentral Health, MDHB and the Central Region DHBs in achieving 

improved, cost effective, population health outcomes.  
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3.3.1 Supporting the Central Region Clinical Services Plan – more care in the community 

The Central Region Clinical Services Plan1 (CRCSP) envisages clinical services will be provided at 

several levels, with patients and their family/whānau and health professionals moving across those 

service levels. 

Central Region’s future services model 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The CRCSP envisages more health care will be provided at home and in the community, including 

care for long-term conditions and rehabilitation following discharge from hospital.  The plan also 

predicts the development of community health centres to provide a “one-stop shop” for a wide 

range of health services. This would include both general practice and specialist outpatient services 

(currently provided mainly in hospitals), supported by appropriate diagnostic facilities (laboratory 

and radiology) and pharmaceutical services. 

The CRCSP considers greater clinical networking as one of the most important features of the central 

region’s new clinical services model.  The clinical networks will also incorporate Primary and 

community services and patient interest groups. 

 

 

                                                           
1
 Central Region District Health Boards, Regional Clinical Services Plan (final draft), July 2008 
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3.3.2 Working with MidCentral Health and MDHB to meet local challenges 

MidCentral DHB outlined key challenges for health service provision in the 2009/10 District Annual 

Plan.  

The key challenges facing MidCentral Health and MDHB are: 

 Living within budget, ie. financial sustainability 

 Delivering elective volumes 

 Ensuring cancer waiting times are met 

 Reducing emergency department waiting times 

 Structuring specialist services on a regional service base 

Through this Business Case primary and secondary services will be better able to jointly contribute to 

addressing the challenges facing MidCentral Health and MDHB.  

 

3.4. MIDCENTRAL POPULATION CHARACTERISTICS 
To maximise effectiveness, community-based health programmes should be tailored to the needs 

and characteristics of the local population.  

MidCentral DHBs population is largely typical of the New Zealand population.  However, that 

representativeness in itself means that there is a diversity of challenges within the District for the 

provision of health care. Pockets of the District also face specific challenges. For instance in the 

Horowhenua, there is a concentration of population ageing at a faster rate than in other parts of the 

District. Individual locality differences therefore need to be addressed.  

 A large proportion of transient population compared with other DHBs (for example, 

students, prisons and armed forces)  

 Palmerston North is a centre for refugee resettlement and, while refugees make up a small 

proportion of the population, increases in their numbers are beginning to impact on demand 

for health services 

 Travel times from the edges of the District to key health services are up to 90 minutes.  Rural 

areas and the smaller urban communities are not necessarily well networked by public 

transport, either internally or to Palmerston North.  Both transport and time barriers exist to 

accessing services for parts of the population 

 The absolute number of children in the District is growing however; the total proportion of 

children in the population is declining due to the increase in the numbers of older people 

 MidCentral DHBs population is ageing, in line with the rest of New Zealand’s. However, 

concentrations of older people exist within some communities in the District  

 The Māori population is similarly represented within the District as it is across New Zealand. 

However, some localities have significantly higher proportions of Māori populations than do 

others such as around Otaki and the Horowhenua area 

3.4.1 MidCentral PHO enrolment 

As at January 2010, there were 158,808 people enrolled in MidCentral PHOs.  When compared with 

the 2006 Census, a total of 95% of the resident population is enrolled.   
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PHO of Enrolment for MidCentral Residents Jan-Mar 2010 

 PHO Māori Pacific Other Total 

Manawatu PHO 13,260 2,351 86,246 101,857 

Horowhenua PHO 5,341 746 19,028 25,115 

Tararua PHO 3,301 99 11,618 15,018 

Otaki PHO 1,929 165 4,319 6,413 

Non MCH PHOs 684 72 5,054 5,810 

Total 24,515 3,433 126,265 154,213 

2010 Projected Population* 30,970 3,990 132,710 167,670 

% of 2010 Projected Population 79.2% 86.0% 95.1% 92.0% 

* Source - 2006 Base Projections From MOH - DHB Release 
 

As illustrated by the table above there will always be a proportion of people living in the area who 

are enrolled in a PHO outside the area.   This is particularly so for people living near the Kapiti area, 

those close to Wanganui and those living near the Hawkes Bay.  It is important that people have 

choice in this respect and MidCentral aims to ensure that people are enrolled with the choice of 

location of enrollment held by the patient. 

 

3.4.2 PHO enrolment gaps 

The largest enrolment gaps exist amongst: 

 All population groups aged between 10 and 40 

 Māori  

 Pacific people under the age of 50 
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3.5. THE PLATFORM FOR CHANGE 
Four MidCentral PHOs have operated for approximately five years now with the support of 

Management Services from Compass Health Limited.  The role of the PHOs is to provide primary 

health care services to its enrolled and resident population.  PHOs fulfill their roles through direct 

service provision and contracting the services of other primary health care providers, approximately 

70% of resources is directed into general practice and the other 30% into a range of community-

based services and general management. 

Compass Health is a charitable health management company created to mutually address the needs 

of its many stakeholders.  It has management contracts with the four PHOs in the MidCentral DHBs 

area. 

Compass Health provides each of the PHOs with a full range of “backroom” management support 

functions. This includes executive management, operational support, information management, 

human resources including the employment of all staff, clinical services, financial management, 

practice liaison, project management and business management. This has brought a number of core 

and common functions together to try and ensured that management services are not replicated for 

the same purpose across the District.  

MidCentral DHB has invested in additional community-based primary health care services in recent 

years with the roll-out of disease state plans that aim to reduce the impact and incidence of chronic 

illness.  Health improvement is emerging from this investment providing a strong platform for 

further evolution.  This has included investing in the Nursing Development Team (NDT) to provide 

infrastructure for Nursing and Workforce Development in primary health care.  In 2009 the NDT’s 

focus broadened to the interdisciplinary team and services development, thus  transforming to 

Health Care Development. 

It is expected that through the existing primary health care service platform and workforce, 

significant health improvement will be achieved in coming years.  This is no easy task within a 

constrained economic environment and should not be underestimated.  However, through 

collaborative planning and service delivery, streamlined information systems and strong clinical 

leadership, MidCentral is in a sound position to achieve its aspirational goals. 

3.6. MIDCENTRAL POPULATION HEALTH CHALLENGES AND STRENGTHS 
In the development of this Business Case, clinicians, managers, community health workers and many 

others involved explored the real issues for MidCentral which are key challenges and strengths.  The 

strengths and challenges shape the direction and nature of the Business Case response which 

supports the MidCentral Health and MDHB in building a successful and financially sustainable 

system.  

3.6.1 Key challenges for MidCentral  

 An ageing population: access to GPs for older people and rest homes is an issue across the 

board, but a particular challenge in the Horowhenua 

 Increase in chronic illness due to changing lifestyles; the four top diseases from ASH 

admissions (50% cellulitis, cardiac, respiratory broken down into pneumonia and Chronic 

Obstructive Respiratory Disease) 

 Services for older people are fragmented and not responsive to needs of the older people 
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 Patient experience is variable as practices are under pressure 

 MidCentral Health  has unusually high rates of admissions and ED presentations for asthma 

 MidCentral DHB has a relatively high pharmaceutical use and high consumption of diagnostic 

services  

 An ageing GP workforce: MidCentral’s GP workforce is generally older than it is in the rest of 

New Zealand and GPs tend to have higher consultation rates than the rest of the country 

(programmes need to focus on ensuring GP effort is focused on those most able to benefit) 

 MidCentral Health  is operating in financial deficit and the DHB as a whole is forecasting a 

worsening financial position 

 Considerable investment has occurred in recent years to up-skill the community health 

workforce, particularly nurses: in general (with the exception of GPs), this workforce is seen 

to be  underutilised relative to their skill capability  

 Poor systems for communication between health professionals currently exist: for example 

duplication of work laboratories and radiology and poor access to shared information 

 The need to develop and implement clinical governance 

 The practice model is ‘stuck’ 
 

3.6.2 MidCentral Strengths 

MidCentral has a number of significant strengths that will be built upon in the transformation of 

services.  These are: 

 Considerable cross primary/secondary/allied health participatory processes 

 Acceptance of challenge 

 Recent investment and focus in primary health care   

 A strong nursing workforce with capability and capacity 

 Some experience in interdisciplinary team work in primary health care environments 

 Some success in chronic care (integrating allied health such as physiotherapy) and 

establishment of patient self-support groups (cardiology, diabetes, respiratory, obesity) 

 Some beacons such as the Palliative Care service 

 Strong Māori and Iwi provider relationships 

 The Health Care Development (HCD) team, focused on building the health care workforce 

 Passion and energy, as exhibited by the number of contributors to this Business Case 

 Significant working relationships with other sectors such as social services 

 Outstanding leadership, with a can-do attitude 
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4.0 PROGRAMME OF ACTIVITY ONE:  INTEGRATED FAMILY 

HEALTH CENTRES 

The vision for Integrated Family Health Centres in the MidCentral area is: 

Comprehensive health services delivered through a continuum of care  

that maintains well health for IFHC populations 
 

4.1. FINANCIAL OVERVIEW  
IFHCs will be supported through an allocation of a proportion of Health Promotion and Services to 

Improve Access funding based on their community need.  HP and SIA funding will not be used for 

capital investment and it is assumed that these costs will be met by the IFHC.  Specific IFHC site 

funding has not been determined as the IFHCs are yet to develop health plans for their communities.  

Moreover, at the time of writing this business case, the four MidCentral PHO Boards had taken  the 

decision to retain all SIA and HP funding until a cost benefit analysis can be completed comparing 

current SIA and HP funding with proposed IFHC expenditure.   This will be a staged process over the 

next two to three years.  Below is a summary of potential HP and SIA funding that may be 

considered for allocation to each site.  Any allocation of SIA and HP funding is subject to PHO Board 

approval. 

 

 

 

 

 

 

 

 

 

4.2. PROGRAMME OVERVIEW 
Through Integrated Family Health Centres (IFHCs), approximately 55% of families and individuals 

enrolled in the MidCentral area will be able to access the majority of health services that they 

require in one place within the next three years.  Borderless health care will be provided through 

simple referral processes, a reduction in the number of appointments and trips to various health 

providers and a far greater level of satisfaction amongst patients and their families/whānau.  

Patients and their family/whānau of IFHCs will see a noticeable change in their health care services 

and feel like they have a “health home”.  This is particularly important for our children and older 

people.  

In an IFHC, patients and their family/whānau will be offered the time they need to address their 

health issues. The interaction may be shorter or longer, individual or in groups, face to face or by 

phone or email.  The move to a health team approach will offer a wider range of choice to the 

patients and their family/whānau which will better meet their needs.  Service delivery and 

development will evolve based on the health needs of the population served by the IFHC. 

Services to Improve Access and Health 

Promotion funding associated with IFHCs 

Year Ended 

June 2011 

Horowhenua $92,518 

Feilding $155,873 

Tararua $200,354 

Otaki 118,990 

Palmerston North $199,460 

Total $767,195 
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Practitioners working in IFHCs will be supported by interdisciplinary health teams.  In many cases this 

will allow for reduced pressure for some practitioners when compared with those operating in small 

or sole practices with little support from others on a day-to-day basis.  IFHCs will be an important 

training ground for the critical new primary health care workforce into the future.    

4.3. POPULATION 
Priority population - people enrolled with IFHCs  

IFHC Development 
Estimated Enrolment 
(number of people) 

Tararua 15,248 

Horowhenua 28,866 

Otaki 7,551 

Feilding 16,883 

Palmerston North   15,500 
 

NB: The above population is approximately 55% of the total MidCentral area.  

Note the IFHC develops in Tararua, Horowhenua will be developed to include the total population of 

those districts and will operate across a central hub and other provider sites in the District.  For 

Feilding and Palmerston North, approximately one third of the population will be covered by these 

two IFHCs. 

4.4. THE IFHC PACKAGE 
 Five Integrated Family Health Centres will be established within the next five years in the 

MidCentral area   

 The IFHC developments in order of roll-out are Tararua, Horowhenua, Otaki, Feilding and 

Palmerston North 

 Through IFHCs approximately 55% of families and individuals who live in the MidCentral area 

will be able to access the majority of health services that they require in one place    

 The IFHC staff will develop a team approach that will focus on optimising the patient journey 

and enhancing the patient experience  

4.4.1 The IFHC model 

This Business Case describes various models, each based across one or more locations and with 

different configurations of services which are: 

 Co-located: Services are provided permanently under one roof - for instance, the community 

pharmacy or phlebotomy service  

 Visiting: Services are provided onsite on a visiting clinic basis with shared patient records - 

for instance, specialist outpatient clinics provided by PHO or Hospital-employed staff  

 Collaborative: Services are provided offsite, share electronic patient records with IFHC 

patients and use common clinical pathways - for instance, a marae-based health provider 

who works with the IFHC to meet the health needs of the local Māori population, or a home 

support services provider 

 Other: Services are provided to the IFHC community from offsite locations and do not 

operate with a shared electronic record  
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A critical enabler to service integration is system integration in the key areas which support 

borderless health care.  The most important of these are: 

 The sharing of information which informs provider decision-making and behaviour, 

especially sharing relevant clinical information 

 Common clinical governance and care pathways 

 A mechanism for consistent management approaches across all IFHC providers 

Key features of the IFHC are: 

 IFHCs will create a primary health care “ health home” for people 

 The IFHC will be responsible for delivering integrated primary and community health care, 

promotion,   prevention and treatment services to meet measurable outcomes: this would 

cover a broad range of Primary and community services including general practice, 

supported self-management, some diagnostic and pharmaceutical services, minor surgery, 

community-based nursing, health prevention and some specialist clinics 

 The PHO will fund services in the IFHCs based on a health plan focused on access levels and 

measurable outcomes for that community, particularly in the areas of access, acute demand 

and chronic care management 

 IFHCs will be funded through two main areas – base funding relative to the enrolled 

population of that area and a quality incentive framework   

 The IFHC will have some discretion and flexibility as to how it delivers services through its 

network of providers within parameters set by the PHO in the health plan 

 Consolidation of existing general practices is expected 

 Providers will have the option to be considered as an IFHC if they meet the minimum criteria 

for service delivery 

 A focus on improving Māori health will be achieved through explicit health outcomes for 

Māori in the health plan and involvement in the governance of IFHCs 

 The IFHC will ensure the necessary facility, information technology, workforce and clinical 

governance infrastructure are in place to deliver outcomes and improve quality 

4.4.2 Core IFHC service delivery 

There is an assumption made that the IFHC has the ability to provide the core general medical 

services that are provided to the population via general practice prior to the changeover to an IFHC.  

Examples of the core services are: 

 First Contact Care 

 General medical services 

 ACC services 

 Immunisations 

 Primary maternity services 

 Diabetes annual reviews 

 Population screening 

 Access for casual users including walk-in acute access 

 Any contracted specialist access services such as Primary Mental Health, Child Health and 

Palliative Care 
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In addition, the IFHC will be required to provide the following services in order to support the 

Programmes of Activity proposed in this Business Case: 

 Comprehensive health assessments 

 Whānau Ora health assessment 

 Case management services 

It is also assumed that the current general practice team is trained and has the ability to deliver the 

core requirement of existing general practice services listed above. 

The services provided within the IFHCs may operate as separate businesses or may be provided as a 

single collective.   

However, where separate businesses are involved there would be minimum requirements for being 

part of the IFHC such as: 

 The sharing of information which informs provider decision-making and behaviour, 

especially sharing relevant clinical information 

 Common clinical governance and care pathways, active clinical networking across providers,  

joint CME and ongoing training for those in the IFHC and the locality within which it sits  

 Collective performance improvement programmes across providers 

 A mechanism for consistent management approaches across all IFHC providers 

4.4.3 Additional IFHC Services 

In addition to the existing team providing the core general practice services, it is expected that to 

have IFHC status the practice will have: 

 An onsite extended primary health care team (nurse, GP, pharmacist) 

 A mobile chronic care management team 

 A Whānau Ora  coordinator  

 A case management service (this may be any of the above people or a specific role) 

 A formalised relationship with MidCentral Health child health services and onsite paediatric 

clinics 

 A formalised relationship with Lead Maternity Carer (LMC) with shared patient records 

 A formalised relationship with Māori/Iwi health services and shared patient records 

 A pharmacy facilitator as part of the core health care team with shared patient records 

 A formalised relationship with community pharmacy and shared patient records 

 Radiology services 

 Teaching capacity for medical registrars, and medical and nursing students 

 Onsite Nurse Practitioner and visiting Nurse Practitioners 

IFHC staff members will be assessed to ensure they have the appropriate skills and abilities to deliver 

services at the IFHC.  The IFHC will have a workforce development plan that will address any gaps 

and ensure sustainability of the IFHC workforce. 

4.4.4 Optional services 

Each enrolled population will have its own unique needs.  Whilst each IFHC will have a core set of 

requirements and service components, they will also provide additional service depending on the 
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need of their population.  These services will be considered in the planning process.  Some examples 

include: 

 Allied health (for example, physiotherapy, occupational therapy) 

 Commercial enterprises (for example, gymnasium, health insurance) 

 Social services (for example, Work and Income, ACC) 

4.5. MAXIMISING THE INTERDISCIPLINARY TEAM 
Some of the IFHC sites have a range of disciplines based within them.  In many cases, services are 

provided by two or more employers under the same roof.  In order to maximise the interdisciplinary 

teamwork in an IFHC, service devolution will be explored from MidCentral Health to IFHCs and from 

PHOs to the IFHCs.  Any consideration of change of employment agreements for staff within IFHCs 

will be undertaken through a detailed human resource management process.   The expansion of 

general practice and development of the IFHC is essential to accommodate such a shift.    

4.6. BENEFITS OF IFHCS 
There will be simple referral processes, a reduction in the number of appointments and trips to 

various health providers and a far greater level of satisfaction amongst patients and their 

families/whānau.  Practitioners working in IFHCs will be supported by interdisciplinary health teams.  

In many cases this will allow for reduced pressure for practitioners when compared with those 

operating in small or sole practices with little support from others on a day-to-day basis.  IFHCs will 

be an important training ground for the critical new primary health care workforce into the future.    

Patients and their family/whānau will have a greater level of flexibility in the way their health care is 

delivered:   

 Enrolled patients will be proactively engaged by the IFHC through regular proactive contact 

rather than waiting for patients to become unwell and seek appointments  

 Casual users will have ready access to first contact services 

 All users will have access 24/7 either directly or through organised and accessible after-

hours arrangements 

 Non-enrolled patients will have the opportunity for a whānau health assessment and 

wellness plan which they will be able to access and utilise freely through an online patient 

portal   

 Patients and their family/whānau with the highest level of health need will be identified and 

followed up proactively by the IFHC team 

 Patients and their family/whānau will have access to a case manager as required  

 Patients and their family/whānau will have access to a wider range of services from a single 

location 

4.7. GOVERNANCE AND OWNERSHIP OF IFHC 
The IFHCs need multiple ownership and governance arrangements.  For example, an entity that 

owns and governs the land and physical building(s) which may be separated from an entity or 

entities that provide services within the facility for and on behalf of the geographical locality. 
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The proposed ownership structures for the Five IFHC sites are as follows: 

4.7.1 Tararua 

Tararua Health Group is a private provider which owns and operates general practice and hospital 

services in the current co-located facilities in Dannevirke and a network of general practices across 

the Tararua district.  The main Dannevirke building is owned by an external investor and leased by 

the Tararua Health Group.  These ownership arrangements are likely to be unchanged in the new 

IFHC. 

4.7.2 Horowhenua 

The Horowhenua IFHC will be based on the MidCentral DHB-owned facility known as Horowhenua 

Health Centre and a network of privately owned general practices and Māori provider facilities 

across Horowhenua, including Kere Kere. The IFHC service hub may be owned by a group of provider 

shareholders, the PHO, or a joint venture between the two. This is currently being explored.  

4.7.3 Feilding 

Currently the Feilding general practices are owned as four separate businesses in four separate 

practice sites.  These practices intend to collapse the four entities as early as 2010 to form a single 

company structure which will become a shareholder in the new IFHC.   

It is expected that the IFHC will have an IFHC building ownership entity and an IFHC service entity.  

The IFHC service entity will offer shareholdings to key stakeholders.  Services provided within the 

IFHC will be contracted through the IFHC service entity. 

4.7.4 Otaki 

The Otaki Health Centre building is owned by one GP and this will be the Primary base of the IFHC.  

The building is currently leased by the Otaki Medical Centre (owned by two local GPs), the PHO and 

the district nursing service through three separate arrangements.  The IFHC ownership will be vested 

in a new IFHC Charitable Trust. The Board composition will emulate the composition of the current 

PHO Board. The Otaki PHO will be merging into one MidCentral wide PHO, and the new Otaki IFHC 

entity will provide valuable ongoing local guidance to the development and implementation of local 

services. This structure will be inclusive of IFHC Contracted Providers, Māori and Community 

appointees.  

4.7.5 Palmerston North 

The proposed Palmerston North IFHC site, the Palms, is a private provider which owns and operates 

general practice in the current co-located facilities in Palmerston North.  The Palms leases the wider 

site facility to other health related services.  These ownership arrangements are likely to be 

unchanged in the new IFHC; however, a mechanism for encouraging community participation in the 

direction of the IFHC will be determined during the planning phase. 
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4.8. SUPPORTING IFHC DEVELOPMENT 
The MidCentral PHOs and Clinical and Business Support Service (CBSS) would be responsible for 

developing these IFHCs in partnership with practices, MidCentral Health and MDHB.  This will focus 

on practices which have indicated that they are interested in undertaking further expansion and 

development to extend their existing physical facilities to allow for even greater opportunity for 

primary, community and some secondary services to be co-located. Each development process will 

require assurance around the following: 

 A full range of services to be provided and predicted volumes of activity and general practice 

onsite 

 Facility(ies) and service capability requirements (including community settings, IFHC) 

 Location of the services 

 A workforce structure including clinical roles, appropriate leadership and interdisciplinary 

team requirements 

Many practices have indicated that it is the time, resource and funding to carry out, this expansion 

work that has limited their progress and, if this could be addressed, then more expansion and 

development would be a common experience across more sites.  

4.9. IFHC FUNDING 
Using a flexible funding formula, MidCentral PHOs will build IFHCs drawing together local services in 

packages that will meet the health care needs of the local population.  Current funding structures 

are not being used to their potential to help accelerate new models of care, help manage demand 

and deliver better integration as described above.  Funding is often sliced and fragmented across 

organisations.  Flexible funding and aligned incentives which focus on population needs is required 

to help facilitate these changes and provide encouragement for the development of IFHCsi. 

Current funding streams that may be merged into a flexible funding pool are: 

 Capitation  

 Maternity 

 Immunisation 

 Diabetes annual review 

 PHO performance programme 

Additional funds that might be added include (but are not limited to): 

 Services which the DHB currently contracts itself such as home-based support, health 

promotion and well child services 

 Services which the DHB currently provides itself through MidCentral Health 

 Training and development 

 Some specialist outpatient consultation that can be supported within an IFHC (including for 

instance, first specialist assessments (FSAs) under protocol, follow-up appointments) 

 Needs assessment for home based support  

 Community-based nursing including district nursing, Public Health Nursing 

 Community-based allied health including visiting physiotherapy and occupational therapy 

 Community renal dialysis 
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MidCentral PHOs and IFHCs would also consider working with the Ministry of Health to shift 

services/funds which the Ministry of Health currently commissions such as maternity services, well 

child, some health promotion and some provider development funds. 

If negotiations were successful with other agencies, additional funds could be added from ACC, 

Ministry of Social Development (MSD) and other intersectoral agencies. 

The majority of these budgets would be based on the enrolled population of that area.  Patients 

would retain the choice of provider which means some level of washup between areas may be 

required if there are significantly uneven flows across each area. 

It is assumed that all capital costs associated with development of physical IFHC facilities would be 

met by the owners of the facilities.  

4.10. TARARUA INTEGRATED FAMILY HEALTH CENTRE 

Before After 

Tararua Health Group is a combination of community 

hospital facility, laboratory, radiology, some specialist 

outpatient clinics and all except one of the District’s 

GPs.  The hub location houses a number of the local 

GPs, with several practices located off site yet sharing 

patient records and practice management systems.  

THG work closely with and are supported by Tararua 

PHO, MidCentral Health and other community based 

health and social services offering interdisciplinary 

chronic care management on site for Tararua 

patients.  Although co-located, barriers still exist for 

patients where referral and transition to another 

service is necessary.  This is largely due to inefficient 

referral pathways and siloed management and clinical 

leadership structures.  Some services still operate 

autonomously. 

Tararua IFHC network will extend through the hub 

and spoke model to include community pharmacy, 

Iwi/Māori Health services and core social services 

such as ACC and WINZ.  Shared patient records and a 

shared clinical excellence group will support the IFHC 

to develop a shared vision for service provision.  The 

PHO will work with THG to explore where devolution 

of PHO service may be appropriate and where 

devolution is not appropriate, full service integration 

will be achieved through centralised referral 

management, a shared patient record and a change 

management process.   
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 2010 2011 2012 
Co-located GP Services 

Nursing Services 
Hospital inpatient beds  
Laboratory 
Radiology (X-ray and ultrasound) 
Maternity Services 
MidCentral Health 
District nursing 

GP Services 
Nursing Services 
Hospital inpatient beds  
Laboratory 
Radiology (X-ray and ultrasound) 
MidCentral Health 
District nursing 
PHO Services 
Dietitian 
Diabetes Nurse 
Cancer Nurse 
Mental Health Nurse 
Smoking Cessation 
Cardiac Nurse 
Respiratory Nurse 
Mobile Community Nursing 

GP Services 
Nursing Services 
Hospital inpatient beds  
Laboratory 
Radiology (X-ray and ultrasound) 
MidCentral Health 
District nursing 
PHO Services 
Dietitian 
Diabetes Nurse 
Cancer Nurse 
Mental Health Nurse 
Smoking Cessation 
Cardiac Nurse 
Respiratory Nurse 
Mobile Community Nursing 

Visiting Community Cardiology Services 
Community Paediatric Services 
Mobile Surgical Services 
 

Community Cardiology Services 
Community Paediatric Services 
Mobile Surgical Services 
PHO Pharmacy Facilitation 

Community Cardiology Services 
Community Paediatric Services 
Mobile Surgical Services 
PHO Pharmacy Facilitation 

Collaborative PHO Services 
Dietitian 
Diabetes Nurse 
Cancer Nurse 
Mental Health Nurse 
Smoking Cessation 
Cardiac Nurse 
Respiratory Nurse 
Mobile Community Nursing 

Community Pharmacy 
 
Rural Nursing Clinics 
 
Iwi Services 
Nursing Clinics 
 
 

Community Pharmacy 
 
Rural Nursing Clinics 
 
Iwi Services 
Nursing Clinics 
WINZ 
ACC 

Other Community Pharmacy 
Rural Nursing Clinics 
Iwi Services 
Nursing Clinics 
WINZ 
ACC 
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4.11. HOROWHENUA INTEGRATED FAMILY HEALTH CENTRE 
 

The Horowhenua IFHC will be physically based at the Horowhenua Health Centre in Levin where, 

currently there is an extensive range of collocated primary and secondary services. 

Critically, the Horowhenua IFHC will support, in a hub and spoke model, a range of geographically 

spread clinics and community diverse communities. Many of these clinics already provide services 

across the health and social spectrum. 

An example being the Kere Kere Health Community Network which has spearheaded, and continues 

to support, patient health need and general practice services in the Foxton and Shannon 

communities. 

Similarly the Raukawa Iwi Medical Service clinic at Shannon not only provides primary health care 

services but a range of social and Iwi specific services for their community from the one site. 

The Levin based IFHC hub will strengthen the ability of all the currently disparate clinics to provide 

population based health services using an extended range of health and social services within 

common clinical, information and performance support systems. 

 

 

Before After 
The Horowhenua Health centre is the Horowhenua 

base of a range of MidCentral Health services,  

general practices servicing approximately ¼ of the 

Horowhenua population. It is also the administrative 

and clinical service base for PHO services. 

Private pharmacy, laboratory and radiology services 

are also co-located there. 

All non DHB services exist as autonomous tenants 

with no common clinical, management or information 

systems. 

A single clinical, management and support 

infrastructure that will lead the development of the 

population health model across all Horowhenua and 

Kere Kere providers including the Horowhenua Health 

Centres. 

MidCentral Health and Horowhenua PHO are moving 

to agreement on how these common systems will 

work and be funded. To date that work has resulted 

in agreement in principal to develop fully integrated 

structures that can develop and manage the 

Horowhenua IFHC. 
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 2010 2011 2012 

Co-located GP Services 
Radiology 
Pharmacy 
Sexual Health Services 
Physiotherapy 
Minor Surgery 
Podiatry 
Cafeteria 
Maternity Services 
PHO Services 

 Dietitian 

 Diabetes Nursing 

 Cancer Nursing 

 Respiratory Nursing 

 Cardiac Nursing 

 Mental Health Nursing and Social Work 

 Smoking Cessation 

 Podiatry 

 Pulmonary Rehabilitation Group 

 Community Cardiology 

 Cardiac Rehabilitation 

 Pharmacy Facilitation 
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 2010 2011 2012 

Co-located 

continued 

MidCentral Health Services 

 Alcohol and Drug 

 Adolescents’ Psychologist 

 Antenatal 

 Colposcopy 

 Colorectal 

 Diabetes 

 District Nurses Wound 

 Ear, Nose and Throat 

 Elder Health Assessment 

 Gynaecology 

 Hearing (Children) 

 Lymphodema Therapy 

 Medical (Elder Health) 

 Medical (General) 

 Mental Health 

 Occupational Therapy 

 Orthopaedic 

 Orthopaedic Joint-replacement Review 

 Orthoptic 

 Orthotics 

 Continence 

 Palliative Care 

 Physiotherapy 

 Podiatry 

 Psychogeriatric 

 Radiotherapy 

 Rehabilitation 

 Respiratory 

 Rheumatology 

MidCentral Health Services 

 Alcohol and Drug 

 Adolescents’ Psychologist 

 Antenatal 

 Colposcopy 

 Colorectal 

 Diabetes 

 District Nurses Wound 

 Ear, Nose and Throat 

 Elder Health Assessment 

 Gynaecology 

 Hearing (Children) 

 Lymphodema Therapy 

 Medical (Elder Health) 

 Medical (General) 

 Mental Health 

 Occupational Therapy 

 Orthopaedic 

 Orthopaedic Joint-replacement Review 

 Orthoptic 

 Orthotics 

 Continence 

 Palliative Care 

 Physiotherapy 

 Podiatry 

 Psychogeriatric 

 Radiotherapy 

 Rehabilitation 

 Respiratory 

 Rheumatology 

MidCentral Health Services 

 Alcohol and Drug 

 Adolescents’ Psychologist 

 Antenatal 

 Colposcopy 

 Colorectal 

 Diabetes 

 District Nurses Wound 

 Ear, Nose and Throat 

 Elder Health Assessment 

 Gynaecology 

 Hearing (Children) 

 Lymphodema Therapy 

 Medical (Elder Health) 

 Medical (General) 

 Mental Health 

 Occupational Therapy 

 Orthopaedic 

 Orthopaedic Joint-replacement Review 

 Orthoptic 

 Orthotics 

 Continence 

 Palliative Care 

 Physiotherapy 

 Podiatry 

 Psychogeriatric 

 Radiotherapy 

 Rehabilitation 

 Respiratory 

 Rheumatology 
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Visiting  Community Paediatrics 

 Child Adolescent and Family Mental 
Health 

 Mobile Surgical Bus 

 Māori/Iwi Health Services 

 ACC Assessments 

 Problem Gambling Services 

 Relationship Services 

 Cervical Screening 

 Dental 

 Bay Audiology 

 Community Paediatrics 

 Child Adolescent and Family Mental Health 

 Mobile Surgical Bus 

 Māori / Iwi Health Services 

 ACC Assessments 

 Problem Gambling Services 

 Relationship Services 

 Cervical Screening 

 Dental 

 Bay Audiology 

 Community Paediatrics 

 Child Adolescent and Family Mental 
Health 

 Mobile Surgical Bus 

 Māori/Iwi Health Services 

 ACC Assessments 

 Problem Gambling Services 

 Relationship Services 

 Cervical Screening 

 Dental 

 Bay Audiology 

 2010 2011 2012 

Co-located 

continued 

MidCentral Health Services 

 Rheumatology 

 Sexual Health 

 Smoke-free 

 Speech Therapy 

 Visiting Neuro-developmental Therapy 

 Wound Specialist Nurse 

 Youth Clinic 

MidCentral Health Services 

 Sexual Health 

 Smoke-free 

 Speech Therapy 

 Visiting Neuro-developmental Therapy 

 Wound Specialist Nurse 

 Youth Clinic 

MidCentral Health Services 

 Sexual Health 

 Smoke-free 

 Speech Therapy 

 Visiting Neuro-developmental Therapy 

 Wound Specialist Nurse 

 Youth Clinic 

 

Support Links Support Links 

ACC 

WINZ 

Support Links 

ACC 

WINZ 
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Collaborative None 

 

Māori/Iwi Health Services  

MidCentral Health 

B 4 Schools and Public Health Nursing 

Mobile Surgical Bus 

WINZ 

ACC 

Māori/Iwi Health Services  

MidCentral Health 

B 4 Schools and Public Health Nursing 

Mobile Surgical Bus 

WINZ 

ACC 

Other Māori/Iwi Health Services  

MidCentral Health 

B 4 Schools and Public Health Nursing 

WINZ 

ACC 
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4.12. OTAKI IFHC 

Otaki Medical Centre already has a range of services available to its small community onsite at Otaki 

Medical Centre.  In addition, there are several other health facilities within less than two kilometres 

of the medical centre including two pharmacies and a Community Health Trust which house a range 

of health and social services.  The challenge for Otaki will be integrating the range of existing services 

through a collective vision and shared patient records with other providers. 

 

   

Before After 

Otaki Medical Centre is the single general practice 

facility in the town of Otaki.  The Medical Centre has 

extended services with PHO chronic care teams, lab 

services and District Nurses operating on site.  A 

Pharmacy is located opposite the medical centre.  The 

medical centre has close informal relationships with 

other health providers in Otaki including pharmacy, 

Iwi health services, and community health services 

and would benefit from a more formalised 

arrangement with these providers.   

A community IFHC entity will support and govern the 

IFHC network which will include a much wider range 

of primary care services. Otaki medical centre will be 

a contracted provider of the IFHC.  The IFHC entity 

will develop a collective vision and shared planning 

process for the Otaki IFHC network.   

 MidCentral specialist service will be offered on site 

on a regular basis and the teams will share patient 

records and booking systems.   
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 2010 2011 2012 

Co-located GP (4) 
Practice Nursing (6) 
PHO Services 

 Dietitian 

 Diabetes Nurse 

 Cancer Nurse 

 Mental Health Nurse 

 Smoking Cessation 

 Cardiac Nurse 

 Respiratory Nurse 

 Mobile Community Nursing 
Laboratory Service 
MidCentral Health 

 District nursing Service 

GP (4) 
Practice Nursing (6) 
PHO Services 

 Dietitian 

 Diabetes Nurse 

 Cancer Nurse 

 Mental Health Nurse 

 Smoking Cessation 

 Cardiac Nurse 

 Respiratory Nurse 

 Mobile Community Nursing 
Laboratory Service 
MidCentral Health 

 District nursing Service 

GP (4) 
Practice Nursing (6) 
PHO Services 

 Dietitian 

 Diabetes Nurse 

 Cancer Nurse 

 Mental Health Nurse 

 Smoking Cessation 

 Cardiac Nurse 

 Respiratory Nurse 

 Mobile Community Nursing 
Laboratory Service 
MidCentral Health 

 District nursing Service 

Visiting PHO Services 

 Pharmacy Facilitation 
MidCentral Health 

 Community Paediatrics 

PHO Services 

 Pharmacy Facilitation 
MidCentral Health 

 Community Paediatrics 

 Community Mental Health 

PHO Services 

 Dietitian 

 Smoking Cessation 

 Podiatrist 
 

Collaborative PHO Services 

 Physical Activity Coordinator 
 

PHO Services 

 Physical Activity Coordinator 
Maternity Services (LMC) 
Community Pharmacy 
Community Health Trust 
 Sexual Health  

 Cervical Screening 

 ACC 

 Counseling 

 Family Planning 

Māori Health Services 

 Te Runanga o Raukawa 

 Immunisations 

 Smoking Cessation Social Services 

 Physical Activity Coordinator 

Maternity Services (LMC) 

Community Health Trust 

 Sexual Health  

 Cervical Screening 

 ACC 

 Counseling 

 Family Planning 
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Other Community Pharmacy 
Community Health Trust 

 Sexual Health  

 Cervical Screening 

 ACC 

 Counseling 

 Family Planning 

 Maternity Services (LMC) 
Māori Health Services 

 Te Runanga o Raukawa 

 Immunisations 

 Smoking Cessation 

 Social Services 

Māori Health Services 

 Te Runanga o Raukawa 

 Immunisations 

 Smoking Cessation 

 Social Services 
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4.13. FEILDING IFHC 

Feilding is already well advanced towards having an IFHC in place, with an interim development 

entity for an IFHC already formed, development of clinical and management structures and 

processes is under way and expressions of interest having been invited for the design and build of 

the new premise to house community health services having been sought.  

  

Before After 

Four practices exist in Feilding operating under 

separate ownership and management structures.  A 

strong collegial relationship exists between the 

practices that support each other to deliver services 

to its rural population.  All business owners have a 

strong desire to create a facility for the future of the 

town which will attract both patients and health 

professionals and will provide for sustainable health 

service delivery into the future.  The practices are 

working together with the community at present to 

develop their Integrated Family Health Centre.   

In 2012, Feilding Integrated Family Health Centre will 

be providing a wide range of health services to its 

community under one roof.  Along with general 

practice, Māori/Iwi Health services will be provided 

on site together with a range of specialist services, 

laboratory, pharmacy and more.  With a strong focus 

on training of new GPs, the practice will have two 

registrars at any one time working alongside their 

teams to develop skills in general practice.  The 

Feilding population will have a strong ownership of 

their IFHC after contributing to its development.   
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 2010 2011 2012 

Co-located No co-location 
 

 GP (9) 

 Nursing (12) 
Pharmacy Services  
PHO Services 

 Mobile Community Nurse 

 Cardiac Rehabilitation Group  

 Pulmonary Rehabilitation Group 

 Community Spirometry Services 

 PHO Diabetes Nursing  
Māori Health Services  

 (Kauwhata and Ngati Raukawa) X 2.0 FTE 
MidCentral Health 

 District nursing  

 School Dental Services  

 B 4 Schools and Public Health Nursing 

 GP (10) 

 Nursing (12) 

 Whānau Ora Coordinator 

 Case Manager (2) 

 Pharmacy Services 

 Laboratory Services 

 Radiology Services 

 Māori Health Services (Kauwhata and 
Ngati Raukawa)  

 X 2.0 FTE  

 District nursing  

 School Dental Services  

 Public Health Primary Care Services  

 Pulmonary Rehabilitation Group 

 Diabetes Nurse 

 Cardiac Rehabilitation 

 Pulmonary Rehabilitation 

 Smoking Cessation  

 ACC Outpost 

Visiting PHO Services 

 Dietitian 

 Diabetes Nurse 

 Smoking Cessation 

 Podiatrist 

 Cardiac Rehabilitation 

 Pharmacy Facilitation 

 Mobile Community Nurse 
Note: PHO services visit four practice 
sites. 
 

PHO Services 

 Dietitian 

 Smoking Cessation 

 Podiatry 

 Community Cardiology Services 

 Pharmacy Facilitation 
MidCentral Health  

 Secondary Care Dietitian Services  

 Community Paediatrics  

 Community Mental Health 

 Child Adolescent and Family Mental Health 

PHO Services 

 Dietitian 

 Podiatrist 

 Community Cardiology 

 Pharmacy Facilitation 
MidCentral Health  

 Secondary Care Dietitian Services  

 Community Paediatrics  

 Community Mental Health 

 Child Adolescent and Family Mental 
Health 

 Maternity Services (LMC) 

Collaborative  GP  (8) 

 Nursing (11) 
Note: GPs are working from four 
separate sites. 

 Radiology 

 Laboratory 

 Maternity Services (LMC) 
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Other 

 
PHO Services   

 PHO Pulmonary Rehabilitation 
Group 

Māori Health Services 

 Māori Health Services (Kauwhata 
and Ngati Raukawa) 

 X 2.0 FTE  

 Maternity Services (LMC) 
MidCentral Health Services  

 Community Paediatrics 

 District nursing  

 MidCentral School Dental Services  

 Pharmacy (1) 

 B 4 Schools and Public Health 
Nursing 

 Secondary Care Dietitian Services 
Community Mental Health 

 Child Adolescent and Family 
Mental Health 

 Physiotherapy 

 Radiology 
Social Services 

 WINZ 

 ACC 

 
Social Services 

 WINZ 

 ACC 

 
Social Services 

 WINZ 
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4.14. PALMERSTON NORTH IFHC 
Before After 

The Palms currently offers a range of general practice, 

accident and medical services including child and 

family health care, travel medicine, vaccinations, 

women’s wellness, men’s wellness, minor surgery, 

preventative health clinics, physiotherapy, dentistry 

and a gym facility and café, although there is some 

integration amongst services in the palms, there is 

significant room for improvement toward a more 

Integrated Family Health Centre approach. 

In addition to the services listed in the left column, 

the Palms will be a hub for community based 

specialist teams such as child health, community 

mental health, community cardiology and respiratory 

services and older person’s services.   Health 

providers and patients will benefit from a shared 

patient record, shared booking systems and shared 

training programmes.  A common vision for clinical 

governance will support service improvement for the 

IFHC population.  With approximately 20% of the 

Palmerston population and a large number of high 

needs enrolled patients, the IFHC will actively 

promote well health for its patients and their whānau 

through proactive – population based approaches to 

health service provision. 
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 2010 2011 2012 

Co-located GP Services 
Radiology 
Pharmacy 
Sexual Health Services 
Physiotherapy 
Minor Surgery 
Podiatry 
Cafeteria 

GP Services 
Radiology 
Pharmacy 
Sexual Health Services 
Physiotherapy 
Minor Surgery 
Podiatry 
Cafeteria 

GP Services 
Radiology 
Pharmacy 
Sexual Health Services 
Physiotherapy 
Minor Surgery 
Podiatry 
Cafeteria 

Visiting PHO Services 

 Dietitian 

 Diabetes Nurse 

 Smoking Cessation 

 Podiatrist 

 Pulmonary Rehabilitation Group 

 Cardiac Rehabilitation 

 Pharmacy Facilitation 

PHO Services 

 Dietitian 

 Diabetes Nurse 

 Smoking Cessation 

 Podiatrist 

 Pulmonary Rehabilitation Group 

 Cardiac Rehabilitation 

 Pharmacy Facilitation 

PHO Services 

 Dietitian 

 Diabetes Nurse 

 Smoking Cessation 

 Podiatrist 

 Pulmonary Rehabilitation Group 

 Cardiac Rehabilitation 

 Pharmacy Facilitation 

Collaborative None 
 

Māori Health Services  
MidCentral Health 
Community Paediatrics 
Community Mental Health 
Child Adolescent and Family Mental Health 

Māori Health Services  
MidCentral Health 
Community Paediatrics 
Community Mental Health 
Child Adolescent and Family Mental 
Health 

Other Māori Health Services  
MidCentral Health 
District nursing (6) 
B 4 Schools and Public Health Nursing 
Community Paediatrics 
Community Mental Health 
Child Adolescent and Family Mental Health 
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Borderless Health 
Care 

Focus on Patient 
Experience 

Redeveloped Practice 
Model 

Innovation and 
Implementation Pipeline 

Bottom-up Service 
Improvement 

Intervention Establish five Integrated Family Health Centres across the MidCentral district covering approximately 57% of the population 

Aspirational targets  

contributed to 

 Reduce presentations to the ED by 30% 

 Reduce avoidable hospital admissions to Medical Wards and Assessment Treatment and Rehabilitation for over-65-year-olds by 20% 

 Reduce poly-pharmacy in the over-65-year-olds by 10% 

 Reduce the rate of growth in total aged residential care expenditure to 5% per year  

 Increase enrollment by Māori on PHOs to 100%  

 80% of people aged over 65 with moderate complexity health needs receive coordinated structured care through general practice teams  

Actions   Establish an IFHC in the Tararua area covering a population of 18,000 people 

 Establish an IFHC in the Horowhenua area covering a population of 28,866 

 Establish an IFHC in Otaki covering a population of 7,600 people 

 Establish an IFHC in Feilding covering a population of 17,000 people 

 Establish an IFHC in Palmerston North covering a population of 15,500 people 

 Work with each IFHC site to redevelop the practice model into an Integrated Family Health Centre 

 Incorporate MidCentral Child Health Services and Mental Health Services in all IFHC sites  

 Where possible, establish other specialist clinics in IFHC sites which allow hospital-based services to run from the community 

 Reconfigure the Horowhenua Health Centre to house the additional GPs and after-hours services 

 Establish common clinical leadership that extends to a local clinical governance group comprising all other service providers (for example, 
Iwi, Community Pharmacy, NGO). The clinical governance group will set local service development priorities to reduce health disparity 
across the District and improve overall health outcomes. Continuous improvement and quality accreditation will be key enablers. The 
clinical governance group will interface to the overall MidCentral clinical governance framework 

 Establish a training and development plan for the IFHC which will work with the RNZCOGP, Otago University and the MidCentral DHB HCD 
team to implement ongoing GP and nursing training – the objective being to locally grow the workforce. The extensive number of visiting 
specialists will be used to provide ongoing clinical education opportunities and to develop a greater range of locally provided services 

 Link IFHC staff and systems to the MidCentral network of IFHCs and specialty areas such as child, elder and mental health 

 Establish a common vision and structure for clinical governance in the IFHC 

 Develop consistent pathways for common conditions 

C
O

S
T

 B
E

N
E

F
IT

 A
N

A
L

Y
S

IS
: T

A
R

A
R

U
A

, H
O

R
O

W
H

E
N

U
A

, O
T

A
K

I, F
E

IL
D

IN
G

 A
N

D
 

P
A

L
M

E
R

S
T

O
N

 N
O

R
T

H
 IF

H
C

S
 

 



 

67  

 Develop general practitioner skills through education and a certification process to enable a better level of assessment and management 
to be undertaken in primary health care in some instances, enabling patients and their family/whānauto be booked for treatment without 
the intermediate step of specialist assessment. Establish a greater role for certified general practitioners in follow-up 

 Enhanced General Practitioner direct access to allied health and diagnostic services such as ultrasound assessment activities 

 Develop an increased role for general practice provider groups in profiling General Practitioner referral behaviour and improving referral 
practice 

Linkages 

 

 Shared electronic health record  

 Comprehensive health assessment 

 Shared Care plans  

 Case management 

 Whānau Ora 

 Interdisciplinary Team (IDT) clinical pathways   

 Business and Clinical Support Service (BCSS) 

2010 2011 2012 

IFHC Implementation Plan IFHC Community Health Plan Implemented IFHC health plan measured 

Explore devolution of some PHO roles into IFHC Community Nursing roles fully integrated into IFHC Community Nursing roles fully integrated into IFHC  

Plan for integration of district nursing Roles with 
IFHC 

Integration of district nursing roles into IFHC where 
appropriate 

Community Nursing roles fully integrated into IFHC 

Development  of  IFHC  shared Clinical 
Governance 

Establishment of IFHC Clinical Governance Shared Clinical Governance for IFHC services 
functioning 

Further access to shared clinical records Integration of Community Pharmacy with IFHC Community Pharmacy fully integrated with IFHC 

 Integration of primary and secondary care services within 
IFHC  

Primary and secondary services fully integrated 

 Integration of Māori Health services with IFHC Community Pharmacy fully integrated 

 IFHC workforce development plan established Workforce development plan implemented 
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The following table demonstrates the possible outcomes and associated measurements.  A detailed outcome and measurement matrix (potentially based 

on the balanced scorecard) will be developed as part of the implementation project. 

 

Specific Outcomes 
and Measures 
 

Outcome Measurement 

Reduced admissions to hospital  Number of over-65s admitted to hospital 

 Number of primary health care interventions 

Reduced Length of Stay  Length of Stay for over-65s 

 Length of Stay for over-65s being case-managed in primary care  

Reduced ED presentations  Number of presentations by category 

 Rest homes 

 GP referral 

 Self-presentations 

Increased primary/secondary collaboration  Clinician approval 

 Team effectiveness 

 Number of referrals/productivity 

Increased primary health care Older Persons’ capability and 

capacity 

 Over-65s better managed in the community 

 Workforce development rating 

Assumptions 
 That the IFHC will fund any additional FTE required within IFHC services 

 That the HCD team will continue to provide training to the IFHC workforce 

Clinical Resources 
Required 

 There is a range of clinical resources required in the IFHC which is described in detail in the working document.  Much of the resource exists 
within the IFHC and requires greater integration.  It is not expected any additional FTE will require funding through this Business Case to 
establish the IFHC 

Cost and Benefits to 

DHB 

 The DHB would experience no change in financial flows.  However, the intervention assumes that the Health Care Development team would 
continue to contribute to training programmes for the IFHC workforce  

 The DHB will benefit in that the Ministry of Health targets to establish IFHC will be met 

 IFHCs will contribute to the meeting of aspirational targets and generate savings for the DHB 
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Specific Outcomes 

and Measures 

Outcome Measurement 

Cost and Benefits to 

PHO 

 The costs to the PHO will be in the provision of the BCSS: this is detailed in the BCSS initiative 

 The PHO is also exploring the potential for utilising SIA and HP monies to subsidise the IFHC establishment (and potentially ongoing) costs 

 Note that in using SIA and HP monies for IFHC there would potentially be a loss of SIA and HP services in the MidCentral area, so the 
community would need to be consulted to confirm that the reallocation of funds is preferred 

Cost and Benefits to 

General Practice 

 IT upgrade to establish shared patient practice records 

 Release time for clinical governance meetings 

 Cost of either building a relationship with a Māori Health Provider or employing a suitably qualified provider  

 Costs related to integration e.g. referral pathways and cost of broader scope of administration offset by potential rationalisation through 
working more efficiently  

 The IFHC would be able to contract with the PHO in order to receive additional revenue to offset the costs experienced from providing the full 
range of IFHC services. Note that in doing so there would potentially be a loss of SIA and HP in the area, so the community would need to be 
consulted to confirm that the reallocation of funds is preferred.  

 Model allows existing GPs to sell their current practices into the IFHC entity – providing a managed exit as they retire 

Cost and Benefits to 

Patient 

 It has not yet been determined whether the patient will pay an increased cost from utilising the IFHC service.  It is expected that the cost to 
patients will be determined by the business owners and moderated by the national GP fees review process 

 Patients and their family/whānau will receive a wider range of services at the IFHC and in many cases this will reduce travel and waiting times 
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5.0 PROGRAMME OF ACTIVITY TWO: ACUTE DEMAND 

MANAGEMENT 

The vision for acute demand management in the MidCentral is: 

That people are active partners with health professionals in the  
management of their own treatment and care; and have easy access to  

primary health care providers when they require assistance. 

 

5.1. FINANCIAL OVERVIEW 
The total additional cost by intervention to implement the transformed acute demand programme is 

outlined below. 

 
Year one Year two Year three 

Chronic Care Management model rollout $243,800 $264,460 $265,121 

Annual Comprehensive Health Assessments  $369,000   $405,010  $406,023  

Introduction of case management approach  $174,000   $179,448  $159,796  

Enhancing intermediary care  $206,250   $275,688  $276,377  

Extended Care paramedics & single point of access for after 
hours care 

 $     -                           $    -    $     -    

Total $993,050   $1,124,605  $1,107,316  

5.1.1 Clinical resourcing required 

Interventions for reducing & improving 

management of acute demand 
FTEs required 

Practice nurse 3.0 

Community Nurse 2.5 

CNS/Nurse Educator 1.3 

Nurse Practitioner 0.0 

GP/GPSI/other clinical 2.2 

Extended Care Paramedics 5.0 

Total 14.0 

 

5.2. PROGRAMME OVERVIEW 
Acute demand refers to the presentation of patient and their family/whānau to health care services 

with concerns that are likely to be perceived by the patient as sudden, severe or distressing in some 

way and needing prompt attention.  Acute presentations, for the purposes of this Business Case, 

refer primarily to but are not limited to: 

 Acute exacerbation of chronic conditions 

 Ambulatory sensitive admissions (ASH) 

 Injury and trauma 
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The vast majority of acute presentations are from older people and Māori people with chronic 

conditions. 

Service providers that experience the greatest pressure from patients with acute presentations are: 

 General practice services (day to day) 

 After-hours general practice services 

 Accident and Medical services (both day to day and after hours) 

 Emergency Departments (EDs) 

 Diagnostic services such as radiology and laboratories 

 Ambulance services 

Acute services do not operate in isolation and must be considered in the overall context of 

population health care, integrated services and chronic care management.     

5.3. POPULATION 
The population identified as being at higher risk of acute presentations, largely due to the incidence 

and impact of chronic illness, is: 

 4, 860 Māori aged 45 to 65  

 25,110 people aged over 65 (2010 projections) 

Within this, those most at risk of acute episodes and in need of community-based support are 

patients and their family/whānau with known chronic conditions who have high and complex needs. 

5.4. REDESIGNED MODEL FOR ACUTE DEMAND MANAGEMENT 
The redesigned model of care requires interdisciplinary primary health care teams proactively 

managing care of the patients presenting acutely, thus reducing pressure on hospital services.  

Where support is required to manage patients in the community, patients will be referred through a 

single referral pathway to an integrated community-based workforce able to respond to the needs 

of the patient and referrer.  Intermediary care services such as district nursing and Hospital in the 

Home (HITH) will be utilised as much as possible as an alternative to admission to hospital.  By 

removing the multiple referral pathways that currently exist, duplication and overlap of the existing 

community-based services will be removed and health professionals will find it easier to achieve the 

care required for their patients.   

5.5. THE ACUTE DEMAND MANAGEMENT PACKAGE 
The vision for acute demand management will be achieved through the implementation of a 

package of interventions which are: 

 Implementation of the CCM in general practice across MidCentral 

 “Walk-in” clinics in general practice 

 Annual comprehensive health assessments and wellness plans for at risk populations. 

 Case management for people with moderate complexity 

 Enhancing the use of intermediary care services as an alternative to admission 

 Introducing an Extended Care Paramedic (ECP) service and Single Point of Access (SPA) for 

after hours care 
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5.5.1 Chronic Care Model (CCM) 

Practices will be supported to redevelop their model of care for people with chronic conditions.  The 

aim of this new model is to move from episodic care to structured care pathways for people with 

chronic conditions in order to help avoid acute presentations to general practice or the ED.  The CCM 

was first described by Wagner in 1998, based on the accumulating evidence around strategies to 

manage chronic illness.  The CCM provides a framework for promoting evidence-based clinical and 

quality improvement across a wide variety of health care settings.  

A pilot programme is under way in MidCentral introducing the CCM into two general practices and a 

Māori health care provider. The implementation phase for these providers is expected to be 

completed in June 2010.  

The CCM offers a planned systematic process for orientating the Health System to focus on the 

better management of long-term conditions (LTCs).  It is a model which concentrates on the 

essential elements of a health care system that encourage high-quality chronic disease care.  The 

Wagner model is illustrated below: 

THE CHRONIC CARE MODEL 

 

 

 

 

 

 

 

 

 

 

Four key enablers have been identified as essential to the provision of effective chronic care 

management to patients and their family/whānau.  These are the utilisation of: 

 Comprehensive assessment/care-planning and health and wellness planning processes  

 Self management support  

 A community based workforce skilled in Case Management   

 Collaborative clinical pathways for people with diabetes, respiratory, cardiac and mental 

health LTCs. (We have recently developed a collaborative clinical pathway for renal care and 

TIA in the District, processes explained in Clinical Leadership section) 

The implementation phase is due to be formally evaluated on 31 March 2010.  Our impression to 

date of the benefits of the CCM include: 
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 Improved communication between team members in the participating practice teams 

 Chronic care management has been better incorporated into future planning of the 
agencies 

 Improved understanding of quality processes such as the use of a disease register to 
plan ongoing and proactive care 

 Positive movement of practices utilising key chronic care management guidelines in 
practice 

 Improved understanding and implementation of self-management support strategies  

 Identified need for service provision guidelines to deliver effective chronic care 
management 

 Nurse-led clinics providing to be a key mechanism to provide additional services to 
patients and their family/whānau with chronic conditions 

 Increased awareness from within the practice to provide care that is proactive and 
planned for patients and their family/whānau with chronic conditions 

We are proposing through this Business Case to implement the model into other general practices 

over the next three years.  The implementation of the CCM requires Practices to develop a 

comprehensive plan for their practice populations and to develop a new way of working with 

patients and their family/whānau who have chronic conditions.  The Practice Team works together 

to identify strengths and weaknesses in their service provision and identifies areas for improvement.  

This is done through the use of a well validated, Assessment of Chronic Care Illness (ACIC) tool from 

the McColl Institute which measures how the practice provides chronic care management in relation 

to the six key elements (community, health system, self management support, delivery system 

design, decision support and clinical information systems) and the interrelationships between these 

components. Each provider develops and implements an agency action plan based on the results of 

the ACIC and attends a series of education sessions on chronic care management. At the end of the 

project the ACIC is repeated to measure changes over the implementation phase.  

The Practices selected will be those who:  

 Are or are planning to become an IFHC 

 Have achieved, or are near to achieving, Cornerstone accreditation  

 Have high Māori populations 

It is envisaged that the benefits that several practices have experienced will be recognised on a 

larger scale through the roll-out of the CCM across the District over the next three years.  The CCM 

will form the foundation for the other interventions described in the acute demand management 

package of services. 

5.5.2 “Walk-in” Clinics in General Practice  

Walk-in clinics are intended to improve the accessibility of primary health care, providing a service at 

a time and in a manner convenient to people who may have difficulty accessing other healthcare.  

Walk-in clinics are predominantly led by nurses with the aim of reducing the load on Doctors in 

general practice and on accident and emergency (A&E) departments (Salisbury and Monro, 2002)2.  

                                                           
2
 Salisbury, C. & Munro, J. (2002). Walk-in centres in Primary care: a review of the international literature. 

British Journal of General Practice.  
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There is increasingly strong research evidence that nurses working in a general practice setting can 

safely and effectively manage minor illness, particularly if they have received extended training in 

the assessment and management of minor illnesses, and are working in an environment where they 

are closely supported by medical colleagues3. Similarly, there is evidence that nurses are able to 

satisfactorily provide telephone triage of minor illness using computerised decision support 

software4. 

Benefits that nurse-led clinics can bring to general practice and their enrolled populations 5 include 

increased capacity and expertise within the Practice, improved efficiency in the use of GP time, 

reduced patient waiting times and enhanced patient satisfaction.  

Currently practice nurses provide a range of client assessment prior to GP involvement in many 

practices, and the patients and their family/whānau are usually well known to them. The majority of 

patients and their family/whānau who present to the nurse do so regarding their current 

management plan, including minor or early typical exacerbations of long-term illnesses.  In the 

future, acute presentations will be managed in a more efficient and timely fashion by the general 

practice team, by more effective use of nursing resources freeing up medical resources for acute 

assessment.  Additional support and resources will be provided by collaborative clinical pathways 

and/or access to consultation with colleagues with specific expertise in acute assessment (A&M 

team, ED team, on-call secondary care team). There are opportunities for role development in acute 

demand management in general practice for registered nurses to include practice nurses and 

advancing nursing practice inclusive of Nurse Practitioners.   

The development of nurse-led clinics to provide “walk-in” as well as scheduled access for patients 

and their family/whānau will require a facilitated approach to the practice nurse role.  Focusing 

firstly on the IFHC sites, the Business and Clinical Support Service (BCSS) will support the 

development of the practice nurse role and standardisation of protocols for nurse-led clinics, 

including: 

 Triage and assessment (including telephone triage)  

 Management of acute minor illness, minor injury/accidents 

 Management of early/typical exacerbations of people with chronic conditions on an agreed 

collaborative clinical pathway which already define when GP case management and 

specialist input is required 

These will contribute to the following targets yet to be agreed:  

 Provision of same-day appointments for patients triaged as urgent 

 Acceptable waiting times for acute appointments 

However across the MidCentral district there are a number of variations in how the Practice nurses’ 

function, these include:   

                                                           
3
 Shum C, Humphreys A, Wheeler D, et al. Nurse management of patients with minor illnesses in general 

practice: multicentre, randomized controlled trial. BMJ 2000; 320: 1038-1043. 
4
 Lattimer V, George S, Thompson F, et al. Safety and effectiveness of nurse telephone consultation in out of 

hours Primary care: randomized controlled trial. BMJ 1998; 317: 1054-1059. 
5 Australian General Practice network, 2006. 
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 Role, structure and workplace relationships that potentially affects  access to professional 

development and/or funding 

 Isolation (sole Practice nurse or large practice with several Practice nurses)  

 Skill set and knowledge base including formal and informal training  

 Motivation/desire for change  

 How they work in the wider system eg.  linkages across the spectrum of providers, 

co‐location, collaborative models etc  

It is expected that nurse-led clinics will strongly improve access for patients as well as reducing 

pressure on the general practice workforce.  It is proposed that each IFHC provide access to nurse-

led walk-in clinics with RN triage/assessment and where appropriate management of acute 

presentations.  It is proposed that all Practice nurses within each IFHC will be appropriately skilled to 

provide face to face and telephone triage supported by standardised protocols. A subset of this 

workforce will be identified to provide nursing assessment and management of acute presentations 

through nurse- led clinics.  

To support the development of these roles, the Interdisciplinary Knowledge and Skills Programme 

(IKSP) Acute Care and Long Term Conditions will be implemented. Through education, clearly 

identified knowledge and skills required of each RN when undertaking acute triage/assessment and 

where appropriate management will be implemented.   

In the IFHC there is also  the potential  to have  an A&M Clinic with Community Enhanced Medical 

Physicians and  Nurse Practitioners. The assessment of acute or ambulatory patients is the specific 

expertise of this sub-specialty. Often an IFHC's clinic will provide an acute assessment or walk-in 

clinic for the GP teams within the IFHC grouping. It is part of the AMPA/ACC accreditation process 

that all patients are triaged by nursing staff on arrival usually with reference to Australian Triage 

Standard. Patients whose problems are best dealt with by the long term GP team are referred back 

where possible. Minor or moderate problems would be dealt with by the A&M team within the 

agreed guidelines or best practice standards. All other patients are referred to secondary care.   

As described elsewhere in the acute demand management work stream proposal there are  a  wider 

range of intermediate care options. Additionally there exist resources from the community based 

secondary care teams available to the community care teams to assist the patient to remain safely in 

the community. The continued existence of access to these Community and secondary care based 

specialist services is assumed to maximize the effectiveness of the community based acute demand 

management.  This will be reflected in the clinical pathways development.  

5.5.3 Annual comprehensive health assessment for populations at risk of chronic 

conditions 

The overall aim of the annual comprehensive health assessment is to ensure that patients and their 

family/whānau with known health conditions or risk factors do not develop acute exacerbations of 

their condition resulting in a visit to the ED.  The patients and their family/whānau are most often 

older people or people with chronic conditions.   
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The redesigned acute demand model requires a population health approach where people with 

known conditions or risk factors are proactively identified and offered a comprehensive health 

assessment and support to manage conditions where necessary.    

This assessment should be completed annually with patients and their family/whānau who have 

conditions of moderate-to-high complexity (or more frequently if the patient experiences a 

significant health episode).  Māori over the age of 45 and all people over the age of 65 will be 

prioritised for comprehensive health assessment.  

Comprehensive health assessment – what is it and how does it support well health? 

Identifying clinical problems and assessing risk of preventable disorders requires a standardised 

multidimensional assessment combined with the rigorous follow up process of a care plan (Stuck, 

Minder, Peter-Wuest (2000).6   The “key messages” in the New Zealand Guidelines Group (NZGG, 

2003) evidence-based guideline of Assessment Processes for Older People include:  

 Assessment of older people should be comprehensive and multidimensional as this leads to 

provision of services to improve health and wellbeing of the older person and their carers 

 Screening of the asymptomatic general population aged 75 years and over has been shown 

overseas to produce the greatest improvement in health and wellbeing.” (NZGG, 2003, 

p.xvii)  

There is strong evidence that comprehensive assessment, when followed by the implementation of 

individualised care plans,7 may help to reduce preventable hospital admissions, discharges from 

hospital without support services in place and preventable placements in residential care for older 

people. 

The completion of a comprehensive health assessment as an essential component of care delivery 

supports professional judgment and increases the quality and consistency of the assessment8and is a 

practice firmly embedded both Internationally and at MidCentral Health.  By obtaining a full, holistic 

outline of the patient’s health and wellness practices, the Practitioner seeks to understand their 

unique situation and then identify the challenges and complexities facing the patient for achieving 

health and wellness, and managing their everyday life activities.  Importantly, the Practitioner not 

only “listens” to the patient’s “story” but also “questions”, “clarifies” and “provides information” 

during this time.  Throughout this process, the Practitioner is also attempting to gain rapport with 

the patient, a prerequisite for effective Practitioner-patient partnership. The information gained 

forms the basis of the plan of care with the patient and Practitioner and the pathway forward to 

achieve health and wellness.   

The need for standardised assessment and individualised care-planning tools (such as the 

comprehensive health assessment tool) is endorsed by the work of Wagner (2001) and is included as 

                                                           
6
 Stuck A, Minder C, Peter-Wuest I, et al. A randomised trial of inhome visits for disability prevention in 

community dwelling older people at low and high risk for nursing home admission. Arch Intern Med 2000 
7
 Stevenson, J. Comprehensive assessment of older people. King’s Fund Rehabilitation Programme Developing 

Rehabilitation Opportunities for Older People: Briefing Paper 2. 1999. 
8 Martin JO, Martin IR. Assessment of community dwelling older people in New Zealand: a review of 
comprehensive and overview assessment tools. Available at: 
www.nzgg.org.nz/guidelines/0030/Final_Report_tools_review.pdf. 
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a key element for implementation as part of the CCM.  The use of a standardised health assessment 

tool throughout the sector also reduces duplicative data-gathering and recording, reduces the need 

for the patient to “retell” their story to each service provider with which they interact, and promotes 

information-sharing that will drive a more coordinated and partnership-of-care approach.   

Unlike in secondary care, comprehensive health assessment is not widely utilised in service delivery 

models currently used by many general practice teams and primary health care providers (the 

exception being chronic care-focused services such as PHO-based chronic care nursing teams and 

the disease state management nurses (Māori health).  While it is true that patient assessment occurs 

in general practice, it is framed within the 15-minute consultation time and, therefore, only allows a 

focus on the “problem that the patient is presenting with” rather than a broader, more holistic view.  

However, patients with chronic conditions often have multiple co-morbidities, medicines and health 

needs, and this approach does not allow for optimal understanding or care-planning of their 

condition(s).  

The research undertaken in the District on patients with chronic conditions entitled “Improving care 

for people with chronic illness” highlights that patients reported health professionals had not 

questioned them on subjects such as their fatigue and sleep management, and their isolation and 

support within the community, as part of routine care delivery.  The patients identified this as an 

area of concern and would have liked to be asked regarding these aspects of health and wellness.  

Another key finding of the research was the low use of patient treatment plans (73.0% of patients 

reported that they almost never/generally were not given a treatment plan) which indicates 

comprehensive health assessments are not being completed. Without effective health assessment 

tools, care-planning is likely to be ineffectual, in its content, delivery and outcomes. 

With the emphasis on improving chronic care management in the District, a standardised health 

assessment approach and tool has been implemented by the PHO chronic care and mobile nursing 

teams over the last three years.  These are completed with the patient over the first two visits 

(usually take 45 – 60 minutes to complete) and are the cornerstone for ensuring individualised and 

effective care-planning.  

Some general practices and primary health care providers in the District have attempted to develop 

their own tools to capture this important information.  For example, one urban practice has 

developed a health assessment tool that is completed with all new patients to the Practice.  Others 

have expressed frustration, endorsing the need for a standardised tool and approach around which 

to structure their chronic care management activities such as Care Plus, and nurse-led clinics 

(chronic care).     

The integration of the above assessment and care-planning tools into standard practice within 

primary health care is seen as integral to improving chronic care management for patients and their 

family/whānau within the District.  The tools incorporate both clinical management and self-

management support.  We anticipate that the use of these tools will also benefit patients and their 

family/whānau and health professionals in many other ways including: a decreased demand on the 

patient to “tell their story” as the comprehensive assessment material would be shared amongst 

providers; less duplication of services as the care plan will be “shared”; and a greater likelihood that 

patient lifestyle behaviour change will be achieved as health professionals use a tool that embraces 

“best practice” principles essential to effective self-management support.  
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Four tools have been developed in response to sector demand and in accordance with “best 

practice” recommendations. A key requirement for these tools to be effective in general practice is 

that they work within the Practice Management System (PMS).  The forms outlined below are 

currently being piloted in general practice PMS settings, the next step is to integrate the 

“specialised” assessment tools (such as pain assessment, falls assessment, mini-mental assessment 

tools, interRAI) to the “Best Practice” Decision Support Software resource that is used throughout 

the District.   

Comprehensive health assessment 

This tool has been developed and refined over the last three years and has had the input of a large 

number of primary health care practitioners, including Māori providers in the District.   

The comprehensive assessment tool can be completed by any health professional and is suitable 

across the continuum of care.  As its title suggests, it is a broad tool that is holistic in nature, which 

uses Gordon’s Model of Health and wellness to structure data-gathering.  Gordon has identified 11 

functional health patterns necessary to maintain health and wellbeing and these are:  

Gordon’s Functional Health Patterns Associated assessment if need identified 

Health perception and health management Medication review 

Roles and responsibilities  

Cognition and perception Mini Mental, Pain, Depression, Anxiety 

Self-perception and self-concept Depression  

Values and beliefs Whānau Ora assessment 

Sleep and rest Sleep Apnoea prediction score tool 

Coping and stress tolerance Anxiety  

Activity and exercise interRAI, Falls, respiratory, cardiovascular 

Nutrition and metabolism Diabetes Get Checked, Wound  

Elimination Continence 

Sexuality and reproduction  

Using these subheadings, the assessor notes the patient’s usual health patterns and any health 

patterns that are dysfunctional or in time likely to become dysfunctional (potentially dysfunctional).  

The functional health patterns assist the Practitioner to identify the patient’s strengths and the 

things that support their health and wellbeing, in contrast to the dysfunctional or potentially 

dysfunctional health patterns that identify areas of intervention, education, or self-management 

support. 

The patient’s perception of their overall level of health and wellness, personal strengths, social 

support, and the impact their LTC(s) has on their health and wellbeing is also captured using this 

tool.  Once the tool is completed, the Practitioner has a greater understanding of the patient’s 

unique situation, and is able to use this data to develop an effective care plan, and health and 

wellness plan. 

Assessment summary/Care planning  

Essentially this is a care-planning tool. Dysfunctional or potentially dysfunctional health patterns are 

documented that were gleaned from the health assessment interview.  The Practitioner then 
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identifies from the assessment interview the stage of change that the patient is in for each identified 

issue.  A plan of care that documents the patient’s role and the health team’s role is then negotiated 

and recorded.  Agreed lifestyle changes are then documented onto a health and wellness plan. 

Health and wellness plans 

The health and wellness plan was developed as a mechanism to support the patient to make healthy 

lifestyle changes.  In partnership with the patient, a long-term goal is set to alter or change an 

unhealthy lifestyle behaviour pattern.  Short-term goals are then agreed upon with a follow-up 

support plan made by the Practitioner.  A confidence/importance ruler has been included for the 

Practitioner to use to ensure that the short-term goal set is realistic and achievable. At the time of 

review, the patient is asked if they reached their goal and if achieved, the goal is extended and a 

new health and wellness plan completed.  If not achieved, the patient is supported to use effective 

problem-solving skills to address the issues, and look at alternative ways of reaching their goals set.  

The health and wellness plan may be revised or kept until the next review. As these plans rely on 

regular review it is anticipated that they will be used by Practitioners who see patients on a fairly 

regular basis, such as the chronic care teams, PHO nurses, mobile nurses, disease state management 

nurses, and Practice nurses . 

Health management note 

The health management note was developed for Practitioners to use when they see a patient on a 

regular basis over an episode of care, as ongoing assessment is an essential component of care. In 

order to keep the assessment holistic in nature, this tool enables the Practitioner to review how the 

patient’s LTC(s) is affecting their health patterns, in addition to providing specific clinical data for 

diabetes, cardiovascular and respiratory disease.  It has been written as a visit template, to avoid 

duplication of documentation and is accessible on the PMS for other Practitioners to consult.  

This tool was initially developed for PHO nurses to use; we anticipate it being used across primary 

health care including general practice as the framework enables Practitioners to record information 

in a standardised, holistic manner.  

Follow-up for patients will be undertaken by the most appropriate member of the primary health  

care team which may be a Practice nurse, a General Practitioner, Whānau Ora coordinator or, in 

some cases, a central referral to a case manager for intense follow-up will be required.  Case 

management for people with high and complex needs will be provided by highly skilled and trained 

nurses who are proficient in the relevant disease state(s) nursing.  For people who are not managing 

their conditions, regular visits or telephone calls from a case manager or other members of the 

interdisciplinary team will provide patients with reassurance and support.   
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5.5.4 Case management 

Case management interventions in health care have evolved, particularly in the last three decades, 

to provide coordinated and efficient care for those that fall outside the norm. There are many 

different models of case management in practice, from individual patient focused to those that are 

focused on improving the efficiency of the health care. The individual focused case management 

models often focus on the 5-10% of patients that have complex needs and have fallen off the normal 

patient care pathway. Case finding is an extremely important component of this type of case 

management. Systemic focused case management aims to increase the efficiency of the health care 

system for all patients, which may involve the development of protocols and system standards. Both 

extremes on the continuum are needed for efficient and effective care coordination because they 

provide a balance between patient advocacy and system efficiency (Lamb, 1992). 

A comprehensive literature review commissioned by the NHS Modernisation Agency (Singh, 2005), 

summarises several important factors for case management effectiveness. For instance, it is 

essential that case management be carried out across health care settings, from Primary to 

secondary care and back to primary health care  . It is also imperative that the case manager has the 

ability to negotiate and collaborate with families, physicians, and the entire interdisciplinary team. 

The case manager requires strong teaching, counseling and patient advocacy skills. For high needs 

individuals, specialist advanced practice nursing knowledge and skills and the ability to coordinate 

complex therapeutic regimes is required. For effective case management interventions, assessment 

of individual needs is essential and the best case management systems take a “whole systems” 

approach that includes collaboration between health and social services9. There are several types of 

case management:  

                                                           
9
 Stuck, Beck & Egger, 2004 
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Acute Care Case Management: focus is on acute care hospital stay to decrease fragmentation, 

duplication of services and gaps in care, in order to decrease length of stay10.  

Brokerage Case Management: matches client needs with available resources. The case manager is 

involved in case finding activities as well as comprehensive health assessment and development of a 

plan of care that provides the client with the best match of needs and resources. 

Disease State Management/Chronic Illness Case Management: High cost and high volume chronic 

illnesses are often the focus of this case management role. The case manager works closely with the 

patient and their family to help facilitate self- management of their condition, and may follow the 

patient across the entire journey through all health care settings (Aubert et al., 1998; Couch, 

Sheffield, Gerthoffer, Ries, & Hollander, 2003; Taylor et al., 2005). 

High Needs Older Adult Case Management: Chronically ill older adults have been a main target of 

case management intervention for the past three decades. The compounding issues of decreased 

functional ability and multiple co-morbidities result in multiple interfaces with the health care 

system. By identifying high-risk older adults and targeting specific interventions for their needs, it is 

possible to prevent critical incidents and thus decrease readmissions. Comprehensive health 

assessment is an essential component of this type of care. Coordinated interdisciplinary team care 

plans lead to improved function and better health outcomes for elderly patients (Lamb & Stempel, 

1994; Schraeder & Britt, 1997; Stuck, Aranow & Steiner, 1995; Nikolaus, Specht-Leible, Bach, Oster & 

Schlierf, 1999). 

Gatekeeper Roles: This is in essence an advocate for the health care system rather than the 

individual person. Their role is to make sure the most efficient use of the health care dollar occurs 

with the resources available. Often there is a negotiation process between the case managers in a 

gatekeeper role and the case manager in a more purely patient advocate role (Boyd, 2008).  

MidCentral approach to community based case management  

Within the MidCentral district we plan to blend the above five identified case management 

approaches to meet the needs of the MidCentral population. Currently, general practice provides 

comprehensive primary health care to the enrolled population, some of whom have conditions of 

moderate-to-high complexity that at times requires more intensive input.  This tends to be Māori 

over 45 years of age with high and complex needs, those over the age of 65 and those with chronic 

co-morbidities.  

When required, general practice “draws” on the PHO interdisciplinary team, district nursing team, 

Arohanui Hospice, Māori and Iwi providers, NGOs and home-based support services to help to meet 

these patient groups’ needs.   

An example of when general practice requires more intensive input is when patients require 

palliative care.  General practice, Arohanui Hospice and district nursing service developed a 

successful Palliative Care Partnership Programme; this was formally evaluated in 2006 by the 

Wellington School of Medicine. Ten characteristics were identified to why this integrated service is 

successful:  

                                                           
10

 Cook, 1998; Kim & Soeken, 2005. 
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 Shared governance and management structure 

 Equal input from generalist and specialists 

 Specific funding stream 

 An integrated care pathway 

 Planned change management process 

 Early entry into service 

 Culturally appropriate care 

 Involvement with community organisations 

 Support to residential care settings 

 In-built quality assurance processes  

Another example of supporting general practice with patients with moderate to high complexity has 

been the introduction of chronic care teams (predominantly PHO based) to support general practice 

to manage people with long term conditions. The “From Population Health to Last Days of Life” 

model has guided the implementation of this new PHC interdisciplinary team.  

 

 

 

The chronic care nursing (diabetes, respiratory, cardiac) workforce has been well supported by 

secondary care nurses to become proficient through the Knowledge and Skills Programme; Long 

Term Conditions. This workforce has been purposely designed in managing chronic co-morbidities 

through developing proficiency in one area and high level of competence in other two areas.  

The partnership with MidCentral Health Nurse Practitioners and Clinical Nurse Specialists is 

demonstrated in the case studies below: 
 

WELL/AT RISK POPULATION  

Health promotion, NGO’s, PHOs, General Practice, pharmacy PHO based 
smoking cessation, physical acti vity, dietitian. Predominantly General 
Practice based (episodic care)  

DIAGNOSED: MILD COMPLICATIONS OR IMPACT  

END STAGE  

Integrated palliative care partnership.  

MODERATE COMPLEXITY SEVERITY OR IMPACT  

HIGH COMPLEXITY OR SEVERITY HIGH IMPACTS  

Integrated anticipated structured care provided by PHC interdisciplinary 
team in collaboration with specialists.  

Systematic self and clinical management based on comprehensive health 
assessment. Predominantly General Practice based referral to PHC 
interdisciplinary team.  

Co-ordinated structured care provided by a responsive PHC interdisciplinary 
team with access to diagnostics based on agreed treatment and health and 
wellness plan.  
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CASE STUDY  

62 year old Māori female with emphysema  

When the Respiratory Nurse first met this anxious client she was “hunched over a container full of 
inhalers” – did not know how to use medication correctly – still smoking – losing weight – needed to 
sleep upright in chair and had become socially isolated due to embarrassment of her condition. She 
was also responsible for the care of her twelve year old grandson. In collaboration with the Specialist 
Respiratory Nurse Practitioner and respiratory clinic, the Respiratory Nurse has supported this client 
through the process of improving her wellbeing and general health. This has included support to 
stop smoking. In addition the client has been encouraged to improve diet and lifestyle which has 
seen the client go from being cachexic, to now having gained weight. Client now can sleep lying flat 
in a bed all night. She has been started on home oxygen which has helped to increase her lung 
function and decrease the workload of her heart. The client has now reached optimal health which 
has enabled her to be enrolled in the next pulmonary rehab class. The client is now at a level of self-
management where she understands her condition and medication. She has now been a non-
smoker for at least four months. She has an action plan if her condition deteriorates and is diligent 
with compliance of this action plan if needed. All the above has resulted in the client having no 
urgent Doctors visits, no ED presentations, and no hospitalisation or need for any acute service. She 
is now no longer the anxious, socially isolated woman that the Respiratory Nurse found on her first 
visit approximately seven months ago. 

The example above demonstrates case management in action, however it has become apparent that 

not all chronic care nurses are utilised by general practice to their full capacity.  Adding case 

management function to the chronic care nursing and practice nursing roles will assist general 

practice to provide coordinated structured care for people with moderate complexity severity or 

impact as described in the “From Population Health to Last Days of Life” model. 

It is proposed that the primary health care Workforce (practice nurse, chronic care nurse, and 

disease state management nurse) have a focus on providing a 12-week case management 

programme for patients with moderate complexity needs.  This will support general practice teams 

in the management of the following: 

 Frequent contact with general practice and readmissions to hospital  

 Moderate complex/chronic/co-morbidities 

 Multiple health service providers 

 Complex socioeconomic issues 

 Multiple agencies involved in care 

 High-cost/high-volume/high-risk care 

 People with moderate-to- high complexity needs who are not managing their chronic 

conditions 

Case managers will work intensively with the above patient groups in partnership with general and 

secondary care specialist’s practitioners in order to help them manage their conditions, link them 

into self-management group programmes and ensure that the support and services they require are 

put in place and then delivered in an integrated manner.  

Introduction of case management will require the Community Nursing and Practice Nursing 

workforce to be trained to undertake case management and to work in different ways.  This will be 
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enabled by the inclusion of case management competencies in the District -wide Interdisciplinary 

Knowledge and Skills Framework (IKSF).   

Case management competencies will include: leading complex care coordination, care of older 

persons, proactively manage complex long term conditions, managing cognitive impairment and 

mental well being, supporting self care, self management and enabling independence, professional 

practice and leadership, identifying high risk people, promoting health and preventing ill health,  

interagency and partnership working.  

Referrals for primary health care  case management will be by general practice, secondary care 

services, and other members of the primary health care team. Eligibility will be assessed by a Nursing 

Triage Team operating out of the proposed central referral centre.  

5.5.5 Intermediary Care as an alternative to admission 

Intermediary services offer specialist nursing expertise to support patients and their family/whānau 

at home who may otherwise require hospitilisation.  District nursing provides secondary care 

outreach teams that assist with providing specialist care in the community setting.  This can avoid 

hospitalisations and facilitate early discharge. 

Intermediary care services provided by district nursing include: 

 District nursing (general) 

 General practice assessment and liaison (GPAL) – ED presentation avoidance programme 

 Hospital in the Home (HITH) – early hospital discharge programme   

 Post-emergency department assessment and liaison (PEDAL) – Hospital Admission 

Avoidance Programme 

The district nursing service is provided 24/7 and managed centrally from Palmerston North with 

nurses located throughout the District.  

While the range of intermediary services is provided by one workforce, from a general practice 

perspective the service sometimes appears fragmented because there are multiple referral 

pathways to intermediary care services.  Where intermediary care is required, a common referral 

pathway will provide streamlined 24/7 access. The common referral pathway will make it easier for 

general practice to access the services available to them to help manage patients and their 

family/whānau and avoid unnecessary presentations to secondary care.    

The aim in the future is to both strengthen connections between the primary health care team, 

intermediary care (district nursing) and case management services, and to optimise the role of 

intermediary care in management of after-hours and urgent response.  In addition, PEDAL will have 

extended hours (for example, to 10pm weekdays and to operate on weekends). 

Centralising referral processes for Intermediary Care 

Centralising the referral processes and pathways for district nursing and other community nursing 

services will ensure joined-up services are provided to patients and referrers in a manner that: 

 Ensures the support and services patients and their family/whānau require are well linked 

together 
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 Reduces duplication and fragmentation 

The central referral centre will provide 24/7 referral management and streamlined access to these 

services, making it easier for general practices to access the services available to them to help 

manage patients and their family/whānau, and avoid unnecessary presentations to secondary care.  

 

5.6. SINGLE POINT OF ACCESS (SPA) TO AFTER HOURS CARE AND 

EXTENDED PARAMEDIC SERVICE 
The aim of the SPA (after hours) and Extended-care paramedic service (24/7) is to collectively 

provide a service for managing all urgent health episodes in the community.  The SPA is seperate 

from the 111 service, and primarily operates through calls from other services being routed to it 

when dispatch of services is required or other services are closed. 

Although, on the face of it, these appear to be two separate services, they are detailed as one 

intervention in the Business Case due to the relationship in service delivery between the paramedics 

and the after-hours SPA. 

In the transformed primary health care  system, people will have easy access to a range of after-

hours services and the appropriate service will be dispatched by the SPA, with the capability to treat 

patients at home rather than transporting them to hospital.  The urgent community care team will 

work closely with general practices, the district nursing service and other providers to ensure the 

patient receives the follow-up care they require following the urgent episode.  

5.6.1 How the new extended care paramedic and SPA system will work 

During business hours, most patients are managed by general practice or other primary health care 

providers.  In some cases the urgent community care team will be accessed by health professionals 

or patients through either the 111 services or Healthline. 

After hours, the SPA service will operate in three ways: 

 Whilst Accident and Medical (A&M) services remain open, the SPA will accept calls from 

those centres where services are required quickly, to enable the patient to avoid a visit to 

the ED or being admitted. The SPA will coordinate the dispatch of those services and the 

urgent community care service may be part of any package, allowing appropriate monitoring 

overnight if necessary 

 After the A&M services close, phones will be routed to Healthline. Healthline will phone 

triage calls and “soft handover” those calls where intermediary services are required quickly, 

to enable the patient to avoid a visit to the ED or being admitted. The SPA will coordinate 

the dispatch of those services and the UCC service may be part of any package, allowing 

appropriate monitoring overnight if necessary 

 111 calls which are triaged as non-urgent but requiring intermediary services will be routed 

to the SPA. The SPA will coordinate the dispatch of those services and the UCC service may 

be part of any package, allowing appropriate monitoring overnight if necessary 

The system is illustrated in the diagram on the next page. 
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5.7. ACUTE DEMAND MANAGEMENT WORKFORCE REQUIREMENTS 
The improved acute demand management model does not require significant new resources or 

investment; however, it does require a significant redesign of current services, improved 

communication, better integration and coordination of services and easy access to health 

information through a shared patient record. 

5.7.1 Enhanced Accident and Medical (A&M) Workforce 

A&M practice is the branch of medicine that involves the assessment and treatment, on a no-

appointment basis, of patients requiring urgent attention but does not involve the provision of 

continuing care for those patients and their family/whānau or making arrangements for such care. 

This branch of medicine sits between the emergency care and the general practice teams. 

The A&M training provides a comprehensive overview of acute and urgent medical problems and 

lasts for five years with a Part 1 programme run by AMPA. The Part 2 programme (advanced 

training) is achieved by completing the Postgraduate Diploma in Community Emergency Medicine 

and 3,000 hours of supervised clinical work. During the Part 2 course, there is a special emphasis on 

orthopaedic surgery, plastic surgery and practical orthopaedics/plastic surgery.  There are also 

papers dealing specifically with the immediate care of trauma and medical emergencies in the 

community and clinic settings. Community Emergency Medicine (CEM) Physicians (also referred to 

as A&M Physicians) are required to have Level 7 ACLS renewed on an annual basis as well as attend a 

role-specific continuing medical education programme. 

CEM Physicians are the specialists in acute assessment in the community so are building experience 

in the less-common and more-serious disorders not seen in the general practice setting. While many 

common acute conditions can be effectively cared for by the general practice teams, a further 

spectrum of less-common and more-serious conditions are more appropriately cared for in an A&M 

clinic. Safe acute medical assessments are a function of experience, extensive training and 

performing careful, thorough evaluation. Acute assessments are a difficult high-risk area of medicine 

where errors are most likely to occur, sometimes with tragic consequences.  

The initial provision of a district A&M Centre in Palmerston North with exploration of roll out to the 

peripheral IFHCs over time will free ED which will enable ED to focus on the next level of severity 

problems, the life-threatening emergencies, for which they are the acknowledged experts.  
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Borderless Health 
Care 

Focus on Patient 
Experience 

Redeveloped Practice Model Innovation and 
Implementation Pipeline 

  Bottom-up Service 
Improvement 

Intervention  Roll-out of the Chronic Care Management Model (CCM) of care into general practices, with priority on those practices that: 

 Are, or are planning to become, IFHCs 

 Have achieved, or are near achieving, Cornerstone accreditation  

 Have high Māori populations 

Aspirational Targets 

Contributed to 

 Reduce presentations to the ED by 30% 

 Reduce avoidable hospital admissions to Medical Assessment Treatment and Rehabilitation for over-65-year-olds by 20% 

 Reduce poly- pharmacy in the over-65-year-olds by 10% 

 Reduce  the rate of growth in total aged residential care expenditure to 5% per year 

 Reduce the rate of growth of GP-referred pharmacy expenditure to 1% per year  

 80% of people aged over 65 with moderate-complexity health needs will receive coordinated structured care through general practice 
teams 

 All primary health care providers will work within a common assessment and care-planning framework 

Rationale Nine of the top 10 leading causes of the burden of disease in New Zealand are long-term conditions (LTCs), and the prevalence of these is 

predicted to continue to rise.  General Practice teams tends to work within an acute episodic model of care. Through working differently and 

accessing the support of the wider primary health care team, General Practice has an opportunity to move towards a structured care model 

which will reduce acute demand on general practice and provide better care for their enrolled populations.  

The CCM is intended to provide the necessary tools and enablers to ensure the appropriate clinicians are providing ongoing care and 

management of patients with LTCs. Through supported interventions such as nurse-led clinics, appropriately skilled nurses will provide both 

acute assessment and ongoing case management to patients and their family/whānau with LTCs alongside the General Practitioner utilising 

complementary skills and expertise.  Therefore, the GP will be freed up to utilise their skills with patients with moderate-to-severely-complex 

needs, and their and their family/whānau. 
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Borderless Health 

Care 

Focus on Patient Experience Redeveloped Practice Model Innovation and 
Implementation Pipeline 

  Bottom-up Service 
Improvement 

Actions  
Actions required by the DHB/PHO to support the intervention: 

 Develop clinical information systems that support integrated comprehensive assessment/care-planning and health and wellness plans  

 Develop a process for all clinicians to have so they can access centralised, up-to-date information about the patient’s status, which will 
contribute to follow-up and case management  

 Create stronger community links so that general practice teams are able to utilise resources established within the community 

 Provide project leadership and clinical facilitation resources to general practice 

 Support increased generic LTC self-management through establishment of group self-management programmes 

Actions required by General Practice: 

 Commitment to redesigning practice and implementing the CCM  

 Review team members’ contributions to service delivery in order to best use each team members’ skill sets  

 Develop self-management support processes to enable patients and their family/whānau to have a central role in determining their care  

 Promote interdisciplinary teamwork in the care of patients their family/whānau with LTCs 

 Embrace self-management support as an essential component of care delivery thus enabling patients their family/whānau to have a central 
role in determining their care 

 Implement decision support tools in every day clinical practice 

Linkages  Annual Comprehensive Health Assessment (ACHA) 

 Case management 

 Community Specialist Older Persons’ team 

 Integrated Family Health Centres (IFHCs) 
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High-level Work Programme (what will actually happen) 

Each participating practice team will be on the programme for twelve months (according to the wave schedule) and then receive a more limited service for 
a follow up period of six months.   

By 1 August 2010 
 

 Four people to have completed Stanford Self Management Training programme. 

 Review lessons learned from implementation of the CCM model in first three primary health care providers completed (wave 1) 

 Refine project plan, education packages, tools and resources 

 Establish project team  

 Continue to support project demonstration site teams for further six months (6 hours per month) 

By 1 October 2010  Letters of Agreement with minimum of five general practices to implement CCM identified and individual provider implementation programme 
agreed to (second wave).  

By 31 December 

2010 

 

 Second wave – in implementation phase (participating in the education, doing the ACIC, agreeing to agency action plan, and working on agency 
action plan) 

 Overarching process plan developed for rollout of CCM into general practice across the District for the following two years 

 Letters of Agreement with 5 participating practices developed and signed for implementation in March 2011 (third wave)  

By 30 July 2011 

 

 Review of lessons learned from roll-out to second wave of providers and from ongoing support services to the three pilot providers 

 Additional Practices (in line with overarching district plan) enrolled in project with Letters of Agreement signed and scheduled implementation 
start date within 2011 (fourth wave) 

 Ongoing support for maintenance of CCM within existing ten practices  

Ongoing 
 

 Establishment of self management groups 

 Roll-out of CCM according to overarching District plan, with regular review of lessons learned from both implementation of CCM and 
maintenance of CCM in practices 
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The following table demonstrates the possible outcomes and associated measurements.  A detailed outcome and measurement matrix (potentially based 

on the balanced scorecard) will be developed as part of the implementation project. 

 

Specific Outcomes 

and Measures 

Outcome Measurement 

30% reduction in acute ED and general practice 
attendances amongst patients and their 
family/whānau with long-term conditions (LTCs) 

 Number of ED attendances for chronic conditions 

 Number of acute presentations for chronic conditions to GPs in general practice 

Improved chronic care management in the practice  Pre and post ACIC scores  

Patients and their family/whānau with acute 
exacerbations of chronic conditions needs are able to 
access care through general practice 

 Evidence of changes in practice models to provide acute patients and their 
family/whānau with access to care through general practice, including proportion 
of Practices utilising nurse-led walk-in clinics 

 Number of presentations during working hours to A&M clinics by patients and their 
family/whānau enrolled with other Practices/IFHCs 

 Number of people who have attended self management groups four times per year 

25% of practices per year adopting the CCM model.  
All practices using the model by 2013. 

 Number of Practices and IFHCs using disease registers 

 Number of patients and their family/whānau who have been allocated a case 
manager 

 Medication audit shows reduction in prescription rates for chronic care patients 

 Number of care plans in place 

 Number of people who have attended group self-management  

An increased number of patients are self managing 
conditions. 

Reduction in number of people who don’t:  

 Attend outpatient clinics/specialist appointments  

 Uptake diagnostics  

 Collect prescriptions from GP and/or pharmacy 
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Information to support financial assumptions: 

 

Practices will proactively identify those people within the target population enrolled with them and offer an ACHA.  For the majority of the population, the 
assessment will occur within the practice and be undertaken by a Practice nurse. 

Clinical resources 
required  

To introduce group self-management across the District: 

 Support four people to complete Stanford Training per year - $15,000  

 Run five programmes per year - $12,000  

 Run four whānau support groups per year - $8,000  

To achieve the implementation of CCM into general practice: 

 0.7 FTE Project leader 

 0.4 FTE Data analyst  

 1.2 FTE Clinical facilitator 

It is assumed that as the team becomes more experienced and there is increased knowledge within general practice of CCM, the same level of 
staffing will be able to meet the increased number of roll-outs per year.  

Cost  and Benefits 
to DHB 

 Better management of acute demand through improved chronic care management in general practice, resulting in fewer presentations to the 
ED 

Cost and Benefits to 
PHO 

 Cost of $264,000 per year  

 Increased confidence that contracted general practice providers are meeting quality requirements 

 Better services for the population with chronic illnesses 

 Potential decrease in demand for PHO chronic care teams if better management of LTC patients in general practice occurs 

Cost and Benefits to 
General Practice 

 Costs of participating in CCM implementation and redevelopment of practice model, largely general practice team time 

 Long-term benefits of more systematic ways of working that should reduce pressure on the general practice team, particularly GPs 

Cost and Benefits to 
Patient 

 Shift to a structured model of coordinated care expected to provide better outcomes for the patient and increased opportunities for self-
management/monitoring 

Summary Comment 
on Costs and 
Benefits  

 Cost of $264,000 to PHO and costs, primarily in terms of team time, to general practice 

 Focussing on how general practice delivers chronic care management and improving patient self management skills will reduce ED 
presentations and admissions to hospital 
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Borderless Health 
Care 

Focus on Patient Experience Redeveloped Practice 
Model 

Innovation and 
Implementation Pipeline 

  Bottom-up Service Improvement 

Intervention  Establish nurse-led walk-in clinics in five IFHCs  to contribute to the management of acute demand for:  

 Triage face to face and assessment  

 Management of early/typical acute exacerbations of people with chronic conditions on an agreed collaborative clinical pathway  

 Management of acute minor illness, minor injury/accidents  

Aspirational 

Targets 

Contributed to 

 Reduce presentations to the ED by 30% 

 Reduce avoidable hospital admissions to Medical Wards and Assessment Treatment and Rehabilitation for over-65-year-olds by 20% 

 All primary health care providers will work within a common assessment and care-planning framework 

Rationale International research highlights a range of benefits that nurse-led clinics can bring to general practice and the enrolled clients. These include 
improved health outcomes in chronic disease, assistance in Primary acute care integration, better coordination of care, increased workforce 
capacity, the provision of practical and professional support to GPs, and the enhancement in the range of services available to people attending 
the practice.  

There are increasing levels of illness for some acute diseases and significant evidence of avoidable admissions (ambulatory sensitive 
hospitalisations are defined as hospitalisations resulting from disease sensitive to prophylactic or therapeutic interventions deliverable in a 
primary health care  setting) 

ED attendance through self referral is growing and GP referrals to the Emergency Department are declining. The challenges of workforce 
shortages particularly with GPs requires a pragmatic approach to  how the general practice team functions. This presents an opportunity to 
enhance the role of the Practice nurse and future Nurse Practitioners as integral team members. 

Actions  Establish nurse-led walk-in clinics in general practices  who are or are planning to become part of an IFHC  

 Develop acute care decision support tools and IKSP : Acute Care - exacerbations of chronic illness/minor illness/injury 

 Implement decision support tools in IFHCs  

 Nurse Practitioner role scoped and pathway to establishment developed in five  IFHC s 

Linkages  Case management  

 Chronic Care Model   

 Interdisciplinary knowledge and skills framework 
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High-level Work Programme (what will actually happen) 

By 30 September 
2010 
 

 Identify workforce for development  

 Commence ISKF acute care development 

 Commence acute care decision support tool development  

 Identify and agree on targets for acute demand management  

By 31 January 2011 
 

 ISKF Acute care and decision support tool completed 

 Education commenced with IFHC staff 

By 30 March 2011 
 

 Nurse-led walk-in clinics commenced in general practices who are planning to become/or have become part of an IFHC  

 Decision support tools implemented in IFHCs 

 Nurse Practitioner role scoped and pathway to establishment identified within IFHCs to support IFHC professional development through 
shared clinics and interdisciplinary case reviews.  

By 1st July 2011 
 

 Education completed with a further 8 IFHC staff  

 Nurse-led walk-in clinics established in further general practices who are planning to become/or have become part of an IFHC  

 Decision support tools implemented in general practices planning to become part of IFHCs  

 Nurse Practitioner role  establishment  commenced within five IFHC (dependent on suitable candidates) 

By 1st July 2012 
 

 Education completed with remaining IFHC staff 

 Nurse-led walk-in clinics established in continuing identified  general practices who are planning to become/or have become part of an IFHC  

 Decision support tools implemented in general practices planning to become part of IFHCs  

 Nurse Practitioner role  establishment  commenced within five IFHC (dependent on suitable candidates) 

By 1st  July 2013 
 

 Nurse-led clinics well established and skilled staff maintained in 5 IFHCs (as developed) 
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The following table demonstrates the possible outcomes and associated measurements.  A detailed outcome and measurement matrix (potentially based 

on the balanced scorecard) will be developed as part of the implementation project. 

Specific Outcomes 

and Measures 

Outcome Measurement 

Reduction in presentations to ED by 10%    

Reduction in ASH admissions  

 Reduction in numbers of ED presentations by 10 % annually  

 Reduction in ASH by 5% annually  

Increased access to acute assessment and 
management within general practice. 

 Number of acute assessments provided by nurses 

 Same day targets met for acute presentations of exacerbation of chronic conditions 

 Agreed  target for minor illness met  

Assumptions to 

Support Financial 

Analysis 

An appropriate nurse consultation fee will be paid by the patient. 

Training and establishment costs 

Training of nurses and other allied health staff: 

 20 Practice nurses will require to be trained in acute assessment and management via the IKSP acute care. The cost of providing the training 
is met between the Health Care Development team (HCD) and the PHO. It is assumed that this service will continue 

 It is assumed that employers or employees would cover the cost of staff time to attend training (24 hours release time)  

 A Clinical Facilitator would be required to provide ongoing support to those developing nurse-led clinics  

 It is assumed that, in the first instance, the acute assessment will be undertaken by a Practice nurse or equivalent, with a GP being involved 
where deemed appropriate by the nurse 

 Care provided will be guided by clinical pathways 

Clinical Resources 

Required 

Approximately 20.0 FTE Nursing staff per year is estimated to be required in order to implement nurse-led clinics for exacerbations of chronic 
conditions. It is assumed these same nurses will access education in acute assessment and management of minor illness and injury. 

A Clinical Facilitator for ongoing training and support (as allowed from within the Annual Comprehensive Health Assessment Initiative) 
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Cost  and Benefits 

to DHB 

The DHB would experience no change in financial flows. However, the intervention assumes that the Health Care Development team would 
continue to contribute to training programmes for those delivering the intervention.  

The DHB would benefit from the intervention through a reduction in acute demand for secondary care services. 

Cost and Benefits to 

PHO 

The PHO would be required to meet the ongoing costs of:  

 A one off cost of $15,000 is required to develop the IKSP acute demand  

 Contribution to the cost of developing and training within the IKSP acute care 

 Providing a Clinical facilitator to support practices in undertaking nurse-led clinics – (as allowed for in ACHA initiative) estimated at $104, 
000 per year  

Cost and Benefits to 

General Practice 

 Release time for staff to attend training to complete the acute demand module and undertake acute assessment and   

 The ongoing cost of providing the service in terms of staff time, use of facilities, administration 

 The general practice will increase GP capacity through increased utilisation of the Practice nurse  

Cost and Benefits to 

Patient 

The patient would face a nurse consultation fee. Patients would also face costs related to travel and time of attendance. 

Patients and their family/whānau will experience increased access to assessment for acute presentations  

Summary Comment 

on Costs and 

Benefits  

 The financial cost of the intervention to the PHO is estimated at $104,000 as allowed for in the ACHA initiative  

 The willingness of GPs to offer the service would depend upon the consultation price able to be charged to patients for nurse 
consultations   

 The consultation fee, plus time and travel may pose a barrier to patients attending general practice as opposed to presenting at ED. 
However the patients are more likely to be assessed by their usual care provider with access to shared clinical record reducing 
duplication 
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11

 Stevenson, J. Comprehensive assessment of older people. King’s Fund Rehabilitation Programme Developing Rehabilitation Opportunities for Older People: Briefing 
Paper 2. 1999. 

Borderless Health 
Care 

Focus on Patient Experience Redeveloped Practice 
Model 

Innovation and 
Implementation Pipeline 

  Bottom-up Service Improvement 

Intervention  Encourage people aged over 65 and all Māori over 45 identified as at risk by health provider to have an ACHA with a practice nurse with training in 
undertaking comprehensive health assessments and Whānau Ora assessments where appropriate. 

Aspirational 

Targets 

Contributed to 

 Reduce presentations to the ED by 30% 

 Reduce avoidable hospital admissions to Medical Wards and Assessment Treatment and Rehabilitation for over-65-year-olds by 20% 

 Reduce  the rate of growth in total aged residential care expenditure to 5% per year 

 80% of people aged over-65-year-olds with moderate-complexity health needs will receive coordinated structured care through general practice 
teams 

 100% of health professionals will have access to up-to-date patient health records 

 All primary health care providers will work within a common assessment and care-planning framework 

Rationale People aged over 65 and Māori aged over 45 are at higher risk than the rest of the population from acute episodes that may result in ED 
presentations or identification of chronic conditions after significant deterioration. Earlier identification of conditions will provide more options for 
management, including self-management. There is strong evidence that comprehensive assessment, when followed by the implementation of 
individualised care plans,

11
 may help to reduce preventable hospital admissions, discharges from hospital without support services in place and 

preventable placements in residential care for older people. 

Those with the highest frequency of GP consultations in 2009 had 3510 ED presentation, 4384 inpatient episodes and used 20784 bed days.   

Actions  Identify responsibility within PHO for managing programme development and roll-out 

 Adapt the comprehensive health assessment tool to meet requirements of this initiative (for example, inclusion of CVD) and roll out to practices 

 Seek expressions of interest from potential providers and establish contracting parameters, including confirming funding levels and policy for 
patient co-payments. Sign contracts for service 

 Practices to establish recall and other systems to facilitate ACHA programme 

 Undertake ongoing monitoring of contracts 

Linkages  Case management initiative – those people with complex conditions may be referred to case management from general practice 

 Chronic Care Model  – ACHA will be part of the tools available to general practice to identify chronic conditions earlier 

 MidCentral DHB Health Care Development team – which will provide necessary training for those providing assessments 
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High-level Work Programme (what will actually happen) 

By 30 September 
2010 

 

 Adapt the comprehensive health assessment tool to meet requirements of this initiative (for example, inclusion of CVD) and have 
implementation for roll out to practices in place prioritising those Practices expressing interest in offering assessments 

 Have sought expression of interests (EOIs) from providers and begun contract development process 

By 31 January 2011 
 

 Initial contracts for service delivery in place and ACHA service being offered by Practices 

The following table demonstrates the possible outcomes and associated measurements.  A detailed outcome and measurement matrix (potentially based 

on the balanced scorecard) will be developed as part of the implementation project. 

Specific Outcomes 

and Measures 

Outcome Measurement 

Earlier identification of potentially deteriorating 
conditions requiring management 

 Number of ACHA delivered 

 Average price per ACHA delivered 

 Number and type of chronic conditions identified during ACHA assessments 

Identification of health risks for individuals who 
consider themselves healthy 

 Reduction in the number of persons who have not visited the Practice in the last 18 
months 

Assumptions to 

Support Financial 

Analysis 

In addition to the nurse consultation fee paid by the patient, the Practice will receive a payment from the PHO to help meet the cost of the 
assessment.  The intention is to provide funding in advance to the practice, in return for commitment to set aside Practice nurse time each week 
to provide assessments at an agreed cost to patients (for example, Practice commits to setting aside a half day a week to undertake three to four 
assessments, and is funded at this level). Those Practices not providing the anticipated number of assessments will have funding reduced.  

Practices will continue to claim diabetes annual review as a separate funding stream for those patients with diabetes (effectively maintaining free 
assessments for this group). It is envisaged that the diabetes annual review would be undertaken at the same time as the ACHA. 

Practices currently receive incentive payments as part of PHO Performance Programme for a range of activities.  PPP incentives would remain the 
same with the exception that incentive funding related to CVD and diabetes detection and follow-up for the target population would be removed 
and used to help fund comprehensive assessments.  It is expected that the requirements for diabetes annual review, diabetes detection and 
follow-up, and CVD annual review would be incorporated within an annual review.  
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Assumptions to 
Support Financial 
Analysis 
continued…… 

Ongoing payments to Practices 

It is estimated that: 

 There are 29,970 people in the target population in 2010 (MidCentral population projections from Statistics New Zealand) 

 Up to 5000 assessment would be carried out each year for those within this population identified as at risk by health providers 

 The payment to ACHA providers would be equivalent to $60 per assessment   

Training and establishment costs 

Training of nurses and other allied health staff: 

 Comprehensive health assessment training for 100 Practice nurses per year is already in place and being delivered. The cost of providing the 
training is met between the Health Care Development team (HCD) and the PHO. It is assumed that this service will continue 

 It is assumed that employers or employees would cover the cost of staff time to attend training 

 A practice facilitator would be required to provide training and ongoing support to those undertaking assessments 

 Some providers would elect to offer Whānau Ora ACHA, and staff providing these assessments would have received appropriate training in 
Whānau Ora (refer to “Free extended Whānau Ora assessments” for details of training-related expenses) 

 It is assumed that, in the first instance, the assessment will be undertaken by a Practice nurse or equivalent, with a GP being involved where 
deemed appropriate by the nurse 

Clinical Resources 
Required  

Approximately 3.0 FTE nursing staff per year are estimated to be required in order to deliver 5000 ACHAs.  

A Clinical Facilitator for ongoing training and support. 

Cost  and Benefits 
to DHB 

The DHB would experience no change in financial flows. However, the intervention assumes that the Health Care Development team would 
continue to contribute to training programmes for those delivering the intervention.  

The DHB would benefit from the intervention through a reduction in acute demand for secondary care services. 

Cost and Benefits 
to PHO 

The PHO would be required to meet the ongoing costs of:  

 $301,000 in year two for payments to general practice for undertaking the ACHA 

 Providing Health Care Development with a Clinical Facilitator to support Practices in undertaking assessments – estimated at $104,000 per 
year 

 Continuing to provide training programmes through Health Care Development, although no additional financial cost would be created 

The PHO would also face establishment costs as follows:  

 Development of software to undertake assessments; roll-out to Practice systems and ongoing Information Management (IM) support: 
estimated at $90,000 

 Communication and payment system set-up costs: estimated at $25,000 
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Cost and Benefits 
to General Practice 

 Establishment of the recall notice system 

 Release time for staff to attend training to undertake ACHA and complete the acute demand module 

 The ongoing cost of providing the service in terms of staff time, use of facilities, administration and providing recall notices to enrolled 
patients 

 In return, the Practice would receive funding of approximately $60 per ACHA completed from the PHO and be able to charge a consultation 
fee to the patient 

Cost and Benefits 
to Patient 

The patient would face a cost of $20 for receiving the assessment, and the benefit of improved information on their health status. Patients would 
also face costs related to travel and time of attendance. 

Summary 
Comment on Costs 
and Benefits  

 The financial cost of the intervention to the PHO is estimated at $405,000 in year two with establishment costs of $115,000. Costs would be 
faced by other parties such as set-up of recall systems by general practice 

 The willingness of GPs to offer the service would depend upon the consultation price able to be charged to patients for each assessment, and 
the subsidy provided by the PHO, relative to the costs faced by the Practice from offering the service 

 The consultation fee, plus time, travel and inconvenience of attendance, may pose a barrier to patients agreeing to obtain an ACHA. 
However, no patient would be worse off as those who currently receive free annual reviews through the diabetes annual review programme 
would continue to attract this subsidy 
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Borderless Health 
Care 

Focus on Patient Experience Redeveloped Practice 
Model 

Innovation and 
Implementation Pipeline 

  Bottom-up Service Improvement 

Intervention  Case management provides for a structured and defined programme focused on helping the individual to manage their condition on an 
independent basis in the future. Introduction of case management is expected to increase the effectiveness of the existing primary health care 
workforce.   Case management will be targeted at: 

 Those who are over 65 with health needs of moderate complexity  

 Those who have a chronic co-morbidity 

General practice teams provide coordinated, structured care for most of their enrolled population. Active case management will be provided 
through the wider primary health care team for up to 12 weeks to help people with high and complex needs requiring intensive short-term 
assistance to access services or regain self-management of their conditions, and to reduce the likelihood that those individuals will deteriorate and 
require high-need clinical support. 

Aspirational 
Targets 
Contributed to 

 Reduce presentations to the ED by 30% 

 Reduce avoidable hospital admissions to Medical Wards and Assessment Treatment and Rehabilitation for over-65-year-olds by 20% 

 Reduce the rate of growth of GP-referred pharmacy expenditure to 1% per year 

 All primary health care providers will work within a common assessment and care-planning framework 

 80% of people from the following groups receive coordinated structured care through  general practice teams 

Rationale Systemic focused case management aims to increase the efficiency of the health care system for all patients, which may involve the development 
of protocols and system standards. Both extremes on the continuum are needed for efficient and effective care coordination because they provide 
a balance between patient advocacy and system efficiency (Lamb, 1992). 

To manage patients with moderate to high complexity general practice draws from a wider primary health care  team. To strengthen the role of 
the PHO based chronic care workforce case management will be included as part of their function as a mechanism for general practice to use this 
available workforce to their fullest capacity. It is anticipated 20% of people with conditions of moderate-to-high complexity will receive intensive 
case management for up to 12 weeks through the wider primary health care team.  

In addition general practice and the wider primary health care team will be supported in developing an older person’s focus in care delivery. 

C
O

S
T

 B
E

N
E

F
IT

 A
N

A
L

Y
S

IS
: C

A
S

E
 M

A
N

A
G

E
M

E
N

T
 

 



 

102 

 

 High-level Work Programme (what will actually happen) 

By November 2010 
 

 Mechanisms to assist  general practice  teams to stratify needs of the 65+ and Māori 45+  enrolled population based on their annual profile and 
annual health assessment data established 

 CBSS  develop guidelines for case management processes and identify in detail how case management referral will operate as part of the single 
referral pathway  

 Develop detailed implementation plan and communication tools for advising primary health care  and other stakeholders of new service and 
how it will operate 

 Develop and implement IKSP: Case Management  with nominated  general practice , PHO and Māori health providers  

By March 2011  
 

 General practice  teams complete IKSP: Older Persons and long-term conditions clinical specific modules related to collaborative clinical care 
pathways  

  CNS Older Persons  work alongside PHO and Māori health providers’ staff to embed focus on older people’ care in addition to current chronic 
care focus 

 CNSs work alongside PHO and Māori health providers staff to embed long term conditions and gerontological clinical care pathways  

Actions  Develop capability of  general practice  teams  to manage common long-term and gerontological conditions  

 Implement IKSP: Older Persons and long-term conditions with support of secondary care services 

 Establish case management processes (entry and exit criteria)  for identified patient groups  

 Work with PHOs and Māori heath providers to reframe their services to include case management  

 Develop and implement IKSP: Case management 

 Establish Clinical Nursing Specialist (CNS) and Nurse Coordinator positions to train and support staff to provide case management 

Linkages  Specialist older persons interdisciplinary team  

 Collaborative clinical pathways 

 Central referral pathway 

 Annual health care assessments for those at risk of acute events 

 Intermediary care 
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By March 2012 

 

 

 Review implementation and success of the new case management approach, including seeking feedback from  general practice  and patients 

 IKSP: Case Management refined as necessary 

 CNSs provide clinical updates and support to case managers  

 Case management processes embedded 

The following table demonstrates the possible outcomes and associated measurements.  A detailed outcome and measurement matrix (potentially based 

on the balanced scorecard) will be developed as part of the implementation project. 

 

Specific Outcomes 

and Measures 

Outcome Measurement 

Moderate-complexity 65+-year-old patients and 
patients with chronic co-morbidities received 
coordinated care through  general practice  teams 

 % of completed assessments and care plans 

Moderate-to-high complexity patients from above 
two groups receive short-term case management 
through wider primary health care  

 % receiving case management through primary health care providers 

Health providers use common assessment and 
care-planning frameworks 

 % of primary health care  teams using standard assessment and planning frameworks 

 High needs patients with completed assessment and care plans using standard forms 

 Clinician approval 

General Practice  values case management service 
and considers workforce more effective 

 Number of referrals per month to case management service 

 GP satisfaction survey on case management service 

Case management is effective in assisting patients 
and their family/whānau to go on and self-
manage their conditions 

 Number of people receiving repeat referrals to the case management service during a single 
year, broken out by Practice and number of referrals 

 Patient satisfaction survey 

Case managers follow protocols and work in the 
most effective manner 

 Case review to identify when and why case managers may vary from management 
guidelines 
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12

 This training and support is already provided to the Chronic Care Team by MidCentral Health through the Health Care Development Team, but this funding is scheduled 
to cease. It is assumed that the DHB agrees to continue funding. The alternative is that the PHO make payment to the DHB for continuation of this training.  

Information to 
Support Financial 
Analysis 

The population estimated as requiring case management is: 

 5 to 10% of people over 65 and  

 5 to 10% of Māori aged 45 to 65 

The total population in these age groups is 29,000. There are currently 1,374 people enrolled in Care Plus which, while a different service, would be 
subsumed into the case management service. The Care Plus population is considered to largely overlap with the above population. 

On this basis, allowance is made for up to 3,000 people to receive case management annually.  

 Referred persons require case management for an average of 12 weeks 

 A dedicated full-time case manager could have a case management workload of up to 50 people at any one time requiring the equivalent of 
five full-time people to provide case management for up to 3,000 people per year 

 This workload is considered able to be absorbed within the chronic care team, assisted by others who will be trained in case management 

Other assumptions are: 

 Curriculum for case management developed at an estimated cost of $15,000; other necessary curriculum already exists 

 There will be a minimum of 30 spaces for training in case management per year, run over three training programmes at a cost of $1000 per 
training programme 

 Training and follow-up support would be provided by Clinical Nurse Specialists (CNS), equivalent 0.8 FTEs, employed by the DHB
12

 

 0.5 FTE CNS HCD to mentor and train the case managers in care for older people is allowed for 

Information management (IM) and change-management costs 

Some change-management costs to communicate and explain the new pathway and criteria for referral will be incurred. These are estimated at 
$20,000. 

No IM costs are expected to be incurred. Shared access to patient records will help to facilitate communication between case managers and 
practices – this is allowed for in the IM programme.  

Systems to manage referrals and ensure the pool of case managers is appropriately linked up and working together will be developed by the 
Chronic care team using existing resource. 

New Clinical 
Resources Required  

 0.5 FTE CNS Older Persons  

 0.8 FTE CNS Long-Term Conditions (LTCs) for training and follow-up in other disciplines 
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Cost and Benefits to 
DHB 

 

 The DHB is effectively being asked to continue funding for 0.8 FTE CNS LTCs for training of case managers and follow-up in other disciplines. 
This cost is estimated at $96,000 

 In return, the DHB can expect to see a reduction in acute demand for secondary care services as those at risk of ambulatory-sensitive 
presentations to the ED will be better managed in primary care  

 The DHB would also be asked to assist with non-staff-related training and development costs, such as provision of facilities 

Cost and Benefits to 
PHO 

One-off/occasional costs are: 

 Establishment costs of developing the case-management curriculum and change management are estimated at $35,000 

 The total ongoing cost of the changed service configuration to the PHO is estimated at $63,000 per year, including necessary employment of a 
0.5 FTE CNS Older Persons for supporting case managers working with Older People would be required  

 Additional costs of time off work for training of staff would be incurred 

 Increased pressure on, and utilisation of, the Chronic care team and others working for the PHO providing case management services would 
result. In addition there may be a heavier administrative workload related to managing referrals for case management from other parts of the 
health system. The increased workload may prevent the team from being able to undertake alternative interventions 

The key benefit from the PHO perspective is the opportunity to reconfigure existing resources to provide a better service for Practices, and 
improved referral processes for the management of high-needs patients. 

Cost and Benefits to 
General Practice 

 The case management service effectively represents a new tool available to  general practice  for use in helping maintain the health of their 
enrolled population. General practice would be responsible for making referrals to the service and, as such, staff would need to be aware of 
the clinical guidelines 

 Practices would need to be willing to implement the shared patient record systems in order for case managers to be able to update them with 
information on the patient 

 IFHCs would be asked either to provide space from which case managers could work, or to contribute some community health care team staff 
time to case management 
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Cost and Benefits to 
Patient 

At its best, the case manager would be able to help the patient through coordination of the range of care services required and act as a “one-stop 
shop” for assistance and advice.  

Patients and their family/whānau would receive improved services through better assessment and treatment plan delivery.  Patients are more 
likely to be able to receive services in their own homes. 

The patient would face no financial cost from utilising the service.  

Patients and their family/whānau would need to be willing to receive the assistance of a case manager and to allow access to health records 

Summary Comment 

on Costs and 

Benefits  

This intervention provides an opportunity to reconfigure an existing workforce to work more effectively to provide an improved and more tightly 
defined service to  general practice . The total estimated financial cost of the intervention is an establishment cost of $35,000 to the PHO and an 
ongoing cost of $159,000 shared between the PHO and DHB in return for the provision of case management services to 3,000 people per year. 

Cost of additional FTEs is significantly less than are the expected savings from avoided secondary care. 
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Borderless Health 
Care 

Focus on Patient Experience Redeveloped Practice 
Model 

Innovation and 
Implementation pipeline 

Bottom-up Service 
Improvement 

Intervention  Intermediary care encompassing district nursing, PEDAL, GPAL and HITH services will be enhanced and further integrated into general practice 
through a central referral system. 

Aspirational 
Targets 
Contributed to 

 Reduce presentations to the ED by 30% 

 Reduce  the rate of growth in total aged residential care expenditure to 5% per year 

 All primary health care providers will work within a common assessment and care-planning framework 

Rationale District nursing services provide a range of after-hours and urgent care services; however, they are not well integrated with general practice. 
Alignment of services will result in a reduction of secondary acute demand. 

Actions  District nursing services enhanced and further integrated into general practice in these ways: 

 Extend PEDAL service availability to after hours  

 Promote GPAL service across the District, including after hours 

 Extend capacity of district nursing and HITH services, including after-hours availability  

 Establish simple and effective communication channels between clinicians in general practice teams and district nursing teams  

 Electronic communications mechanisms to support consult/liaison (videoconferencing, email consult and phone consultations)  

 Simplify referral pathways to facilitate utilisation of services by general practice 

Linkages  All acute demand interventions 
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High-level Work Programme (what will actually happen) 

By 30 November 

2010 

 

 Establish contractual relationship between PHO and district nursing service to fund extended district nursing services/GPAL/PEDAL/HITH 
services 

 Identify method for centralising district nursing and PHO nursing referral processes and determine implementation programme 

 Recruit additional PEDAL and district nursing staff and provide required training 

 Align district nursing assessment and care-planning tools with tools in general practice and PHO 

 Educate general practice teams to increase utilisation of GPAL 

By 30 January 2011 

 

 Extended PEDAL goes live 

 Communication with general practice, extended-care paramedics and ED regarding changes to services and methods of accessing 

Ongoing   Promotion and review of after-hours and urgent nursing services with adaptation of service as required 

The following table demonstrates the possible outcomes and associated measurements.  A detailed outcome and measurement matrix (potentially based on 

the balanced scorecard) will be developed as part of the implementation project. 

Specific Outcomes 
and Measures 

Outcome Measurement 

Contribute to a 30% reduction in acute 
presentations (non-accident) at Hospital ED 

 Number of acute presentations (non-accident) at Hospital EDs 

Contribute to a 20% reduction in avoidable 
hospital admissions (ASH) for adults  

 Number of avoidable hospital admissions for adults 

Contribute to a 20% reduction in acute 
presentations (non-accident) to general practice 

 Number of acute presentations (non-accident) to general practice 

Improved utilisation of after hours and urgent 
nursing services 

 Number of referrals, broken down by general practice  

High level of satisfaction with service amongst 
patients referred to after hours and urgent nursing 
services 

 95% of patients and their family/whānau report they are satisfied (or better) with the 
district nursing service provided 
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Information to 
Support Financial 
Analysis 

The estimated additional resource is 2.5 FTE nursing staff to staff the extended hours of the PEDAL team and increase district nursing services 
capacity to improve service to general practice. No training requirement or implementation costs.  

Costs associated with management and administrative actions are able to be absorbed within existing DHB and PHO resources.  

Assumed that no additional consumables cost would be faced by the DHB – instead the extra cost of consumables would shift from hospital 
environment to community.  

Cost savings are based on:  

 Current rate of referrals per district nursing FTE remaining constant 

 Each additional referral due to FTE increase represents an avoided ED presentation 

 Given that majority of patients seen by district nursing are elderly and that there is a high rate of admission from ED for older people, that 50% 
of presentations result in admission with average length of stay 2.5 days 

Cost of average day in hospital $1,000 

Clinical Resources 
Required  

 2.5 nursing FTEs 

Cost and Benefits 
to DHB 

 Receives funding to provide extended PEDAL and district nursing service (cost of service expected to be equal to funding received) 

 Reduction in acute presentations at ED (estimated saving $183,000 per year less consumables cost) 

 Reduction in hospital admissions for minor illness (estimated saving $381,000 less consumables cost) 

Cost and Benefits 
to PHO 

 The PHO will fund the cost of the 2.5 FTEs required to extend and improve the district nursing service which is estimated to cost $275,000 per 
year 

Cost and Benefits 
to General 
Practice 

General practice and other referrers will benefit from the change through having a single referral pathway to seek assistance for patients. However, 
general practice will also have an offsetting responsibility to seek to utilise the service prior to directing the patient to other channels (ambulance 
services, ED). 

Cost and Benefits 
to Patient 

Improved services through better coordination and more likely to be able to receive services in own home. 

Summary 
Comment on Costs 
and Benefits  

Cost of additional FTEs significantly less than expected savings from avoided secondary care.  Potential saving in resources of up to $2.2m per year 
for a cost of $275,000. 
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Borderless Health 
Care 

Focus on Patient 
Experience 

Redeveloped Practice 
Model 

Innovation and 
Implementation Pipeline 

Bottom-up Service Improvement 

Intervention A community-based team of advanced paramedics will be able to provide care for people at home rather than delivering them to hospital for care, 
reducing pressure on EDs and hospitals as a whole.  After hours, a single point of access system will operate with Healthline as the first point of call 
for patients requiring health care.  This will not preclude the 111 emergency systems.   

Aspirational 
Targets 
Contributed to  

 Reduce presentations to the ED by 30% 

 Reduce avoidable hospital admissions to Medical Wards and Assessment Treatment and Rehabilitation for over-65-year-olds by 20% 

 Reduce  the rate of growth in total aged residential care expenditure to 5% per year 

Rationale 13,476 patients were transported to Palmerston North Hospital’s ED by ambulance in the year ended November 2009.  Many of these patients were 
admitted to hospital. The aim of the intervention is to reduce pressure on the ED through reducing the number of presentations and to reduce the 
resulting number of hospital admissions. 

Priority Population  People over 65 years of age 

 People with non-emergency acute presentations of all ages 

Actions  Develop an urgent care service and single point of access after hours that will reduce presentations to the ED and reduce admissions to hospital. 

Linkages  IFHCs  

 Comprehensive health assessment 

 Case management 

 Whānau Ora assessment 

 Enhanced intermediary care 
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High-level Work Programme (what will actually happen) 

From 1 July to 31 
August 2010 

 Formalise partnership between St John and Wellington Free Ambulance to implement the extended-care-paramedics and single point of access 

 Formalise arrangement with Healthline to have all after-hours phones over to Healthline as the single point of contact for services 

 Organise contracting and monitoring arrangements 

 Develop training and implementation plan for extended-care paramedics 

By 30 September 
2010 

 

 Communication plan developed and implemented amongst key stakeholders 

 Training programme rolled out to paramedics  

 Extended-care service will “go live” from October 2010 

By 31 October 
2011 

 Transition programme to be fully staffed by St John 

 Service establishment review  

By 31 October 
2012 

 Service review to assess whether the service offers value for money and whether the service should be continued/modified 

The following table demonstrates the possible outcomes and associated measurements.  A detailed outcome and measurement matrix (potentially based 

on the balanced scorecard) will be developed as part of the implementation project. 

Specific Outcomes 
and Measures 

Outcome Measurement 

Reduction in the number of patients being 
transported to hospital by ambulance 

 Reduce the proportion of ambulance call-outs resulting in presentations to ED by 55%  

Patients experience high-quality health outcomes 
within their own homes 

 

 Review of cases by ED, urgent care team and general practice finds that appropriate 
clinical judgments made on whether to treat in own home or transport (by an agreed 
percentage) 

 Patient satisfaction surveys 
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Assumptions and 
Information to 
Support Analysis 

 It is assumed that the extended-care paramedic service will be provided free to the patient 

The annual cost of running a 24-hour extended-care paramedic service is estimated to be $762,871 for the first year.  These costs are broken 
down below. 

Extended-Care Paramedics    

Cost of five paramedics 432,890 Training costs 6,000 

Training 28,300 Operational costs 49,068 

Vehicle costs (inclusive of depreciation) 40,466 Management overhead 78,147 

Clinical oversight 128,000   

Total $762,871 
 

Clinical Resources 
Required  

 Five extended-care paramedics in the MidCentral area annually to run a 24/7 service. Currently there are no extended-care paramedics in the 
MidCentral area. However, existing ambulance staff can undergo training (six-week course) in order to obtain the skills to provide extended-care 
services 

Cost  and Benefits 
to DHB 

 It is agreed in principle that St John’s will fund this service; however, the DHB may be asked to contribute to the cost. 

 The DHB is expected to achieve cost savings associated with reduced ED presentations by ambulance and reduced admissions.  Assuming all 
costs were variable, the estimated saving to the DHB would be a reduction in ED presentations of 626 people, translating to a total saving of 
$1.4m per year 

Cost and Benefits 
to PHO 

 It is unclear at this stage who would fund the UCC service. The PHO may be asked to contribute to the cost 

Cost and Benefits 
to the Extended-
Care Paramedics 
Service Provider 

Ongoing costs: 

 The extended-care paramedic’s service provider faces costs of up to $750,000 per year to run the service including staffing, facilities and all 
overhead costs.  At this stage it is not known how the cost of this service will be met 

 The contracted provider faces the ongoing cost of staff training and development.     

Benefits to the service provider include: 

 An upskilling of workforce 

 The opportunity to lead the development of an innovative service that will only grow in demand in coming years 
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Cost and Benefits 
to General 
Practice 

 

One-off/occasional costs and benefits 

 As this system supports after-hours primary health care , a contribution from Practices toward the cost of the service may be sought.  This 
option will be explored further with stakeholders. 

 Benefits to GPs include greater support for patients and their family/whānau after hours, reducing demand on GP time after hours 

Cost and Benefits 
to Patient 

 It is assumed that the patient would face no additional financial cost 

 The patient benefits from receiving a free service that may lead to improved health outcomes and a more convenient and responsive after-
hours service.  The patient will also benefit from the reduced likelihood of using ED services 

Summary 
Comment on Costs 
and Benefit  

 The estimated cost of the service would be $28,300 in the first year for initial training costs and $736,000 per year thereafter in operating costs.  
This compares to expected cost savings both immediately and in the long run from reduction in the number of ED presentations, which are 
estimated at $1.4m and up to 4.6m from year three onwards.. Because not all costs related to ED presentations (and ensuing admissions) are 
variable, the actual savings would likely be less 

 In conclusion, the benefits of the intervention are expected to outweigh the costs 

Risks  That people seen by the extended-care paramedics do not have a GP.  In this case, the extended-care paramedic’s service will refer to the 
central case management system for follow-up 
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6.0 PROGRAMME OF ACTIVITY THREE: IMPROVED CARE FOR 

OLDER PEOPLE 

The vision for Older People in the MidCentral is: 

Older People will participate to their fullest ability in decisions about their health and 
Wellbeing and in whānau/family and community life. 

6.1. COST OF INTERVENTION TO IMPROVE CARE FOR OLDER PEOPLE 

Community based specialist older persons team Year one Year two Year three 

Staffing for Specialist older persons teams in Tararua 
and Horowhenua  

$499,130 $500,378 $501,629 

Payment for clinic space $14,448 $14,484 $14,520 

Total $513,578 $514,862 $516,149 

6.1.1 Clinical resourcing requirements 

Intervention specifically aimed at Improving care for 
Older persons FTE Required 

GPSI 0.6 
  Nurse Practitioner Older Adult 1.2 
  CNS 0.8 
  RN special interest 0.4 
  Social worker 0.5 
  Pharmacist 0.2 
  Total Clinical FTEs 3.7 
  

6.2. PROGRAMME OVERVIEW 
In the future, older people will have access to coordinated and suitable services from a range of 

providers in a way that meets their diverse individual needs.  General Practices and Integrated 

Family Health Centres (IFHCs), supported by an interdisciplinary team, will provide continuity of care 

for older people, in the least-intensive setting. This will require integration of hospital and 

community services such as home-based support, elder health community team, district nursing, 

PHO interdisciplinary teams, allied health and Māori/Iwi providers.  

General Practices will get to know their older population through annual practice profiles which will 

identify those older people who may need more support.  People over 65 years of age who have 

been identified by a health provider as being at risk will have the opportunity for a comprehensive 

health assessment and wellness plan and those with more complex needs will have access to a case 

manager with special skills in caring for older people. 

The key features of a redesigned service for older people are: 

 Access to case management for people with complex needs (see Acute Demand) 

 Access to district nursing GPAL and PEDAL services (see Acute Demand)  

 Improved quality of care for older people through workforce development and support 
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 Standardised and consistent information and care through development of collaborative 

clinical pathways  

 Streamlined, coordinated care through involvement of community-based specialist nursing 

and other support services 

 Enhanced provision of age-related care in Māori/Iwi services 

 Access to semi-acute assessments and management in the community, to support older 

people to remain at home 

 Access to comprehensive health assessment and interRAI assessment tools, including 

development of a system for integration with primary care and hospital patient record 

systems, and aged residential care through a shared patient record 

The need for a full holistic picture of the older person’s health and wellness practices helps identify 

the main complexities facing them in achieving health and wellness, and in managing their everyday 

life activitives.  It enables the clinician to hear the person’s story, and to understand their unique 

situation and challenges.  The information gained forms the basis of the plan and the pathway 

forward to achieve health and wellness.  Assessment of older people should be comprehensive and 

multidimensional as this leads to provision of services to improve health and wellbeing of the older 

person and their carers (NZGG, 2003).  Integrated assessment processes are an important element 

of the “continuum of care” approach to service planning, funding and provision that underpins the 

Health of Older People Strategy (refer to Acute Demand). 

Health and disability service provision for older people tends to be fragmented, and there is an 

overall lack of focus on promoting wellbeing in older age. While most people aged 65 or over are fit 

and healthy, some are frail and vulnerable, requiring high levels of care and support, usually during 

the last few years of their lives, or as a result of multiple chronic morbidities such as chronic illnesses 

and/or disabilities.  

With aging, the incidence of having at least one chronic disease or condition increases substantially. 

Eighty percent of individuals over the age of 65 have at least one chronic condition and 50% have 

more than one. While there has been significant investment in the chronic disease states in the 

MidCentral Region, a clearer direction to support healthy aging and maximising wellbeing in older 

people must be made in conjunction with the management of chronic disease. Hence, 

comprehensive, systematic care for all people over 65 will become increasingly important as a 

strategy to reduce both the onset and the progression of illness, and to reduce avoidable 

hospitalisations. 

6.2.1 Interdisciplinary Gerontological Teams 

The current disjointed nature of services results in repetition, duplication and inefficient care.  By re-

assigning roles in the care of the elderly, more timely and appropriate care will be provided by 

practitioners with special interests in aged care and the wider general practice team including 

community-based Gerontologists and Nurse Practitioners.   

6.2.2 InterRAI 

In addition to comprehensive health assessment, InterRAI assessments are being introduced to 

improve health outcomes of older people. InterRAI assessments will enable systematic, consistent 

and comparable assessment processes for people over 65 years. Currently, assessment and the 
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consequent service provision are highly variable.  Specifically, InterRAI is a comprehensive geriatric 

assessment which is designed to address the medical, rehabilitation and support requirements of an 

older person in order for them to remain at home. The InterRAI assessment identifies and measures 

incidence and prevalence of 30 individual domains such as vision, continence, nutrition and health. 

Individual outcome measures may be aggregated to provide population information via scales 

embedded in the assessment. Thus, population data is available for planning and funding at no 

additional effort from the patient or the assessor. 

Building capacity (training and recruiting higher-skilled professionals) of assessors is a key output of 

this initiative.  Users of the InterRAI assessment tool are required to have an annual practicising 

certificate and be trained by an InterRAI trainer as well as to hold InterRAI competency training for 

this role.  Eligible assessments for support services will be able to be web accessed by Support Links 

who will initiate processes to determine suitable services or additional referrals. 

6.3. POPULATION 
MidCentral district has about 2% more people aged 65 and older than the National average. The 

percentage of the District’s people aged 65 and older is 13.4% and for New Zealand it is 12.1%. The 

distribution of older people is not even, with higher percentages in the Horowhenua area (18.6%) 

and Kapiti Coast (MidCentral district portion) (19.8%). 

The population structure is expected to age, with increasing proportions aged 65 and over and even 

higher proportions aged 85 and over. The proportion of people aged 65 and over is forecast to 

double by 2051, but the proportion of people aged 85 and over will double by 2026. These 

projections are based on Statistics New Zealand’s medium levels of births, deaths and migration. 

Territorial Authority Population 
Count 

Aged 65+ 
Years 

% Aged 65+ 
Years 

Manawatu District 28149 3579 12.7% 

Palmerston North City 76713 8838 11.5% 

Tararua District 17538 2421 13.8% 

Horowhenua District 29634 5898 19.9% 

Kapiti (MidCentral Portion) 7773 1503 19.3% 

MidCentral DHB 163960 22930 14.0% 

New Zealand 4143267 515577 12.4% 

6.4. PRESENTATIONS TO THE EMERGENCY DEPARTMENT 
The following table shows that the over-65 population makes up approximately a quarter of the 

overall presentations to the MidCentral Hospital ED.   
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2005 2006 2007 2008 2009 
Grand 

Total 

Total Admissions to ED 33,431 34,224 35,062 35,632 37,301 175,650 

Presentations to ED 65 years 

plus 
7,794 8,033 8,330 8,496 9,035 41,688 

Percentage presentation 65 

years plus 
23.3% 23.5% 23.8% 23.8% 24.2% 23.7% 

 However, 50% of those over 65 presenting to ED are subsequently admitted to hospital.  A 30% 

reduction in over 65s presenting to the ED could result in a decrease of  1,850 admissions via the ED. 

Presentations of over-65s by district are presented below.  Of interest, Tararua, where GP beds are 

available, makes up 13.1% of the over-65 population but have only 8% of over-65 presentations to 

the ED. 

 

 

 

Admissions to Inpatients 

after ED Presentation 
2005 2006 2007 2008 2009 

Grand 

Total 

Admitted as an Inpatient 3802 4149 4132 4310 4659 21052 

Presentation 65 years plus 7794 8033 8330 8496 9035 41688 

Percentage Admitted over 

Total Presentation 65 years 
48.8% 51.6% 49.6% 50.7% 51.6% 50.5% 

Presentations to ED 65 

years plus Territorial Local 

Authority  

(Regional Councils) 

2005 2006 2007 2008 2009 
Grand 

Total 

Palmerston North City 3400 3534 3507 3524 3725 17690 

Horowhenua District 1928 1959 2104 2189 2356 10536 

Manawatu District 998 1060 1103 1248 1292 5701 

Tararua District 621 595 680 642 718 3256 

Kapiti Coast (MidCentral DHB) 245 237 284 297 374 1437 

Out of District 602 648 652 596 570 3068 
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Borderless Health 
Care 

Focus on Patient 
Experience 

Redeveloped Practice 
Model 

Innovation and Implementation 
Pipeline 

Bottom-up Service 
Improvement 

Intervention  Establish Specialist Older Persons’ team in community settings (initially Horowhenua and Tararua) to support general practice teams and Aged 
Residential Care  

Aspirational Targets 
Contributed to  

 Reduce presentations to the emergency department by 30%  

 Reduce avoidable hospital admissions to Medical Wards and Assessment Treatment and Rehabilitation for over-65-year-olds by 20%  

 Reduce poly-pharmacy in the over-65-year-olds by 10% 

Rationale General practice teams do not have easy access to specialist support and advice for care of older people with moderate-to-high needs, including 
those in aged residential care.  There has been no clearly defined pathway for clinicians with an interest in care of older people. The 
development of the capability and capacity of clinicians with special interest in Older People in the District will be facilitated and supported by 
the establishment of the Specialist Older Persons’ team, in partnership with primary and secondary care expertise, and gerontologists in 
particular. This will lead to comprehensive, streamlined services for older people. 

Actions  Establish Specialist Older Person Team (primary and secondary care staff , including GP, nursing practitioner, geriatrician, clinical pharmacist, 
social worker) in Horowhenua & Tararua.  Specialist Older Persons’ team composition varies by locality needs.  

Establish simple and effective communication channels between clinicians in general practice teams, aged residential care and specialist older 
person team: 

 Electronic communications mechanisms to support consult/liaison (videoconferencing, email consultations and phone consultations)  

 Referral pathways to facilitate transfer of care  

 Develop shared clinics with specialist older person team, general practice teams, and aged residential care 

Linkages 

 

 InterRAI Implementation 

 Shared electronic health record  

 Comprehensive health assessment 

 Shared care plans  

 Case management 

 Collaborative clinical pathways   
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High-level Work Programme (what will actually happen) 

Mon Tues Wed Thurs Fri 

Tararua 31/12/10 High complexity clinic Moderate to high 
complexity clinic 

Low to moderate 
complexity clinic 

Clinical Nurse Specialist/RN with Special Interest: Older 

People and Nurse Practitioner working alongside ARC 

providers and Case Managers to embed 

 Clinical pathways 

 Best practice 

 Health Assessments and care planning 

Horowhenua By 
30/09/10 

Moderate to high 
complexity clinic 

Moderate to high 
complexity clinic 

Moderate to high 
complexity clinic 

Moderate to high 
complexity clinic 

Low to moderate 
complexity clinic 

Clinical Nurse Specialist/RN with Special Interest: Older People and Nurse Practitioner working alsongside ARC providers and Case Managers 

 Embed IDT clinical pathways 

 Best practice 

 Health Assessments and care planning tools 
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 Establish general practice Special Interest, Nurse Practitioner and Clinical Nurse Specialist or Registered Nurse Special Interest positions in each community setting.  

 Establish service delivery roster to deliver clinics and patient visits in general practice, Māori/Iwi providers, aged residential care and patients’ homes (see example 
below) 

 Involve other people with an interest in older person’s care as appropriate 

Patients and their family/whānau will be streamed based on level of complexity of presentation and allocated to the appropriate clinician teams:   

Complexity Low to moderate complexity Clinic Moderate to high complexity Clinic High complexity Clinic 

Clinicians  

 

Clinical Nurse Specialist or Registered 
Nurse (RN) with Special Interest Older 
People  

Access to Nurse Practitioner or General 
Practitioner for advice  

Engage Māori/Iwi provider(s) in district 
eg. Māori Disability Officer  

Clinical Nurse Specialist or RN with 
Special Interest: Older People 

Nurse Practitioner: Older People  

General Practitioner with Special 
Interest: Older People 

Access to Gerontologist advice 
(actual/virtual) 

Engage Māori/Iwi provider(s) in district 
eg. Māori Disability Officer 

Nurse Practitioner: Older People    

General Practitioner with Special Interest: 
Older People 

Access to Gerontologist advice 
(actual/virtual)  

Engage Māori/Iwi provider(s) in district 
eg. Māori Disability Officer 
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The following table demonstrates the possible outcomes and associated measurements.  A detailed outcome and measurement matrix (potentially based on 

the balanced scorecard) will be developed as part of the implementation project. 

Specific Outcomes 
and Measures 

Outcome Measurement 

Reduced admissions to hospital • Number of over 65s admitted to hospital 

•   Number of primary care interventions 

Reduced length of stay   Length of stay for over-65s 

 Length of stay for over-65s being case-managed in primary care   

Reduced ED presentations  • Number of presentations by category 

• Rest homes  

• GP referral 

• Self-presentations 

Increased primary/secondary care collaboration • Clinician approval 

 Team effectiveness 

 Number of referrals / productivity 

Increased PHC Older Person capability and capacity • Over 65s better managed in the community 

 Workforce development rating 

Information to 
Support Financial 
Analysis 

Deliverables: 

 Engaging with 1,600 people identified by general practice team targeting of frail at-risk older adults 

 It is envisaged that resources are allocated to geographic areas and are closely aligned to IFHCs, but enabling wider access by all of the 
general practice team-targeted populations.  Alignment with IFHCs will facilitate access to wider MDT engagement 

 Expectation of two contacts per patient within one year, with a total average length of 2.25 hrs contact per patient per year (initial 
consultations allowed 1.5 hours and follow-up consultations allowed 45 minutes)  

 Patient contact time per clinician per day of up to 6.5 hours, depending on the complexity of the clinic 

 Assumed that during moderate – high needs clinics the CNS and Nurse Practitioner work independently, consulting with the GPSI as required 

 The DHB continues to fund 1.0 FTE GPSI and 0.4 FTE Geriatrician as part of the team 
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New Clinical 
Resources Required 

 0.6 FTE GP with Special Interest  

 1.2 FTE Nurse Practitioner Older Person 

 1.2 FTE Clinical Nurse Specialist/Registered Nurse Special Interest 

 0.5 FTE Social Worker 

 0.2 FTE Pharmacist 

Cost  and Benefits 
to DHB 

 Funding required for a proportion of the service cost of $514,000 per year 

 Potential savings from reduced acute presentations due to better community-based care 

Cost and Benefits to 
PHO 

 Funding required for a proportion of the service cost of $514,000 per year 

 

Cost and Benefits to 
General Practice 

 Improved health outcomes for high-risk population within their Practice 

 Potential reduction in general practice contact, although this may be offset by expectation that members of the general practice team will 
provide support to the clinics 

Cost and Benefits to 
Patient 

 Improved services through better assessment and treatment plan delivery 

 Are more likely to be able to receive services in own home 

Summary Comment 
on Costs and 
Benefits  

The cost of the service is estimated at $514,000 per year ongoing.  

In order to be cost effective the service would need to prevent 514 bed days (or the equivalent in demand for other health services) amongst the 
1600 patients worked with. Of patients aged 65 and over who were discharged in the 2009 year, the 1600 who had the highest number of bed days 
were between them responsible for 54,347 bed days in total (34 days each on average). A decrease of 514 bed days is equivalent to a decline of less 
than 1% of bed days for this group. 
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7.0 PROGRAMME OF ACTIVITY FOUR: WHĀNAU ORA 

The vision for Whānau Ora in the MidCentral is: 

Kia toitū te kupu, te mana, te ora 

More Māori living longer, fuller and culturally rewarding lives. 

7.1. FINANCIAL OVERVIEW 

The total cost of the free one-off extended Whānau Ora Health Assessment and two 15-minute follow-

ups for up to 2,500 members of the unenrolled Māori population, and the contracting of 2.0 FTE 

Whānau Ora Navigators is as follows: 

Whānau Ora 
 

Summary of intervention funding requirements 

Year one Year two Year three   

Provision of free Whānau assessments $72,000 $108,270 $120,601   

Programme management & awareness $60,000 $60,150 $60,300   

Training to support programme $11,600 $1,604 $1,608   

Whānau Ora Navigators $200,000 $200,500 $201,001   

Total cost $343,600 $370,524 $383,510 
  

There are some expected cost savings both immediately and in the long run contributing to the 

aspirational targets identified earlier, as well as an expected flow of capitation revenue for primary 

health care providers.  Some of this is expected to increase general practice capitation funding, in 

the order of $2.4m over three years, as a result of the newly enrolled patients. 

Additional revenue to practices/cost to DHB associated with increased Māori enrolment 

 
Year 1 Year 2 Year 3 Total 

First-level Services $292,366.11 $612,096.01 $961,765.77 $1,866,227.89 

HP $5,869.72 $12,276.09 $19,268.49 $37,414.31 

SIA $79,595.63 $166,615.72 $261,757.17 $1,903,642.19 

  $377,831.46 $790,987.83 $1,242,791.43 $2,411,610.71 

 

Additional revenue generated by increased Māori enrollment = $2.4m 

7.1.1 Clinical workforce requirements 

Free extended Whānau Ora Assessments FTE’s required 

Project Manager/Clinical Support 0.5 

Practice nurse, community nurse or similar able to provide Whānau Ora Assessment 0.5 

 

7.2. TE WHAKARĀPOPOTONGA: PROGRAMME OVERVIEW 
An integrated model of care using a Whānau Ora approach aims to increase access and utilisation of 

health services by Māori and their family/whānau, and facilitate enrolment of hard to reach 

unenrolled Māori and their whānau with a primary health care provider. Through increased 



 

126 

enrolment and better access to health services, unnecessary acute presentations to primary and 

secondary care by Māori will be reduced.  

The aspirational target is to increase enrolment by Māori in PHOs to 100% and by 2012 contributing 

to:   

 30% reduction to emergency department (ED) presentations 

 20% reduction in avoidable hospital admissions (ASH)  

 20% reduction of actue presentations to general practice 

7.2.1 Te Whainga Tuatahi–He tirohanga tōtika: Culturally Appropriate Whānau 

Assessment 

Culturally appropriate comprehensive health assessment based on Whānau Ora principles, within 

a system of coordinated and structured care.  Better informed service delivery focused on whānau, 

Hapu and/or Iwi aspirations and in response to local health needs of Māori in their district.   

The key intervention for Whānau Ora aims to improve access to health services by offering a 1 hour 

Whānau Ora Health Assessment with two 15 minute follow-up appointments, free of charge to 

unenrolled Māori and their whānau (referred to as “Whānau Ora Assessment”).    

The Whānau Ora Assessment will aspire to the Whānau Ora Taskforce’s seven underlying principles 

of a universal whānau centred approach. These are: 

 Nga kaupapa tuku iho 

 Whānau opportunity 

 Best whānau outcomes 

 Coherent service delivery 

 Whānau integrity 

 Effective resourcing 

 Competent and innovative provision 

Following the Whānau Ora Assessment, an individual health and wellness plan will be put in place or 

where deemed appropriate by that individual, a whānau health and wellness plan may be adopted.  

A whānau health and wellness plan will draw on existing strengths and capabilities that exist within 

the whānau and build on whānau, hapu and/or Iwi aspirations (Whānau Ora).  Two follow-up 

sessions will be funded to ensure that necessary referrals and appropriate services have been 

provided. 

A small reference group will be established to realign the Whānau Ora Assessment tool.  The tool 

will be informed by a demonstration underway in a local Māori provider on the delivery of the 

comprehensive health assessment using a Te Whare Tapa Wha framework for health and wellness 

planning.  It will be adapted to accommodate for all age groups in the Māori population.   

The outcome will be a Whānau Ora Health Assessment tool on GP and other practice systems which 

enable a culturally appropriate health assessment with funded follow-up.   
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7.2.2 Te Whainga Tuarua – Tuia te here tangata kia tika te tohatoha rātonga hauora: 

Culturally trained and Coordinated Workforce 

An appropriately trained health workforce will deliver the Whānau Ora Assessment.  A well 

informed team of health professionals across the health system, with up‐to‐date and accessible 

quality clinical records, engaged with other sectors to achieve Whānau Ora. Māori and their 

whānau will have received a rewarding clinical experience based on outstanding clinical, 

interpersonal skills and cultural understandings.   

Whānau Ora Assessments will be delivered by appropriately trained nurses, linked into their primary 

health care team. Roll-out of assessment delivery will be led by Iwi/Māori providers supported by 

Whānau Ora Navigators to connect Māori with highly complex needs and their whānau to relevant 

health and other necessary services, and overcome structural barriers to support achievement of 

their health and wellbeing.   During the first year, additional primary health care  providers will be 

encouraged to become a provider of Whānau Ora Assessments, whereby appropriate training and 

support will be provided.  By the end of Year 3, Whānau Ora Assessments will be delivered through 

general practice teams, Integrated Family Health Centres, PHO chronic care team and other primary 

health care providers alike. 

The Workforce Development section of the Business Case details the proposed framework for 

primary health care  training in MidCentral district.  The Māori Cultural Responsiveness training 

module has been developed based on the framework and will drive the cultural training required for 

successful roll-out of Whānau Ora Assessments.  Appropriate staff within the PHO and Iwi/Māori 

providers will be trained to deliver the training module, in line with ‘train the trainer’ concept.  Other 

cultural resources and tools such as the Tikanga Best Practice Guidelines will continue to support 

primary health care providers to achieve cultural competency within practice 

The ability to refer and transfer patients across providers will be important to ensure a seamless 

journey for the Māori person and their whānau.  The Information Management section of the 

Business Case refers to enabling providers to share access to patient records. 

The outcome will be a locally developed cultural training programme delivered to all primary health 

care providers registered to deliver Whānau Ora Assessments.  Strengthened collaboration between 

Iwi/Māori providers and other primary health care providers including general practice will allow 

sharing and spreading of clinical and cultural support across the District.  In addition, providers will 

be joined up to share access to patient records.  In combination these outcomes will ultimately 

contribute to Māori and their whānau receiving a rewarding clinical experience based on an all 

rounded package of clinical expertise, interpersonal skills and cultural understandings. 

7.2.3 Te Whainga Tuatoru – Kia āputa kore:  No Gaps 

All Māori have unequivocal access to health care in a timely and appropriate way.  They 

experience an easy and seamless navigation through health and other necessary services, where 

one health professional is responsible for their health care at all times.  That health professional is 

responsible for involvement of other service providers when necessary and for referral and transfer 

when required. 
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A minimum of 2.0 FTE positions (Whānau Ora Navigators) will support hard to reach unenrolled 

Māori, and their whānau (if required), to link with a general practice team or alternative health care 

team at the earliest point of intervention.  Whānau Ora Navigators will provide specialist support to 

unenrolled Māori with highly complex health needs which require careful negotiation through a 

myriad of players and services involved in their care.  

A significant sub population of the unenrolled Māori population is new born (or pepe).  The earliest 

point of intervention where the Whānau Ora Navigator may be involved is before discharge from 

birthing unit.  Whānau Ora Navigators will receive a referral from the birthing unit through the PHO 

Central Referral system.  They will then take responsibility for that unenrolled pepe and their 

whānau to receive a comprehensive health assessment and linked primary health care services, 

whilst proactively facilitating enrolment to a general practice team for that pepe, and their whānau 

(if required). 

Whānau Ora Navigators will be based in Iwi/Māori providers and required to take a population 

health approach to service delivery.  They will incrementally assure seamless care for Māori and 

their whānau.  The learning from the establishment of Whānau Ora Navigators will be observed over 

time and processes developed reviewed and streamlined as the service progresses.   The key sources 

to identifying the unenrolled Māori population group are through existing networks, databases and 

information channels including: 

 GP Waiting List 

 ED presentations 

 PHO Casual register 

 After-hour consults 

 National Immunisation Register, Well Child database 

 Iwi/Māori providers 

The aspirational target is 100% Māori enrolment by 2012 

7.2.4 Whainga Tuawhā – Kia mahi ngātahi ngā rātonga katoa:  Strengthened Inter-

sectoral Approach to Whānau Ora  

Across-sector agencies working together to identify and address barriers to access for hard to 

reach Māori and their whānau.  Consistent and coordinated approach to Whānau Ora across 

agencies.  Sharing and spreading of new initiatives addressing the wider determinants of health 

for whānau Māori. 

Much of the work above requires commitment and follow-through at the right level from a range of 

service providers working to address the needs of the whānau across the continuum of care.  

Currently, achievement of Whānau Ora is a responsibility funded within siloed Vote budgets, and 

thus stifling the potential of any rapid advancement through integrated and coordinated services 

across sectors.   Integration with social services, education and justice is important for health to 

make real gains toward achievement of Whānau Ora.  Securing the right people from the right 

organisations will be the key to leading any significant change in this area.   

A Whānau Ora Leadership Network will be established to drive achievement of Whānau Ora in 

MidCentral district. The Network will consist of a wide range of stakeholders from across sectors and 

include senior representatives from Iwi/Māori providers, senior clinicians from key primary and 



 

129  

secondary care services, and decision-makers from social services, education, and justice. The 

Network will focus on new innovations, service development and improved integration across health 

and other sectors.  The Whānau Ora Leadership Network will have formal links into the Clinical 

Networks outlined in the Clinical Leadership and Service Improvement section of the Business Case. 

Governance of Whānau Ora will require review and adjustment of the plethora of networks used by 

Māori and non-Māori health staff to provide Māori, whānau and cultural input to health service 

delivery. 

7.3. NGĀ HUA WHĀNUI: WIDER BENEFITS 
Increased utilisation of health and community services by Māori and their whānau will result in 

significant benefits to whānau Māori and primary health care providers alike. These benefits include: 

7.3.1 Whānau Māori 

 Culturally appropriate health assessment, with follow-up and effective coordination of 

treatment and care engrained within the assessment tool 

 More timely access to diagnostics, clinical knowledge and technical skills across the health 

care continuum 

 Longer consultation time facilitating effective rapport and improved communication 

between the whānau and health team 

 Better informed whānau able to make informed decisions about their health and wellbeing 

in alignment with their aspirations 

 Greater input and wider views of the whānau included in health and wellness planning  

 Opportunistic occurrence to reconnect with whānau, hapu and Iwi groups 

7.3.2 Primary Health Care Providers 

 Culturally trained workforce, able to better utilise clinical skills within the health team 

 Assessments funded using a flexible funding approach, enabling registered providers to 

determine how that funding is used to provide the Whānau Ora Assessments 

 Improved coordination of health and other services required to address health need and 

wider determinants of health 

 Improved understanding and experience of delivering health services using a Whānau Ora 

approach 

 Strengthened relationships and greater collaboration between Iwi/Māori providers and 

general practice teams 

 Linked into a “virtual” extended network of health and support services available to Māori 

and their whānau including community based and kaupapa Māori services 

 Through increased enrolments general practice teams will receive additional capitation 

revenue 

At a macro level, improved access to primary health care services will provide reduced future costs 

related to illnesses.  The Whānau Ora interventions will positively impact on the National Health 

Targets. 
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7.4. TE IWI: POPULATION 
In MidCentral district, Māori account for 17.3% of the total population, against a national figure of 

14.6%. The distribution of Māori is uneven, with higher percentages in Otaki and Horowhenua. The 

MidCentral district population is increasing, although at a slower rate than New Zealand overall.  

Projected increases in the Māori population are expected to be higher for MidCentral, in comparison 

to projected increases for New Zealand overall.  By comparing the 2006 Census data with PHO 

enrollment, the projected enrollment gaps for Māori are: 

 7,050 Māori not enrolled in a PHO in MidCentral (over  40% of the total unenrolled 

population)  

 Over 4,500 Māori under 30years not enrolled (70% of total Māori not enrolled) 

 Manawatu and Horowhenua areas  show the greatest number of Māori not enrolled 

 25% of total unenrolled ED presentations identify as Māori 

Graph 1: Percentage of Population Enrolled in MidCentral PHOs by Age and Ethnicity 

 

It is also useful to observe the hospitalisation and mortality rates as a measure of access of the 

population to primary health care services in MidCentral.  The MidCentral DHB Health Needs 

Assessment (2008) evidenced particular areas where health services for Māori when compared to 

health need were marked. For example, extrapolation of the MidCentral hospitalisation and cancer 

mortality rates showed that Māori in MidCentral district were less likely to experience cancer 

(reflected in lower hospitalization rates) compared to national figures, yet they were more likely to 

die of Cancer compared nationally (shown in high Cancer mortality rates for Māori in MidCentral).   

For the Horowhenua district, persistent issues facing the community include managing an 

overlapping and complex set of issues such as clinical workforce recruitment and retention, unequal 

outcomes for Māori and other priority populations and a growing aging population facing chronic 

illnesses.  Solutions to address these issues including barriers to access need to follow a multifaceted 

approach based on joined up efforts across the health and social services. 
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7.4.1 Te kimi i te Iwi Ngaro: Target Population – No Gaps 

MidCentral PHOs have a responsibility for ensuring 100% enrollment of its population in PHOs (and 

consequently general practice teams).  78% of Māori are currently enrolled, with a projected 7,050 

Māori not enrolled in a PHO at January 2010 (our priority population).  The majority of the 

unenrolled Māori population are under 30 years old (over 70%).  A significant number of Māori and 

their whānau are evidently falling between the gaps.  The same people are the ones that often 

progress to no primary health care services and not enrolled with a general practice team at all.  This 

will be the target population for delivery of the Whānau Ora Assessments, taking into consideration 

that some tamariki/rangatahi not enrolled with general practice are likely to come from a whānau 

disengaged from health care services. 

Our aspirational target is to increase enrolment by Māori in PHOs to 100%.  This will be achieved 

through the package of Whānau Ora interventions, and associated social marketing. While the 

Whānau Ora Assessment will be offered to all non- enrolled people, it is expected to be primarily 

attractive to people identifying as Māori given Whānau Ora Assessments are culturally appropriate 

for Māori. 

The key sources to identifying this population group are: 

 GP Waiting List 

 ED presentations 

 PHO Casual register 

 After-hour consults 

 National Immunisation Register, Well Child database 

 Iwi/Māori providers 

7.5. TE TUTUKINGA WHĀNAU ORA: WHĀNAU ORA ASSESSMENTS 
The Whānau Ora Assessments aim to improve access to health services by offering a 1 hour Whānau 

Ora Assessment with two 15 minute follow-up appointments, free of charge to unenrolled Māori 

and their whānau.  The assessments will target Māori under 30 years and their whānau not enrolled 

in a PHO.  

By offering extended Whānau Ora Assessments the intervention will: 

 Improve the quality of health assessments offered to target population (eg., by addressing 

barriers such as cost, consultation time, cultural appropriateness, and choice of venue, 

service provider and whānau *individual or group+ assessments) 

 Maximise particular qualities of the nursing workforce that lend towards more effective care 

delivery (eg. more available time to carry out Whānau Ora Assessments, ability to work in 

teams, knowledge of culturally tailored approaches) 

 Capture the health needs of other whānau members who may not be enrolled through 

enhanced rapport and engagement with Māori during consults 

 Address equitable access to the full suite of health and related services across the whānau 

health and wellbeing journey 

Uptake of Whānau Ora Assessments will consequently impact on local GP capacity, against the 

backdrop of a Closed Books situation faced in some parts of the District.   A considered mitigation 

strategy will be developed to find solutions to minimise this risk going forward. 
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The number of assessments completed would be expected to increase in year two as the number of 

people qualified to provide assessments increased. Beyond three years, as the non-enrolled 

population is decreased, the number of assessments occurring can be expected to decline. 

7.6. TE TAENGA ATU O NGĀ TIROHANGA WHĀNAU ORA: ROLL-OUT OF 

WHĀNAU ORA ASSESSMENTS 
The Whānau Ora Assessments will be delivered by appropriately trained primary health care 

providers, using a staged implementation. Iwi/Māori Providers will lead the roll-out given already 

established culturally trained clinical workforce and associated structures/systems are in place. 

Iwi/Māori providers are best positioned to roll-out Whānau Ora Assessments. Key advantages 

include: 

 A proven track record in achieving Whānau Ora outcomes across the District 

 Well established links into the Māori community and readily able to promote, identify and 

make contact with hard to reach unenrolled whānau, especially those Iwi/Māori providers 

which currently offer Tamariki Ora/Well Child, Whānau Ora and Outreach services 

 Cultural competence combined with clinical practice to deliver Whānau Ora Assessments to 

Māori and their whānau 

 In-house roles that deliver health promotion activities and/or community based services 

which assist in delivering on whānau health and wellness plans 

 Established virtual network of contacts which extends beyond health into other sectors 

During the first year, additional primary health care providers will be encouraged to become a 

provider of Whānau Ora Assessments, whereby appropriate training and support will be provided. 

By the end of Year 3, Whānau Ora Assessments will be delivered by appropriately trained general 

practice teams, Integrated Family Health Centres, PHO chronic care team and other primary health 

care providers alike. 

7.7. KIA TUPU WHAKARITORITO NGĀ WHĀNAU O TE PAE HAUORA O RUAHINE, 

O TARARUA: STRENGTHENING WHĀNAU ORA ACROSS THE 

MIDCENTRAL DISTRICT 
Whānau Ora involves the actions of whānau themselves, the combined actions of Iwi/Māori 

providers, general health providers, health professionals, Māori communities, and engagement with 

other sectors including housing, social services, justice, health, education, Māori development.  

7.7.1 Ngā Kaea Whānau Ora/Whānau Ora Navigators  

Assisting the roll-out of Whānau Ora in MidCentral district will be Whānau Ora Navigators, who will 

translate the true essence of Whānau Ora working across the continuum of care and multitude of 

stakeholders involved.  Whānau Ora Navigators will provide specialist support to unenrolled Māori 

with highly complex health needs to assist them in negotiating their way through the myriad of 

players and services involved in their care. The goal is to improve coordination of health and other 

services to ensure a seamless navigation of the journey for Māori and their whānau, and enable 

accessible services resulting in a positive experience for that whānau. 

The Whānau Ora Navigators will be located in Iwi/Māori providers aligned to the outcomes sought in 

the Whānau Ora section of the Business Case. Roll-out of assessment delivery will be led by 
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Iwi/Māori providers, supported by Whānau Ora Navigators to connect to relevant services based on 

the needs of the Māori client and their whānau, and reduce structural barriers to achievement of 

health and wellbeing. Whānau Ora Navigators will lend assistance to additional primary health care 

providers as they come on board to roll-out of Whānau Ora Assessments in Year 2 and Year 3. This 

will share capability across the primary health care workforce, and strengthen collaboration 

between Iwi/Māori providers and primary health care providers including general practice. 

7.7.2 Te Whakatōpu i ngā Manukura/Whānau Ora Leadership Network  

A Whānau Ora Leadership Group will be established to drive achievement of Whānau Ora in 

MidCentral district. The Group will consist of multiple stakeholders from across sectors contributing 

toward achieving Whānau Ora, including Iwi/Māori providers, senior clinicians from primary and 

secondary care, and key decision-makers from social services, education, and justice. The Group will 

focus on new innovations, service development and improved integration across health and other 

sectors. 

7.8. TE WHAKATAUIRA: MODEL OF CARE 
The Whānau Ora model will aspire to the Whānau Ora Taskforce’s seven underlying principles of a 

universal whānau centred approach. These are: 

 Nga kaupapa tuku iho 

 Whānau opportunity 

 Best Whānau outcomes 

 Coherent service delivery 

 Whānau integrity 

 Effective resourcing 

 Competent and innovative provision 

The key features of a Whānau Ora model inherent in Whānau Ora Assessments will include: 

 Culturally tailored approach, drawing on existing Māori models of practice and holistic view 

of health and wellbeing 

 Recognition of whānau preferences and inclusion of Māori values and beliefs, Te Reo, 

Tikanga Māori, and Te Ao Māori (Māori worldview) 

 Recognition of wider determinants of health and ensuring appropriate avenues of support 

and services are explored in health and wellness planning 

 Enabling a choice of venue, time and use of a Māori cultural expertise if/as identified as 

important by the Māori client and their whānau 

 Enabling Māori self determination over their health and wellness journey, which is aligned to 

health needs aswell as personal/whānau aspirations 

 Links to an extended network of kaupapa Māori and/or culturally competent general 

services 

 Understanding the underlying principles of Whānau Ora 

A small reference group will be established to realign the Whānau Ora Assessment tool to the 

outcomes sought in this Business Case.  The tool will be informed by feedback from a demonstration 

underway in a local Māori provider around the delivery of the comprehensive health assessment 

using a Te Whare Tapa Wha framework for health and wellness planning.  The reference group will 

consist of predominately Māori clinical staff working alongside Māori experts.   
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Iwi/Māori Providers are integral to leading the dissemination of Whānau Ora achievement in 

MidCentral district. Iwi/Māori Providers will roll-out the Whānau Ora Assessment tool in the first 

year supported by Whānau Ora Navigators. Through sharing expertise of Whānau Ora Navigator 

roles Iwi/Māori providers will assist in extending the roll out of assessments to other primary health 

care providers in Year 2 and Year 3.   

7.9. TE HUARAHI HAUORA: CLINICAL PATHWAY 
The following clinical pathway will be used for delivery of the Whānau Ora Assessments: 

7.10. HEI MAHI MĀ TĀTOU: ACTIONS REQUIRED TO DELIVER WHĀNAU ORA 

ASSESSMENTS 
Specific actions that will enable delivery of Whānau Ora Assessments include: 

 Realigning the Whānau Ora Assessment tool to the outcomes sought in this Business Case 

 Refining the training curriculum and providing cultural training for the health workforce 

providing Whānau Ora Assessments  

 Supporting approved primary health care providers in Year 1 to identify target population, 

and deliver Whānau Ora Assessments and monitor progress 

 Agreeing with Iwi/Māori providers the roll-out of Whānau Ora Navigators to support Year 1 

implementation of Whānau Ora Assessments in Iwi/Māori providers, and lend support for 

Year 2 and Year 3 roll-out across additional primary health care providers 

 Adapting the self-management training programme drawing on Whānau Ora model of 

practice discussed earlier, to form the basis of whānau support groups and appropriate self-

management support for Māori clients and their whānau 

 Providing culturally appropriate case management to Māori clients and their whānau with 

high complexity/chronic conditions/co-morbidities 

 Extending the virtual network of community based health and support services available 

across providers 
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Borderless 
Health Care 

Focus on Patient 
Experience 

Redeveloped Practice Model Innovation & implementation 
pipeline 

Bottom up service 
improvement 

Intervention  Free 1 hour extended Whānau Ora Assessment including 2x15minute follow-up appointments for non-enrolled Māori and their whānau through 
appropriately trained primary health care providers. The registered provider will offer or facilitate enrolment with general practice.  The 
programme will be managed within the PHO, supported by a Project Manager and/or Clinical Coordinator.  Whānau Ora Navigators located in 
Iwi/Māori providers will provide additional support to promoting, identifying and working alongside unenrolled Māori with high complexity of 
issues, and their whānau. 

Aspirational 
Target(s)  
Contributed to 

Increase enrolment by Māori in PHOs to 100% and thus contributing to: 

 30% reduction by 2012 in acute presentations (non-accident) at emergency department attendances  

 20% reduction in avoidable hospital admissions (ASH) for adults and children by 2012 

 20% reduction of acute presentations to general practice by 2012 

Priority 
Population 

7,050 unenrolled Māori with a focus on Māori under 30 years and their whānau, identified through: 

 Māori on GP waiting list 

 Non-enrolled Māori accessing casual GP, A&M services and ED 

 Non-enrolled Māori presenting to primary health care  community based services 

Note: a proportion of this population overlaps with other Programmes of Activity – ie. Acute Care, Older People and IFHCs. 
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Borderless Health 
Care 

Focus on Patient 
Experience 

Redeveloped Practice Model Innovation & 
implementation pipeline 

Bottom up service 
improvement 

MidCentral Unifying 
Concepts  

Business Concept Goal for Whānau Ora 

Borderless Health Care  Unequivocal access to primary heath care services in a timely and appropriate way 

 An easy and seamless navigation through the health system 

 Prioritised triaging and assessment of risk factors related to leading health issues 

 All people have access to after hours PHC service through a single point of contact by 2012 

Focus on the patient 
experience 

 Equal and unconditional treatment to care and follow-up 

 A rewarding clinical experience based on outstanding interpersonal skills and cultural 
understandings 

Redevelop practice 
model 

 Culturally appropriate health assessment based on Whānau Ora principles, within a system of 
coordinated and structured care, supported by a suitable trained workforce 

 Better informed service delivery focused on Whānau, Hapu and/or Iwi aspirations and in 
response to local health needs of Māori in their district 

 A well informed team of health professionals across the health system, with up-to-date and 
accessible quality clinical records, engatged with other sectors to achieve Whānau Ora 

Innovation and 
Implementation Pipeline 

 Culturally appropriate health assessment based on Whānau Ora principles, within a system of 
coordinated and structured care, supported by a suitable trained workforce 

 Whānau Ora Leadership Group established and innovations tested and disseminated where 
appropriate 

Bottum up approach o 
service improvement 

 Experience based design techniques used for patient feedback 
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Borderless Health 
Care 

Focus on Patient 
Experience 

Redeveloped Practice Model Innovation & 
implementation pipeline 

Bottom up service 
improvement 

Actions   Realign Whānau Ora Assessment tool using a small focus group of clinicians and cultural expertise 

 Refine training curriculum, use “train the trainers” concept to deliver the future training modules programme on an ongoing basis, and 
provide training to registered primary health care providers in the first instance 

 Communicate with health sector and Māori (through Iwi/Māori Providers and existing Māori networks) on intention, actions and likely 
timeline 

 Establish service specifications and contractual parameters (including monitoring, funding, staff competency requirements etc) for 
those primary health care providers wishing to offer Whānau Ora Assessments  

 Identify primary health care providers willing to provide Whānau Ora Assessments, put in place relevant contracting arrangements 
with these and facilitate their establishment of internal processes, systems, and staff competency training  

 Establish responsibility within the PHO for identifying non-enrolled people and put in place the necessary ongoing systems to identify 
non-enrolled people and link them with registered providers. Methods of identification will include casual patient information from 
patient management systems, GP waiting list information, ED process for referral of those identified as not having a GP, and range of 
relevant DHB/MoH databases such as National Immunisation Register (NIR). Work with primary health care providers/ED/DHB to 
obtain patient permission where necessary for contact to be made with the unenrolled person and have link made to provider 

Deliver Whānau Ora Assessments in appropriate settings (home, marae, Iwi/Māori providers, general practice, PHO clinics), through 
approved providers.  The assessments will enable: 

 Coordinated and structured care, resulting in health and wellness plan, and Whānau support groups participating in culturally 
appropriate self-management training programmes 

 Whānau Ora Navigators to support Māori with highly complex needs to address wider health determinants 

 Follow-up by registered providers through shared access to patient records 

Ongoing contractual monitoring and management of Whānau Ora Assessment service provision.  

Keep health sector including Iwi/Māori providers updated on programme and seek ongoing assistance for referral of those unenrolled 
people to the PHO or an appropriate primary health care provider. 

C
O

S
T

 B
E

N
E

F
IT

 A
N

A
L

Y
S

IS
: T

E
 K

A
U

P
A

P
A

 P
Ā

K
IH

I M
Ō

 W
H

Ā
N

A
U

 O
R

A
 / 

E
X

T
E

N
D

E
D

 W
H

Ā
N

A
U

 O
R

A
 H

E
A

L
T

H
 C

A
R

E
 

 



 

138 

 

Borderless Health 
Care 

Focus on Patient 
Experience 

Redeveloped Practice Model Innovation & 
implementation pipeline 

Bottom up service 
improvement 

Linkages  Whānau Ora approach across all programmes of activity (where appropriate) 

 Comprehensive Health Assessments for Māori aged 45 years+, Kaiawhina to implement case management, Whānau support groups 
(see Acute Care & Older Care sections) 

 Whānau Ora Coordinator roles in IFHCs (see IFHCs section) 

 Māori Clinical Leadership roles in Clinical Business Support Unit (CBSU) (see IFHCs) 

 Whānau Ora Assessment training (Workforce Development section) 

 Whānau Ora Leadership Network (Clinical Networks section) 

 Shared electronic health record (Information Management section) 
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High-level Work Programme (what will actually happen) 

From 1 July 2010 to  

31 August 2010 

 Identify position responsible for management of programme within PHO 

 Realign Whānau Ora Assessment tool using a small reference group of clinicians and cultural expertise  

 Confirm feasibility of unenrolled people identification processes (including consultation with small number of representative primary health 
care providers including general practice and Iwi/Māori providers, ED, MDHB Child Health) and establish any legal requirements that must be 
met (eg. privacy issues) 

 Engage with Iwi/Māori providers to agree position descriptions and location of Whānau Ora Navigator roles across the District, based on 
greatest need and alignment with outcomes sought in the Business Case 

 Engage with Iwi/Māori providers and additional primary health care providers across the District to register interest in rolling out Whānau Ora 
Assessments in Year 1 

By 30 Sept 2010 

 

 Agree Whānau Ora Assessment tool for demonstration at Iwi/Māori provider sites in Year 1 

 Refine training curriculum  

 Communicate intentions with sector and ask for expressions of interest from possible service providers 

 Establish necessary processes, systems, monitoring and contracting parameters with providers 

 Roll out necessary training programme to trainers and staff from first wave of providers and ensure same staff from providers able to access 
other necessary training modules during this period 

 Have signed contracts in place for provision of services with at least three service providers 

 Implement marketing/communications strategy tapping into existing Māori forums and networks, Iwi/Māori providers and Māori public radio 
stations  

From 4 October 
2010 

 Initial service providers “go live” from 4 October. Communication with rest of Health Sector to advise on service that has been put in place and 
how identification of unenrolled people and their referral to service providers is to occur  

By 31 January 2011 

 

 Initial review of service provided by existing service providers in first three months and make modifications to programme as required 

 Have a further three service providers able to provide Whānau Ora Assessments as required 

 Identify level of need for further service providers to be contracted and the level of ongoing training required to support  

April 2011  Audit of all existing service providers to ensure contractual requirements being met and levels of patient uptake and satisfaction 

Every October from 
2011 onwards 

 Complete programme review to assess effectiveness, both from clinician and patient/whānau viewpoints, value for money and whether 
programme should be continued/modified 
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The following table demonstrates the possible outcomes and associated measurements.  A detailed outcome and measurement matrix (potentially based on 

the balanced scorecard) will be developed as part of the implementation project. 

Specific Outcomes 

and Measures 

Outcome Measurement 

Increase in Māori enrolment in PHOs  Change in proportion of Māori unenrolled 

 Number of Whānau Ora assessments provided 

 Conversion rate from assessment to enrolment in general practice 

Reduced ED presentations  Incidence rate of ED presentations by non-enrolled persons relative to incidence rate 
of ED presentations by enrolled persons detailed by ethnicity, age, location 

 Incidence rate of extended care paramedic presentations by non-enrolled persons 
relative to  incidence rate of  extended care paramedic presentations by enrolled 
persons detailed by ethnicity, age, location 

 Proportion of non-enrolled  persons presenting at ED or receiving extended care 
paramedic services who are referred to a GP or A&M services, relative to enrolled  
persons detailed by ethnicity, age, location 

Reduced ambulatory sensitive admissions to hospital  Number of potential ambulatory sensitive conditions identified amongst those 
patients completing a Whānau Ora Assessment 

 Incidence rate of admissions for AS conditions amongst unenrolled  person relative to 
incidence rate for enrolled people   
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Assumptions  Roll-out of Whānau Ora Health Assessments will be led by Iwi/Māori providers in Year 1, following completion of appropriate training 

 Existing primary health care  workforce (including Māori/Iwi providers, community nursing chronic care teams) will receive appropriate training 
in Year 1 for roll-out of Whānau Ora assessments in Year 2  

 There will be unenrolled Māori willing and able to undertake assessments 

 There will be primary health care providers willing and able to provide the assessments  

 Primary health care providers have systems and clinic space to deliver assessments 

 Primary health care providers intending to offer the assessments would be asked to provide paid release time for staff to attend the relevant 
trainings 

 Curriculum development will be undertaken in a timely manner and the training and development courses required will be offered at sufficient 
points in time over the period to allow providers to ensure staff competency requirements are met before programme is initiated 

 It is assumed that the payment from the PHO to the primary health care  provider would need to be sufficient to cover the cost of one hour of 
a primary health care nurse’s time. On this basis, the estimated cost is $80 per hour time.  The initial assessment will be 1 hour with 2 x 15 
minute follow up appointments with the nurse for those not referred to case managers. 

Clinical resources 
required  

  2 hours of the nurse or other similarly qualified primary health care providers time for each assessment including follow-up and administration 

Cost  and Benefits 
to DHB 

 The DHB would face no additional financial outflow 

 The DHB may face additional demand from health professionals wishing to attend training programmes run in co-operation between the 
Health Development Team and the PHO, such as for health care assessments  

 The DHB may face some cost savings associated with reduced ambulatory admissions and improved population health due to previously non- 
enrolled patients being managed in primary care  
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Cost and Benefits to 
PHO 

One-off/occasional costs and benefits 

 The PHO faces the one off costs of realigning Whānau Ora Assessment and the assessment training curriculum 

 The PHO faces the costs associated with designing, implementing, communicating and project managing the processes/systems for identifying 
and referring non- enrolled people 

Ongoing costs and benefits 

 The PHO faces the ongoing cost of paying registered primary health care providers to provide Whānau Ora assessments  

 The PHO would provide training to primary health care providers in the necessary skill modules (note that some modules, such as the 
comprehensive health assessment, are provided in co-operation with the DHB) 

 The PHO will face the costs of a Project Manager associated with communicating the programme to the sector, establishing contracting 
arrangements, and an ongoing cost related to identifying unenrolled people and linking them with appropriate service providers  

 The PHO would receive additional revenue associated with the capitation of newly enrolled people as result of this programme  

 The PHO will incur a small marketing cost ($15,000 per year) 

Cost and Benefits to 
Primary Health Care 
Provider   

One-off/occasional costs and benefits 

 The primary health care  provider faces the one off/occasional costs of training staff to provide Whānau Ora assessments  

 The primary health care  provider faces the cost of contracting with the PHO to provide the service 

Ongoing costs and benefits 

 Registered primary health care  provider receives from the PHO for delivering the services 75% of revenue upfront based on contracted 
volumes, as volumes and expenditure is monitored regularly over time, the remainder payable on actual volumes achieved at the end of 
quarter 3 of an annual contract 

 The registered primary health care  provider faces the ongoing  cost of providing the service in terms of staff time and use of facilities (cost 
likely to include identification of eligible people, nurse appointment time, DNAs, appointment set up, and any necessary follow up, invoicing of 
PHO and provision of any monitoring information)  

 The registered primary health care  provider faces an expected cost or benefit related to the probability that the client will choose to enroll 
with the practice, the attraction of capitation funding, and the costs and benefits of the patient facilitated into general practice or seeking 
emergency after hours care 
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Cost and Benefits to 
Patient/Whānau  

 The patient faces no financial costs or benefits 

 The patient benefits from receiving a free service that may lead to improved health outcomes and standard of living. Associated with this the 
patient may avoid future costs of illness 

 The patient faces travel, time and inconvenience costs of attending the extended assessment 

Summary Comment 
on Costs and 
Benefit  

 The willingness of GPs to offer the service would depend upon the price paid per assessment, compared to the range of costs that the GP faces 

 From a PHO and DHB perspective the broad costs of the service would be $1.094 million over three years. This compares to expected cost 
savings both immediately and in the long run contributing to Aspirational Targets, as well as expected flow of capitation revenue for primary 
health care providers 

 In conclusion, the benefits of the intervention are expected to outweigh the costs 

Risks  An unintended consequence is enrolled Māori patient disenrolling from their general practice to receive a free extended Whānau Ora 
Assessment.  This would affect enrolled Māori aged 45 years+, where the incentive to receive a free extended Whānau Ora Assessment and 
follow-up is outweighed by the inconvenience of disenrolling and re-enrolling 

  Māori people on the Waiting List currently enrolled with a general practice, yet seeking enrolment elsewhere.  This will be addressed through 
the Centralised Referral System 

 General practice workforce capacity 
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8.0 FURTHER OPPORTUNITIES FOR EFFICIENCY GAIN 

The following are additional interventions that will be taken forward as the capacity and capability of 

the Sealth System allows.  These interventions will help to support the overall vision for community-

based care in the District and offer opportunities to make improvements without significant 

additional costs.  

8.1. FINANCIAL OVERVIEW 

8.1.1 Clinical Resources required 

Other opportunities for improvement FTE Required 

Pharmacist – Pharmacy savings programme 1.0 

8.2. MEDICINES MANAGEMENT PROGRAMME:  OVERVIEW 

Community pharmaceutical spending in the MidCentral district is greater on a per capita basis than 

the New Zealand average.  No clear rationale for this variation is understood, suggesting that 

opportunity exists for cost savings by promoting pharmaceutical prescribing that is consistent with 

national best practice.  

Organisation Actual Expenditure Benchmark Expenditure 
Indicator Value  
(% of Benchmark) 

National average $537,482,768.48 $608,446,678.68 88.34% 

MidCentral DHB $23,671,573.54 $23,830,250.42 99.33% 

Wairarapa DHB $6,012,514.04 $6,699,415.93 89.75% 

Capital and Coast DHB $32,024,858.05 $37,852,606.84 84.60% 

    

Manawatu PHO $15,668,267.77 $14,965,381.00 104.70% 

Horowhenua PHO $4,843,661.86 $5,057,270.43 95.78% 

Otaki PHO $1,100,498.34 $1,239,762.97 88.77% 

Tararua PHO $2,059,145.57 $2,567,836.02 80.19% 

Otaki and Tararua PHOs are in line with or below national benchmark spending. Conversely, 

Horowhenua and Manawatu PHOs are significantly above the national average.  As Manawatu PHO 

has the highest level of spending relative to benchmark and is the largest PHO in the District, it is 

likely that Manawatu PHOs prescribing practices are the cause of much of the difference between 

MidCentral PHO and the national average.  

Reducing MidCentral DHBs expenditure on GP referred pharmaceuticals to the national average 

would save around $2.6m pa.    

Estimated cost to realise further opportunities for 

improvement 
Year One Year Two Year Three 

Pharmacy savings $112,000 $112,280 $112,561 

Primary care management of community referred radiology $15,000 $ - $ - 

Total $127,000 $112,280 $112,561 
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Trend data for the last 3 years suggests that GP referred spending on pharmaceuticals is declining 

and would be expected to continue declining given the existing programme.  The rate of change is 

such that Manawatu PHO will not achieve the current national benchmark levels until 2012 – and it 

is reasonable to expect the national benchmark will drop further during the period.  Increasing the 

pace of change is therefore expected to return real financial savings to the District. 

Misuse of medicines and medicine related errors are known to be a significant driver of acute 

demand for health services.  Reducing variation in prescribing, moving to best practice medicine use 

and improving medicine management with general practice, Emergency Department and inpatient 

services through reduced acute demand. 

8.2.1 Pharmaceutical Savings Programme 

A clinical pharmacy and pharmacy facilitation service already operates from the MidCentral PHOs.  

This service aims to proactively identify variation from prescribing best practice and work with 

prescribers to alter prescribing practice. Further investment in this service by way of an additional 

1.0 FTE clinical pharmacy facilitator is expected to return the following benefits:  

 An additional 1 percentile point reduction in GP referred spending relative to the benchmark 

level in the year ended June 2010 and 

 An additional 5 percentile point reduction in GP referred spending relative to the benchmark 

in the years ended June 2011 and 2012 (reduction is cumulative) 

Potential forecast savings over the next three years from the extension of the programme given 

these assumptions are shown in the table below.  

Estimated potential impact of 
extending pharmaceuticals saving 
programme 

YE Jun 2010 YE Jun 2011 YE Jun 2012 

Additional potential saving per year $212,624.14 $1,005,585.50 $748,269.05 

Cumulative additional savings $212,624.14 $1,218,209.64 $1,966,478.69 

    

This is seen as a three-year project at the end of which MidCentral expenditure will be in line with 

national benchmarks.  Longer term, the level of staffing required to maintain the gains may be 

reviewed.  

8.2.2 Medicines Management Committee 

The pharmacy savings scheme will be advised and overseen by the District -wide Medicines 

Management Committee which will include representation of the major stakeholders – GPs, 

community pharmacy, clinical pharmacists and primary health care nursing.  It will be a clinically-led 

committee, supported by the PHO.  The role of the committee is to identify patterns of 

pharmaceutical use and potential interventions to improve medicines utilisation in the District and 

provide direction to the pharmacy facilitation team and other providers.  In recent years, the DHB 

has funded a variety of projects to improve medicines utilisation.  MidCentral PHOs will seek to 

access this funding to run programmes that will improve medicines utilisation and achieve 

pharmaceutical savings.   
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It is expected that the Medicines Management Committee will hold a notional pharmacy budget for 

the District.  A framework will be agreed between the PHO and the DHB so that savings resulting 

from specific programmes will be available for reinvestment in activities related to Better, Sooner, 

More Convenient primary health care .   
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Borderless 
Health Care 

Focus on Patient 
Experience 

Redeveloped Practice Model Innovation and Implementation 
Pipeline 

Bottom-up Service 
Improvement 

Intervention  Increase pharmacy facilitator support to general practice by 1.0 FTE 

 Establish a Medicines Management Committee to oversee clinical pharmacy service and to manage a notional pharmacy budget for the District 

Aspirational target Reduce rate of growth in GP-referred pharmaceutical expenditure to 1% per year until the level of expenditure in MidCentral is similar to the 
national benchmark level 

Rationale Reducing pharmaceutical expenditure to a level consistent with national benchmarks frees financial resources which can then be used for other 
health projects 

Actions   1.0 FTE pharmacy facilitator employed under PHO  

 Clinical and business support unit to be established, with allocation of responsibility for supporting Medicines Management Committee 

 Medicines Management Committee to be established with the mandate of MidCentral Clinical Board and PHO Clinical Board for the purpose of 
advising on interventions to improve medicines management and utilisation 

 Establish medicines intervention development, implementation and monitoring processes utilising advice of Medicines Management Committee 

Linkages  1.0 FTE Pharmacy Facilitator employed under PHO 

 Clinical and Business Support Unit to be established, with allocation of responsibility for supporting Medicines Management Committee 

 Medicines Management Committee to be established, with the mandate of MidCentral Clinical Board and PHO Clinical Board for the purpose of 
advising on interventions to improve medicines management and utilisation 

 Establish medicines intervention development, implementation, and monitoring processes utilising advice of Medicines Management Committee 
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High-level Work Programme (what will actually happen) 

Once CBSU established: 

 Responsibility for monitoring pharmaceutical saving programme established and servicing of Medicines Management Committee 

 Paper to PHO and MidCentral Hospital Clinical Boards to agree mandate for Medicines Management Committee, terms of reference, basis for representation on 
committee to be established, frequency of meetings, etc 

 Recruitment of additional pharmacist to pharmacy facilitation team 

Following establishment of Medicines Management Committee: 

 Establishment of annual programme for Medicine Management Committee, including processes for pharmacy facilitation team to seek ideas, advice and support for 
interventions and for receipt of information on effectiveness of interventions and overall pharmaceutical expenditure 

 Ongoing servicing of committee by CBSU, with focus on provision of monitoring information 

 Proposal to be put forward from Medicines Management Committee to clinical and management boards of DHB and PHO to act as nominal budget holder for 
pharmaceutical budget, with specification of how over and underspends are to be managed and scope of authority of the committee to affect change in clinician 
behaviour 

 Establishment of a framework with the DHB for Medicine Management Committee management of a virtual budget for pharmaceutical expenditure and 
arrangements for risk and gain-sharing 
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The following table demonstrates the possible outcomes and associated measurements.  A detailed outcome and measurement matrix (potentially based on 
the balanced scorecard) will be developed as part of the implementation project. 

 

Specific Outcomes 
and Measures 

Outcome Measurement 

Reduce pharmaceutical expenditure by 20% per year  Annual change in pharmaceutical expenditure 

 MidCentral district community-referred pharmaceutical expenditure relative to national 
benchmark expenditure 

Information to 
support financial 
assumptions 

 That the national average to benchmark expenditure level for pharmaceuticals is appropriate for MidCentral DHB 

 That an additional 1.0 FTE Pharmacist can increase the rate of decline in pharmaceutical expenditure by 1, 5 and 5 percentage points in the years 
2011, 2012 and 2013 respectively 

Clinical Resources 
Required  

 1.0 FTE Pharmacist 

 Time for representatives to attend the Medicines Management Committee  

Cost  and Benefits 
to DHB 

 Reduced pharmaceutical prescribing results in a direct financial saving which are available for other activities 

Cost and Benefits to 
PHO 

 Cost of employing pharmacy facilitator and supporting Medicines Management Committee, offset by gain-sharing with DHB 

Cost and Benefits to 
General Practice 

 No increased costs to general practice aside from the time taken to engage with pharmacy facilitators 

 Improved prescribing practice benefits practices through PHO Performance Programme 

Cost and Benefits to 
Patient 

 Improved prescribing and medicine management benefits patients and their family/whānau financially (reduced prescribing) and through 
improved health status with fewer medicine-related mishaps 

Summary Comment 
on Costs and 
Benefits  

 Improved medicines management has strong financial benefits, is linked to improved health outcomes and assists with reducing acute demand 
for general practice and hospital services.  The financial benefits exceed the cost of achieving improvement in medicine management 
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8.3. PRIMARY  HEALTH CARE MANAGEMENT OF COMMUNITY-REFERRED 

RADIOLOGY 

8.3.1 Overview 

In the MidCentral district, a small number of community-referred radiology services are managed 

through the PHOs and provided by private providers.  The bulk of services, however, are provided by 

MidCentral Health (the Provider Division).  The services provided by MidCentral Health are 

contracted through the mechanism of the Price Volume Schedule.  The following table identifies the 

value of MidCentral DHBs spend on community-referred radiology provided by MidCentral Health: 

GPs, who are the predominant users of community-referred radiology services, currently have no 

role in the management of the services provided by MidCentral Health.  The main mechanisms used 

by MidCentral Health to manage service utilisation and cost are supply-side strategies - restricting 

the range of services available (for example, no CT scans) and reducing service availability (for 

instance, making patients wait).  By comparison, community-referred radiology services managed by 

the PHO rely on supply-side strategies that are based on clinical decisions about priority areas, and 

education and control activities with prescribers.  There is extensive clinician involvement in 

management of these services, including GP participation on the Radiology Oversight Committee. 

The impact of these two approaches on waiting times illustrates the issues for primary health care .  

During 2009, radiology reporting times for urgent cases varied between 12.5 days (in April) and 1.5 

days (in July) at Palmerston North Hospital’s radiology department.  The waiting times for routine 

radiology examinations also vary significantly depending on the type of examination.  The waiting 

times for plain film X-rays is currently virtually nil.  Waiting times for other investigations can be up 

Table: DHB Expenditure on Community-Referred Diagnostics 2009/10 

Service Provider Funding mechanism 
Contract value 

2009/10 

Plain film, ultrasound, 

fluroscopy, 

mammography, etc 

MidCentral Health Price Volume Schedule $1,831,980 

Nuclear med MidCentral Health Price Volume Schedule $417,820 

Specialist C-R tests MidCentral Health Price Volume Schedule $773,924 

Retinal screening - PN MidCentral Health Price Volume Schedule $175,653 

CT head aches Broadway Radiology DHB contract $46,540 

CT TIA Broadway Radiology DHB contract $36,720 

Retinal screening - 

Horowhenua 

Private optometrists Horowhenua PHO $32,010 

Retinal screening - 

Tararua 

Private optometrists Horowhenua PHO $19,855 

Retinal screening - Otaki Private optometrists Otaki PHO $8,725 

Horowhenua plain film Broadway Radiology Horowhenua PHO $281,985 

Ultrasound DVT & Renal Broadway Radiology Horowhenua PHO $99,990 

Tararua Plain film Tararua Health Group Tararua PHO $79,200 

Tararua ultrasound Tararua Health Group Tararua PHO $144,950 

Otaki radiology Kapiti radiology providers WIPA $30,840 

Total   $3,949,352 
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to 6 weeks for an abdominal ultrasound or 13 weeks for nuclear medicine cardiac scans.  By 

comparison, the waiting times reported by Broadway Radiology for CT headache-related scans over 

the last 12 months has been around about 36 hours.  

Managing all community-referred radiology services through the PHO is expected to result in 

services that are more responsive to the needs of primary health care clinicians.  Services would 

work in the following way: 

 The DHB contracts the PHO to provide community-referred radiology services 

 The PHO contracts a range of local providers (including MidCentral Health) to provide 

services according to a standard contract.  Providers are paid for the work they undertake 

 The PHO manages local providers, including all payments to them 

 The Radiology Oversight Committee assumes responsibility for managing expenditure 

against contract.  This includes the monitoring of prescribing patterns, CME with prescribers 

and decisions about prioritisation, waiting times and service availability 

This is an approach to community-referred radiology that has been working well that has been 

managed by Compass Health in the Wellington district for many years.  Compass Health has proven 

ability to manage services within budget and according to priorities determined by primary health 

care clinicians.  Introducing the approach to the MidCentral district is expected to have the following 

advantages: 

 Reduced waiting times for diagnostic tests and for reports on radiology examinations 

 Improvements in the range of tests available on direct referral from primary health care 

clinicians 

 Potential savings arising from analysis of prescribing/utilisation, which would be available to 

be invested in an extended range of services, specific radiology projects, or other Better, 

Sooner, More Convenient primary health care projects 

There is potential, with an open-market approach, for a flow of services between providers as 

prescribers and their patients select providers that give them the access that they want.  In general, 

radiology resources in the MidCentral district are constrained in the short term, particularly around 

the Radiologist workforce.  In the medium term, service availability is generally more elastic. 

Furthermore, community-referred radiology is used by MidCentral Health to support its overall 

radiology capacity – including the 24-hour acute demand service.  A transitional arrangement is 

required to ensure that any reduction in funding to MidCentral Health arising from reduced service 

volumes occurs in such a way as to enable the organisation to reduce its costs.  This is consistent 

with the principle of financial neutrality. 

Clinicians need fast access to a patient’s latest test results.  This applies whether the clinician is part 

of a primary health care  team delivering chronic care services, is in an A&M clinic dealing with an 

acute presentation or is a hospital specialist seeing the patient in an outpatient clinic or an inpatient 

ward.  Radiology results need to be readily available regardless of the source of both the prescriber 

and the radiology provider.  This requires that all reports and films undertaken in the District are 

accessible through a single Picture Archive System.  This avoids duplication and delay and it 

significantly contributes to improving the patient journey.   

Rapid access to diagnostics will become more important as primary and secondary care services 

work to manage acute demand for services.  Over time, guidelines for referral to diagnostic services 
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are expected to be incorporated into clinical pathways, which should reduce the waiting times for 

those patients referred and may help to improve utilisation amongst underrepresented groups and 

encourage appropriate referral practices.  

8.3.2 Financial and cost-benefit analysis 

The PHOs already have in place the basic mechanisms and resources required to manage the total 

community-referred radiology budget.  Any increase in resources required will need to be sourced 

from savings in expenditure. 

The most significant financial aspect of the proposal is the change to the way in which MidCentral 

Health is funded.  Community-referred radiology will move from the Price Volume Schedule to a fee 

for service contract with the PHO.  Funding will be unbundled from the Price Volume Schedule based 

on 12 months’ actual volumes up to 31 December 2009 and the 2010/11 PHO community-referred 

radiology price schedule. 

The PHO will guarantee MidCentral Health a defined level of activity in the first year so that any 

change in volumes at MidCentral Health will be fiscally neutral to the DHB. 
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Borderless Health 
Care 

Focus on Patient Experience Redeveloped Practice Model Innovation and Implementation 
Pipeline 

Bottom-up Service Improvement 

Intervention  The PHO manages all community-referred radiology services 

Rationale PHO management of community-referred radiology is expected to result in more responsive services including better waiting times for examinations and 
reports and a wider range of service availability.  This will result in better and faster clinical decisions and improved health care outcomes and patient 
journeys. 

Actions   Community-referred radiology budget transferred from Price Volume Schedule to PHO contract 

 Radiology Oversight Committee is strengthened with majority input from GP/primary health care nurse (as opposed to radiology providers) 

 Radiology Oversight Committee manages the service including monitoring of prescribing, CME, and develops guidelines for service use to be 
included in PMS and decision support systems 

 PHO works with all radiology providers so that all radiology reports and films are available to clinical staff through a single Picture Archive System 

 PHO contracts a range of providers, including MidCentral Health 

Linkages  Acute Demand Management – rapid access to radiology is a key requirement of this core initiative 

High-level Work Programme (what will actually happen) 

Transfer the budget: 

 DHB and PHO agree business rules for MidCentral Health, including transitional arrangements and revenue underwriting 

 DHB and PHO agree contract terms for new community-referred radiology contract, including provisions for gain-sharing 

PHO establishes systems to manage the budget: 

  PHO re-establishes Radiology Oversight Committee fit for purpose 

 PHO works with radiology providers to agree on mechanisms for clinician access to reports/films 

PHO manages community-referred radiology service: 

 Radiology Oversight Committee meets to monitor demand 

 Radiology Oversight Committee directs Continuing Professional Education programme for prescribers 

 Radiology Oversight Committee oversees development of guidelines and pathways and the incorporation of these into PMS and decision support systems 
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Specific Outcomes 
and Measures 

Outcome Measurement 

Improved access to community-referred 
radiology services 

 Patient waiting times for radiology 

 Reporting times to prescriber 

 Range of radiology examinations available on referral from primary health care clinician 

 Clinician satisfaction with radiology 

 Patient satisfaction with radiology 

Information to 
support financial 
assumptions 

 Standard PHO community-referred radiology prices apply to all providers including MidCentral Health 

 In Year 1, PHO manages volume movements so there is a neutral financial impact on MidCentral DHB.  In out-years, volume movements are 
dictated by clinician/patient choice and providers (including MidCentral Health) manage costs to match changes in funding 

Clinical Resources 
Required  

 Time for representatives to attend the Radiology Oversight Committee – GPs, primary health care nurses, Radiologists, radiology provider 
representatives 

Cost  and Benefits 
to DHB 

 Neutral impact on DHB provider arm in Year 1 

 Neutral impact on DHB funder in Year 1 and out-years 

Cost and Benefits to 
PHO 

 Infrastructure in place already through Compass Health 

 Enhancements to Radiology Oversight Committee 

 Improved services benefits clinical services and community (for example, improved access for priority groups) 

Cost and Benefits to 
General Practice 

 Significant improvement – PHOs through Compass Health 

 More clinician choice 

 Clinicians drive service and service development 

Cost and Benefits to 
Patient 

 No change in cost 

 Improved access 

 More patient choice 

Summary Comment 
on Costs and 
Benefits  

 This initiative is expected to be at least financially neutral and to have major benefits in terms of improving access to services, clinician involvement 
in service delivery and patient choice.  It is expected to make a significant contribution to improved acute demand management in conjunction with 
the other programmes proposed in that section of this Business Case 
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9.0 SYSTEM LEVERS – ENABLING CHANGE 

The vision for Sytem Levers in the MidCentral is: 

We see health care as a system, with a series of levers, or points of influence, which can be used to 

effect change within the system. We must align our system levers to support and reinforce the 

change we are making through the Programmes of Activity. 

9.1. FINANCIAL OVERVIEW 
The following is a description of the changes that will be required to our system levers to support 

the Programmes of Activity. These changes and the expected costs are summarised in the table 

below: 

Estimated cost of changes to system enablers Year One Year Two Year Three 

Clinical networks $204,000 $445,110 $446,323 

Clinical Leadership and innovation pipeline $216,000 $207,518 $208,036 

Clinical Governance $2,400 $2,406 $2,412 

Information management $194,230 $106,265 $106,531 

Business and Clinical Support Service $1,349,000 $1,352,000 $1,358,000 

Workforce development initiatives $421,700 $382,654 $383,611 

Total $2,387,330 $2,495,953 $2,504,913 

9.1.1 Clinical Resource Requirements 

The clinical resources required to implement the system enabler changes are estimated in the table 

below: 

System Enablers  

Clinical leader – Clinical Leadership & Innovation pipeline 1.0 

Programme coordinators – Workforce Development initiatives 3.0 

Business and Clinical Support Service TBD 

Total 4.0 

9.2. ENABLER OVERVIEW  
To achieve the goal of transforming primary health care services in the MidCentral district to 

improve health, and deliver cost-effective, quality services, fundamental changes are required in our 

thinking about how we work together across the system.   Transformational change is a process of 

moving individuals, teams and organisations towards a shared vision, through transformational 

leadership, clinical governance, clinical networks and interdisciplinary workforce development, 

leading to service and performance improvement.  

Transformation of health care delivery starts with a transformational aim.  The Institute for 

Healthcare Improvement (IHI) believes that one such transformational aim includes a balance or 

optimisation of performance on three dimensions of care, which IHI calls the “Triple Aim” approach: 

 Improve the health of the population;   

 Enhance the patient experience of care (including quality, access, and reliability); and   

 Reduce, or at least control, the per capita cost of care 

The concept of the Triple Aim is a shared language amongst the MidCentral clinical community. As 

such, it provides shared criteria for assessing service improvement against. The shared language is 
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reflected in our thinking about the nature of clinical leadership, clinical networks, and clinical 

governance. 

9.3. A SHARED VISION 
The process of developing a shared vision for the contribution of community-based care to the 

population health challenges of the District has already been initiated through this Business Case 

process. Over 150 clinicians and other health workers are involved in the development of the 

interventions and directions contained within these.  This vision is an extension of the direction in 

which our service models have been heading in recent years, for instance with the establishment of 

DHB-funded chronic care management teams working from the PHO.  Further spreading of the 

vision will continue to occur through:  

 Ongoing consultation with the health workforce 

 Development of clinical networks and clinical pathways 

 Commitment to a service improvement that is initiated by the health workforce 

Model of improvement: NHS Improvement and Innovation 

 

 

 

 

 

 

 

 

 

 

 

 

9.4. CLINICAL LEADERSHIP AND INNOVATION 
Clinical Leadership is about leadership of clinicians by clinicians. Clinical leadership incorporates 

authority and roles in clinical decision-making, and contributing to improve the performance of both 

the individual’s immediate team and initiatives that cross boundaries into other clinical teams.  

The visible manifestations of clinical leadership occur through clinical networks, clinical governance, 

and development and implementation of clinical pathways; each of which seek to improve health 

services.  

Service and performance improvement methodology is the combined and unceasing efforts of 

everyone to make the changes that will lead to better patient outcomes (health), better system 

performance (care) and better professional development (learning).  

Health care is complex and that complexity affects how improvements and innovations can be 

generated and spread through the system.  The NHS Improvement and Innovation Model (Penny, 

2003) involves four equally important and interrelated parts that are seen as the foundation for 

improvement activities. These are: 

 Personal and organisational development: building a culture that supports improvement 

People Process 
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 Process and systems thinking: understanding work processes and systems, and the linkages 

within them 

 Involving users, carers, staff and the public: understanding their experiences and needs 

 Making it a habit: initiating, sustaining and spreading, building improvement into daily work. 

Approaches to spreading good practice have largely focused on pushing (spreading, disseminating, 

rolling out, scaling up) change in the system.  The future emphasis needs to be on creating a “pull”, 

because sustainable change cannot be pushed externally: it is an internal process that starts at the 

level of the individual.  “We cannot produce a standard or guideline and just expect people to adopt 

it.  The newest approaches take principles from marketing, social movement theory, complexity and 

network science.  They involve working right from the start with the groups of people who might 

adopt the changes to design guidance and delivery approaches in their language and context, 

meeting their exact need” (Bevan, 2005).  If we implemented all the improvements we have 

evidence about, using the service improvement methodology, patient care would be transformed. 

Enhanced clinical leadership is fundamental to achieving the Triple Aim objectives and thus assuring 

New Zealanders of a quality and sustainable health care service in the future.  Previous health 

reforms have generally been top-down and have had mixed levels of success.  None, however, has 

been led by clinicians, even though the resulting changes have often had significant effects on 

clinical practice. Health managers have also been asked to implement reforms without the mandate 

or cooperation of the clinicians who would be key to making them successful (Ministerial Review 

Group, 2009, “Meeting the Challenge”). 

9.4.1 Accelerating and enabling change 

A focus for MidCentral is providing clinical leaders with the knowledge and tools to enable and 

accelerate bottom up change in order to achieve the aspirational targets. Consequently, a focus of 

the clinical leadership intervention is on training to develop change capacity amongst clinical 

leaders. 

MidCentral has in place a Transformational Clinical Leadership programme (TCLP) based on the NHS 

(UK) Leadership Competency Framework. This programme was modified specifically for the needs of 

MidCentral and the programme facilitators include people with national and international expertise.  

The TCLP means that MidCentral already has change capacity in place and will continue to grow that 

capacity. 

Each participant completes a transformational leadership project and attends four two-day modules 

covering the following topics:  

 Transformational leadership and self-awareness  

 Leading transformational change  

 Advanced communication skills  

 Leading and building health care teams  

 Performance Improvement techniques (rapid-cycle change, patient journey, experience-

based design) 

 Clinical governance 

In addition, three clinical leaders have been trained to facilitate future programmes.  This Business 

Case seeks to support further programmes to be offered.  
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9.4.2 Productive Community Programme 

MidCentral has been selected as one of the pilot sites for the Ministry-led Productive Community 

Programme. Feilding IFHC is proposed as the pilot site.   

The Productive Community Programme supports staff who deliver frontline community services and 

aims to: 

 Increase patient-facing contact time 

 Reduce inefficient work practices 

 Improve the quality and safety of care 

 Revitalise the workforce 

 Put staff at the forefront of redesigning their services 

9.4.3 An Innovation and implementation pipeline 

Ideas abound in health care management but innovation and diffusion of innovation are universally 

difficult.13  Implementation is also very particular and requires more resource than is generally 

anticipated; it is very local and dependent on the support of health workers from clinicians and 

nurses to allied health workers.  Often the New Zealand health sector attempts too much change 

without seeing much of it through to successful implementation. 

Likewise, innovation is likely to be highly evolutionary and path dependent; trial and assessment, 

and gradual implementation are likely to be themes under any of the project headings that we 

identify. 

We therefore propose an ordered process of prioritisation, assessment, and implementation and 

monitoring. This process draws on the literature in health innovation and that derives its basis from 

the literature around stage gating.14 

Stage-gating refers to an approach whereby a product or innovation goes through a number of 

stages of development, with an assessment of the product’s commercial or other potential at the 

end of each stage.  Only products that perform well in the assessment pass on to the next stage.  

This section describes the developmental stages in the development of new innovation with 

reference.  The potential supportive activities of the governance groups and clinical networks are 

then identified for each stage.   

9.4.4 Development stages 

We suggest five stages for the innovation pipeline:  

 Initial concept, preliminary Business Case development and prioritisation 

 Detailed business planning 

                                                           
 

 
14

 This section is an adaptation of the United Kingdom’s NHS National Innovation Centre’s Innovation 
Navigator, itself an application of R G Cooper’s seminal stage-gate development methodology for conceiving 
new products and bringing them to market within a structured and quality-controlled process.  First published 
in 1986.  For the latest iteration of the model refer Cooper, R G (2006) The Seven Principles of the Latest Stage-
Gate® Method add up to a Streamlined, New-product Idea-to-launch Process.  Refer also Crowe, D and 
Feinberg, A (2001) Design for Reliability. 
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 Development 

 Monitoring and diffusion 

 Product or process launch and dissemination 

Once a project is selected for support it would enter into the relevant stage of this process.  Projects 

that are more mature could be able to apply for entry directly into the relevant stage of 

development (with sufficient evidence of meeting preceding stage-gate requirements).    

There is also an unwillingness to stop interventions that are not working, that are not yielding 

expected benefits or that are costing in excess of what was expected.  After each major activity is 

completed, and certainly at the end of each stage in the development process, a decision should be 

made as to whether a project should be discontinued, put on hold, redeveloped or advanced to the 

next stage of development.   

In stage-gating, these decision points are called gates and we recommend using this terminology for 

the innovation pipeline.  The decision could be based upon readiness checks, must-meet criteria, and 

should-meet criteria.  Within stages the gate could be informal (perhaps the project team would 

decide) with external review at the end of each stage.  We would recommend that external review 

include the relevant governance mechanisms including clinical networks. 
 

Suggested innovation pipeline 

 Gate 0: Identification and prioritisation  
Business owners, whether PHO’s or DHB business units support ideas into a forum for review.  The buiness 
development unit and the funding arm of the PHO undertake a preliminary evaluation of each proposal to 
select those which should be forwarded through Gate 0 onto feasibility.  They do this in consultation with 
governance mechanisms including clinical networks. 
 
Gate 1: Feasibility  
Within this phase, each idea is scrutinised in greater detail to determine whether it is appropriate to 
implement.  A range of factors is reviewed including: fulfilment of unmet need (patient benefit), potential to 
enhance the triple line, ease of implementation, sequencing issues and possible spillovers to other activities. 
 
Gate 2: Validation  
During the validation stage, an appropriate health sector analyst will analyse each surviving project and 
undertake detailed research to evaluate its real potential.  Validation review encompasses the same aspects 
as above and will examine cost, financial impact on contracting parties, impact on target patient groups and 
ongoing programme implications such as clinical audit.  
 
Gate 3: Development  
The analysts work closely to clarify the project end point.  This might mean the development of clinical 
guidelines, the development of an implementation group, the implementation of monitoring systems, which 
might be IT based, or business and clinically based.  There is a formal implementation pathway with explicit 
milestones, and releases of funding as those milestones are reached. 
 
Gate 4: Monitoring and diffusion  
The implementation is reviewed from patient, clinician and business manager perspectives.  There is 
comparison between expected and actual outcomes.  If successful, there is review of the opportunity for 
spread of the innovation. 
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It is envisaged that the innovation and implementation pipeline would be supported by the clinical 

leadership training unit, providing the transformational leadership training.  Costs for a committee 

responsible for making decisions on the progress of innovations through the pathway has been 

allowed for within clinical leadership.  It is assumed that the costs of implementing individual 

innovations would be met on an innovation-by-innovation basis, with support sought from those 

likely to benefit.  

9.5. CLINICAL NETWORKS AND CLINICAL PATHWAYS 
Within the context of the Triple Aim approach, clinical networks provide the institution through 

which the resources of numerous organisations are brought together to support a defined 

population and optimise the system of care for that population. Clinical networks can promote 

collaborative working between health professionals, managers and patients.  

An important feature of the clinical network will be utilisation of clinical leadership and patient 

engagement frameworks to inform strategy, which will drive quality, service design and resource 

utilisation.  Clinical networks will be supported by the clinical and business support unit to develop 

an analytical approach to modelling capacity needed at a practice level to improve health outcomes.  

This will include consideration of:  

 Prevalence/incidence  

 Activities and interventions 

 Resources (FTEs) 

 Costs  

 Workforce development required 

9.5.1 Collaborative clinical pathways 

An important component of the clinical networks will be the facilitation of frontline clinicians from 

across the continuum to develop collaborative clinical pathways, which will primarily be initiated and 

driven within primary care but with a view to addressing ambulatory-sensitive avoidable 

hospitalisations.  These will occur as collaboration between primary and secondary care clinicians, 

using a bottom-up approach that incorporates the 19-week Experience-based Design (EBD) method 

demonstrated below.  To support the implementation of these pathways, MidCentral DHB has 

invested in Best Practice Decision Support software for all general practices.  Recently, a Transient 

iscaemic Attack (TIA) pathway was launched using this approach and the Best practice Software.  
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9.6. WORKFORCE DEVELOPMENT 
Underpinning the successful implementation of collaborative clinical pathways is systematic 

interdisciplinary workforce development.  MidCentral DHB Health Care Development (HCD), and in 

collaboration with primary health care providers and acute and specialist services at the hospital 

facilitate service development through the design of new modes of practice across the continuum.  

HCD has developed an Interdisciplinary Knowledge and Skills Framework (IKSF) that informs the 

knowledge and skill development of the regulated health workforce.  

The IKSF, adapted from the NHS KSF, incorporates three dimensions: Core Health and Wellbeing; 

Clinical-Specific Information and Knowledge; and Transformational Clinical Leadership and 

Management. 

The purpose of the IKSF is to: 

 Ensure there are clear guidelines for the knowledge and skills required by health care staff 

 Provide a framework for use in identifying education needs and career planning 

 Promote better communication, teamwork and collegiality  

 Contribute to greater recognition and validation of the work done by health care staff 

 Provide a mechanism to measure outcomes and effectiveness when linked to quality 

indicators 

A number of programmes have been developed based on this framework and further refined in 

partnership with the health sector, including:  

 Nursing Entry to Practice (NETP) Expansion Programme for new graduate nurses  

 Practice nurse primary health care  Knowledge and Skills Programme   

 Child Health Knowledge and Skills Programme  

 Older Persons’ Knowledge and Skills Programme 

 PHO Generic Facilitators Interdisciplinary Knowledge and Skills Programmes 

 Long Term Conditions Knowledge and Skills Programme  

Development and implementation of the programmes has occurred in partnership with clinical 

experts in a range of specialities and disciplines, and aligned to professional body standards; for 

example, the nursing and pharmacy council.  Programmes are practice based, requiring participants 

to work alongside peers to develop and validate knowledge and skills.  

The IKSF will be adapted to aid the implementation of collaborative clinical pathways. This work will 

be facilitated by the clinical networks and will ultimately be endorsed by clinical governance.  
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Interdisciplinary knowledge and skills framework 

Core Health and Wellbeing 
Information and 

Knowledge 

Transformational Clinical 

Leadership and 

Management 

 Health care teams  

 Communication  

 Ethical Health care  

 Cultural 
Responsiveness  

 Health, Safety and Risk 
Management  

 Service Improvement  

 Quality Improvement 

 Personal Development 

 Promotion of health and 
wellbeing and 
prevention of adverse 
effects  

 Assessment  and care-
planning 

 Self-management 
support/health and 
wellness planning 

 Implementation of care 
plan and health and 
wellness plan  

 Evaluation of care plan 
and health and wellness 
plan  

 Data collection 

 Data analysis 

 Using data to drive 
service improvement  

 Adaptive 
transformational change  

 Performance and service 
improvement  

 Practice development 
and innovation 

 Purchasing and financial 
management 

 Services and project 
management 

 Leading and building 
interdisciplinary teams’ 
capacity and capability 

Clinical Specific Older Persons - Cardiovascular, Respiratory, Falls Prevention and Fractures and Contractures, 

Delirium, Dementia, Depression, Enduring Power of Attorney and Advanced Care Planning, Pain and Comfort, 

Diabetes, Nutrition and Hydration, Skin Integrity, Incontinence and Urinary Tract Infection, Constipation and 

Gastrointestinal, Palliative Care 

Clinical Specific Child Health - Promotion of Health and Wellbeing, Nutrition and Childhood Obesity, Oral 

Health, Injury Prevention, Immunisation, Family/Whānau Care and Support, Family Violence, Child Protection, 

Maternal Mental Health, Growth and Development, Breastfeeding, Paediatric Assessment, Telephone Triage 

and Advice, Childhood Conditions, Pain and Procedure Management, Sexual Health  

Clinical Specific Long Term Conditions – Diabetes, Respiratory, Cardiac, Mental – Assessment, Diagnosis, 

Conditions, Interventions, Acute Presentations, Medications, Living Well with Chronic Illness, Lifestyle 

(nutrition, lipids, smoking, weight management, physical activity, psychosocial health, health education, self-

management support)   

Clinical Specific Case Management - Leading Complex Care Coordination, Proactively Manage Complex Long 

Term Conditions, Managing Cognitive Impairment and Mental Wellbeing, Supporting Self-Care, Self-

management and Enabling Independence, Professional Practice and Leadership, Identifying High-risk People, 

Promoting Health and Preventing Ill Health, , Inter-agency and Partnership Working 

Clinical Specific Acute Care – Telephone and Face-to-face Triage, Minor Illness, Minor Injury/Accidents, Acute 

Exacerbations of Chronic Conditions 

9.7. CLINICAL GOVERNANCE 

All of the above will require a process to enable implementation into clinical practice.  Failure to do 

so will result in piecemeal service development without any gains in health outcomes or costs.  

Clinical governance offers the solution.  Experience has shown that a top-down, command-and-

control style of clinical governance fails and we need to learn from these experiences.  Successful 

clinical governance requires a bottom-up approach with formal governance structures moulding the 

culture, ensuring processes are available and achieving systemic integration. 

Transformational change is rarely enabled by radical structural change and therefore the existing 

formal structures will remain with retention of the PHO and MidCentral Health Clinical Boards, and 

the MidCentral Clinical Council.  For these structures to be effective, they will need to have a shared 
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purpose and a robust system-wide view.  The mode of operation for these structures is to mould the 

culture, decide on and enable relevant tools and to maintain a focus on systemic service and 

performance improvement.  

9.8. PHO INTEGRATION 
PHO integration has being considered by the four MidCentral PHO Boards as an enabler to the 

implementation of this Business Case.  

The current drivers for PHO integration are threefold: 

 To ensure organisational structure and governance arrangements support the function of 

transformed primary health care services 

 To reduce unnecessary duplication of management and governance arrangements and 

achieve value for money 

 To respond to the Government signalled changes to the level and structure of PHO funding 

in a manner that leads to the best outcomes for the populations served by the four 

MidCentral PHOs 

The first of the two drivers above provide a strong incentive for considering rationalisation of the 

PHO structure from four to one and this would be consistent with the business concepts of 

borderless health care and the redeveloped Practice Model. Initially, the expectation was that any 

savings from integration would support a third business concept, a focus on the patient experience. 

Savings may be obtained from reduced duplication of activities (Boards, contract management, 

financial transactions) and some possible rationalisation of line management of staff. 

However, the indication from the Government is that the structure and level of PHO management 

services funding is likely to change as the Minister of Health would like to encourage the 

establishment of fewer and larger PHOs. The implication of this is that the newly integrated PHO(s), 

even after any savings from integration, may be in a worse financial position than it is at present.  

This will limit the ability of any savings from integration to contribute to supporting the Business 

Case, unless the DHB reinvests those savings back into the Business Case.  In any case, management 

services will be rationalised (regardless of whether or not the Business Case proceeds). 

There are a number of areas that PHO Boards need to consider and, to date, the following decisions 

have been made about future arrangements: 

 The four PHOs will merge into one MidCentral wide PHO 

 The new entity will be established as a Charitable Trust 

 The assets and liabilities of the current PHOs will be assigned to the new PHO 

 The Vision statement will be: Healthy Communities – working together – Te Hoe Tahi O Te 

Waka 

 Local engagement will be retained through Local Management groups with the following 

role: 

– Meet Quarterly or in addition as requested by PHO Board, or driven by significant local 

issues  

– Liaise both ways between the community and PHO Board   

– Advise the PHO Board on any local matters  

– Make recommendations to the PHO Board about how SIA and HP money should be 

spent and ensure pop based share is effectively spent in the respective areas  
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– Receive reports on any specific local contracts and advise Management and PHO Board if 

any local issues are arising from those  

– Receive PHO to DHB Quarterly reports and make any comment relevant to specific 

community. PHO contracts with DHB will stipulate share of resources for each area and 

this will be reported against  

– Provide support and advice to IFHC and also any other local provider seeking 

community/Māori relationships  

– Provide advice to PHO Board on local Annual IFHC plans 

– Monitor performance of local IFHC against Annual Plan 

Agreement has been reached that the PHO Board will be a competency based Board with the 

following skillset required:  

 Clinical leadership  

 Iwi and Whānau Ora expertise appointed by three Iwi  

 Financial management (technical accounting) 

 Community perspective  

 Primary health care service delivery and business expertise 

 General management 

 Senior governance experience 

 Geographical spread across DHB 

Additional governance considerations are: 

 The support structures and work programme for clinical service development and clinical 

leadership.  There are supporting committees in the DHB, PHO and HCDT that may overlap 

those being discussed in the Business Case. Rationalisation will occur 

 What the role will be of District Management Groups (DMG) which were established to 

support the disease state plan development and implementation 

 How the clinical networks are developed and their role in relation to other groups 

 How the clinical boards (primary and secondary care) and the Clinical Council will work in the 

new environment 

 How we will establish a forum or use an existing one to develop the clinical pathways 

described 

9.9. INFORMATION MANAGEMENT 
MidCentral DHB, the four MidCentral PHOs and Compass Health all value quality health information. 

MidCentral DHB and Compass Health have both developed expert Information Systems and Information 

Management (IM) departments. These teams provide services featuring software development, health 

information analysis, business analysis, network engineering and desktop support as well as relationship 

management and practice liaison. 

MidCentral DHB and Compass Health both collaborate on a regional basis with Wairarapa and Capital 

and Coast DHBs. 

The initiatives outlined below provide tools that enable many other initiatives within this document. 

Some direct benefits may be gained from them, but the main benefits arise from the initiatives that 

they enable. 
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The figure below shows how the initiative implementations will be phased over the next 2 – 3 years. 

Initiative Implementation Timeline 

9.9.1 Shared Electronic Patient Record 

Having access to a shared patient record is a common theme amongst several of the initiatives 

presented in this business case.  A shared record allows providers to have information about the patient 

and their health journey available to them, in a more timely and rich manner than they have now.  

The concept of a national shared patient record has been a topic of interest for several years. It is 

inherent in the vision of the Health Management System Collaborative (HMSC) and is a key feature of 

the newly established National Health IT Board’s (NHITB) developing National IT Plan. However a 

national solution is at best likely to be several years away, with the NHITB setting a target of 2014. 

“By 2014 New Zealanders will have a core set of personal health information available electronically to 

them and their treatment providers regardless of the setting as they access health services” – Graeme 

Osborne, Chair, National Health IT Board“ 

In the interim, a large number of benefits can be gained from using existing provider-centric tools 

along with some enhancements to provide a patient-centric shared care record. Such a record would 

be unlikely to be a long-term solution, and would re-align with any national or regional initiative 

when the opportunity arose.   
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Phase One - Shared Electronic Patient Record 

Ultimately this shared care record would combine and present patient-centric health information from 

primary care, pharmacy, hospital and other systems in the MidCentral district into a single virtual shared 

care record based on a healthcare professional’s role. The system would have comprehensive 

mechanisms to support appropriate role-based access to information and audit of access. The record 

could easily be deployed via a secure network wherever it is needed. 

The solution would also allow patients enrolled with a MidCentral GP to access an electronic subset of 

their GP information and be able to engage in a number of online activities (booking appointments, 

communicating with the GP). 

The implementation of the shared care record has been divided into three phases: 

The initial phase delivers the base infrastructure, putting in place a Manage My Health record for the 

entire PHO enrolled population. Access to this record is granted to providers in other primary care and 

secondary care settings. This access provides a read-only view of the patient’s primary care data. It does 

not present the opportunity for other providers to add to it. The main work involved in this stage is the 

work in educating both the public and providers to what will be happening to their health information. 

Patients will be given the opportunity to opt out of this system should they choose. Patient privacy 

remains an important tenant of how information is stored and shared. Patients will be able to review 

who has accessed their record and internal audits will be carried out by designated privacy officers. 

At this stage of the project, patients will also have access to their own aggregated record, and be able to 

engage in a number of online activities (booking appointments, communicating with the GP) when 

practices choose to allow this. 
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Phase Two - Shared Electronic Patient Record 

Phase two provides secondary care with better access to the same information. The hospital system will 

be integrated with the Manage My Health record. Phase two also involves integrating Community 

Pharmacy systems directly into the hospital system. This will leverage and model as closely as possible 

the TestSafe repository messaging used by the Auckland DHBs. This provides additional information to 

ED and other secondary care settings about dispensed medicines (compared with prescribed 

medicines). 

Phase Three - Shared Electronic Patient Record 

Phase three involves making access to the hospital systems available to all providers throughout the 

District. Manage My Health is still used to aggregate information from general practice. General practice 

has access to the secondary care record, along with other community providers. 

As regional and national visions of a patient-centric health record emerge, this initiative will be merged 

into them. 
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9.9.2 Electronic Transfer of Care 

Electronic Transfer of Care (ETC) has been formerly referred to as e-Referrals. Implementation of ETC 

for the MidCentral PHOs has been broken into 3 phases. 

Phase One -  ETC 

In this phase of implementing ETC, Compass Health acts as an aggregation and clearinghouse. general 

practice complete ETC forms that are integrated with their MedTech 32. These referrals are submitted 

electronically via a HealthLink messaging service. Compass Health receives the e-Referrals and prints or 

faxes the referrals to secondary care. 

 

 

 

 

 

 

This phase of the implementation is an intermediary step. It delivers the benefits of improved 

integration with general practice PMSs, as well as providing more complete care transfer information, 

without having to put in place any infrastructure within the hospital setting. 

Phase Two - ETC 

Phase two removes Compass Health as the intermediary. hospital and ETC systems are still not 

integrated, but the transfer of care information is delivered directly to the hospital setting. The 

acknowledgements that the practices receive in this stage indicate that the ETC information has reached 

the hospital. 
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Phase Three – ETC (Fully Integrated Electronic Referrals) 

 

 

 

 

 

 

 

 

Phase three has the ETC system integrate with the hospital system. The additional benefit of this is that 

the system becomes paperless at both the primary and secondary care levels, and information about 

the patient’s journey is automatically sent back to the general practice at each step. 

A progression from this phase will see the deployment of more advanced diagnostic equipment into 

primary health care  for appropriately trained and skilled clinicians to use. Coupled with the ability of 

ETC information to contain high-resolution digitised diagnostic media (images, sounds etc), there will be 

an improved ability of Secondary Outpatient Services to triage patients. This will be particularly effective 

in areas such as dermatology and ophthalmology where there are traditionally longer waits for 

outpatient services, but where such imaging is an important tool in diagnosis and treatment. 

Putting in place these ETC strategies is a core strategic goal of the organisation’s Information 

Management Department over the next two years15, and aligns with the Health Information Strategy 

for New Zealand action zone. 

9.9.3 The Web Hub 

Compass Health will create an exciting and useful online community for health providers and patients 

based around its web site.  They are currently planning this large scale interactive redevelopment. 

Health providers will be able to access online, interactive and up-to-date reports on health information.  

They will be better able to modify their clinical practice and behaviour in positive ways that contribute 

to the increased wellbeing of patients and attainment of government, DHB, PHO and patient health 

goals.  Patients will find a community where they can in relative anonymity meet and discuss issues and 

obtain accurate and endorsed education material. Patients will have access to online, interactive reports 

about their PHO and health services, to enable them to make better decisions about their health care. 

Creation of the Compass Health Web Hub is one of the largest and most significant strategic work 

streams in the Compass Health Information Management Strategic Plan16. The development of this web 

                                                           
15

 Compass Health. 2009. Compass Health Information Management Strategic Plan : 2009 - 2012 
16

 Compass Health. 2009. Compass Health Information Management Strategic Plan : 2009 - 2012 
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hub will align with the Ministry of Health led Connected Health Initiative as part of the National Systems 

Development Programme17. 

The implementation of this initiative is separated into two phases. 

Phase one involves redevelopment of the underlying infrastructure of how the web technologies are 

delivered. At the completion of this phase, all four PHOs and Compass Health will share the same 

infrastructure on which their web sites are based. Public and providers will notice that the pages have a 

new look and feel, but very little new functionality will be available at this stage. Redevelopment of the 

infrastructure will be done to enable the progression of this initiative into the second and third stages. 

Phase two will focus on the delivery of initial provider portal functions. This will enable providers to 

individually log into the web page. They will have context relevant information presented to them, and 

be able to leverage a number of tools provided to enhance information and communication. 

9.9.4 The Digital Workforce 

Compass Health will lead the use of video-presence technologies throughout the Primary Health sector 

in the region. They are currently working with Wairarapa PHO and providers on a pilot project, utilising 

inexpensive technology to deliver Continuing Professional Development (CPD) and meeting material to 

general practice teams on their desktops. This has particular application in semi-rural areas where 

providers may not have the time to travel considerable distances for short but regular CPD sessions. 

general practice teams will have access to previously recorded CPD sessions, and be able to stream 

them directly from the Compass Health Web Hub, straight to the desktop computers, either in their 

surgery, in their home, while they are travelling or at a conference. The collective knowledge to provide 

a better health experience for patients will be able to be stored and accessed in perpetuity. 

By providing high quality, interactive but remote access for CPD, the organisation will enable all 

providers through the lower North Island greater opportunities to keep their skills in top form. 

The organisation will invest time and resources into better understanding the ability of this video-

presence technology to deliver specialist health services to semi-rural or rural areas. This will be a 

revolutionary service to improve access for those hard-to-reach populations, providing appropriate 

services in closer and therefore more convenient locations for them. 

The implementation of this initative will be broken into two phases. 

Phase one will deliver to providers in practices a video conferencing facility that may include access into 

Grande Round presentations in hospitals and CPD sessions or meetings at PHO or MSO office. 

The second phase of this initiative will focus on providing video capability from one clinical site to 

another (or many others). This may be used for virtual face-to-face provider meetings, or potentially for 

remote FSAs or similar peer-reviewed consults. 

                                                           
17

 Ministry Of Health. 2009. http://www.moh.govt.nz/healthdomain 
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9.9.5 Regional Analysis Collaborative 

The organisation will work with key-strategic partners to form a sector-wide Health Information 

Collective. The purpose of this Collective will be to foster working relationships between Health 

Information Analysts in primary and secondary care settings. 

Initially, the collective will identify appropriate collective partners and pieces of work that they can work 

on jointly. As opportunity presents itself, additional partners will be identified and invited to take part in 

the collective. 

A long term goal of the collective would be to establish a regional, sector-wide Health Intelligence 

Resource. This resource should be built from ‘direct-from-source’ data and will be accessible and shared 

by all collective stakeholders.  

9.10. CLINICAL AND BUSINESS SUPPORT SERVICE 
The CBSS will provide the management and administrative systems and services required to achieve 

the Vision: To provide the best-possible patient experience whilst building a clinically and financially 

sustainable system. 

To achieve this vision, we must have the systems to support both the specific new programmes of 

activity and core service developments outlined in the Business Case and, at the same time, the 

wider primary healthcare sector performance for which PHOs are currently responsible.  The service 

needs to be fit for purpose and flexible, and this is largely achieved by a deliberate realignment of 

existing resources to achieve the transformational change expected whilst also maintaining the 

stability of core systems and services supporting all ongoing service delivery.  

This Business Case outlines a range of programmes to achieve specific outcomes.  In summary, we 

need to achieve: 

 Excellence in clinical service delivery 

 Sustainable business infrastructure 

 Competent and relevant workforce capacity 

 Competent and empowered populations and whānau 

The CBSS will structure resources into integrated programmes of work which can be grouped as 

follows: 

9.10.1 Business Infrastructure Support 

Support establishment of five IFHCs and change-management systems; support wider provider 

infrastructure, business planning and analysis, financial services, project management, 

administrative support, new property development, governance support and contractual compliance 

management. 

9.10.2 Clinical Quality Systems Development and Implementation 

Quality improvement programmes, establish and support clinical networks, clinical governance 

systems, support accreditation systems, such as Cornerstone, best practice, generic clinical 

facilitation across providers and clinical audit services. 
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9.10.3 Workforce Development and HR  

Clinical leadership support and training, continuing professional development (CPD) calendar and 

delivery, recruitment, locum services, teaching and registrar training, knowledge and skills 

frameworks, and integrated team development including NGOs and social services. 

9.10.4 Information Management  

Support and implement electronic shared record and clinical assessment tools, analysis and 

reporting services, patient register management and patient management system integration with 

referral pathways. 

The alignment of this functionality is extremely important if we are to see transformational change.  

It is not possible to change a model of care without the workforce competency and ability to deliver 

it.  There is no point in exciting clinicians if business structures will not support the decisions they 

make.  The workforce cannot make good decisions without the information they need.  The 

workforce will not be stable without robust financial planning.  It is the way in which these Support 

Service Programmes interact and align which will drive the transformation and the stability of 

ongoing services.  Currently, many of the components exist; some do not.  There has been progress 

integrating the components in joint work programmes; however, as with other sections of this 

Business Case, a transformation in the way these support services are delivered is required. 
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9.10.5 Business and Clinical Support Service Structure 

Structure should follow function.  The CBSS will encompass the current PHO management services 

function and resources.  Some of these are very locally focused and based, and some are, and need 

to be, shared across the MidCentral DHB, Wairarapa and Capital and Coast DHB areas.  This is 

achieved already through the shared contracted arrangement with Compass Health.  The CBSS will 

also integrate a number of functions and resources currently delivered by the Health Care 

Development team and MidCentral DHB.  This will be achieved either through restructuring or 

through formal alliances.  In time, as the integrated service scope changes in Primary and 

Community-based care, it may also widen the scope of services to integrate further DHB, NGO and 

Social Service Support Systems. 

The CBSS will focus on developing, sharing and retaining knowledge inside the service, and will 

reduce the reliance on short-term consultants used on a project basis.  This is to ensure ongoing 

improvement based on learning over time.  

As stated above, the alignment of this functionality is extremely important if we are to see 

transformational change.  The interdependencies need to be planned for at a detailed level.  To 

enable that to occur, it is proposed that the CBSS management team will be made up of the 

Compass Health CEO and the managers of each of the four key services: 

 Manager Business Infrastructure Support 

 Manager Clinical Quality Systems Development and Implementation 

 Manager Workforce Development and HR 

 Manager Information Management 

 

Structural Change 
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Borderless 
Health Care 

Focus on Patient Experience Redeveloped Practice Model Innovation and 
Implementation Pipeline 

Bottom-up Service 
Improvement 

Intervention  A Clinical Leadership Programme, with an associated leadership position, will be established. The Clinical Leadership Programme will be 
responsible for:  

 Developing and maintaining a critical mass of clinicians and managers who are able to implement transformational changes, processes and 
tools to drive service and performance improvement.  

 Identifying tools to drive service and performance improvement and supporting their use to achieve bottom up service improvement 

 Supporting and managing innovation and implementation  

Specifically, this will include: 

 Piloting the Productive Community Services Programme in Feilding IFHC 

 Coordination of the Transformational Leadership Programme and other similar training opportunities related to clinical leadership 

 Managing the Innovation and Implementation Pipeline and supporting the decision making body for the pipeline. 

 Exploring development of a dedicated primary health care medical leadership role (not explored as part of this Business Case) 

How the enabler 
supports 
achievement of the 
aspirational targets 

Clinical leadership contributes to the achievement of the aspirational targets by supporting the capacity within the clinical community to lead 
change. To be successful, each of the interventions requires Clinical Leadership. For instance:  

 IFHC’s will require clinician’s to work together in new ways. Clinicians need to identify the best model for the circumstances in which they are 
working, and need to be supported with the tools to assist them in going through the process of identifying the best model 

 Clinical pathways will underpin the Chronic Care Management Model, and lead to Clinical teams working in new ways (eg. nurse-led clinics). 
Clinicians need to have the management skills required to put in place quality and safety arrangements that give them comfort working in this 
new way 

 The Community Specialist Older Person’s Team will provide linkages between general practice and specialist gerontology services within the 
secondary care environment. When the Community Gerontology Team identifies ways of creating borderless healthcare between the two, it 
needs to have members with the capacity to bring about changes in how the different services work together 
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Borderless 
Health Care 

Focus on Patient Experience Redeveloped Practice Model Innovation and 
Implementation Pipeline 

Bottom-up Service 
Improvement 

Actions   Confirm the role, scope, and accountability arrangements for the Clinical Leadership Programme, and develop a job description for the Clinical 
Leadership Programme Leader. Recruit a suitable Leader  

 Develop a Clinical Leadership Training Programme, with immediate priority on contracting for the provision of a second Australian NHS 
Transformational Leadership Programme for the MidCentral district 

 Undertake the Productive Community Programme pilot in Feilding 

 Establish and maintain the Innovation and Implementation Pipeline and associated decision making body  

 Explore appointment of a Director of Medicine: Primary Health Care  

Linkages  Clinical governance 

 Clinical networks and pathways 

 Workforce development  

High-level Work Programme (what will actually happen) 

By December 2010 

 

 Appoint Clinical Leadership and Innovation Programme Leader 

 Have ensured delivery of a further two Transformation and Leadership Programmes. First to be undertaken by Australian NHS Institute of 
Improvement and Innovation with two further MidCentral people trained in transformational leadership: one in a facilitating role, one in a 
coaching role (taking total to five trainers in district). Future programmes to be delivered by local people with support of some external 
expertise 

 Develop and consult on systems, processes and decision making body representation for Innovation and Implementation Pipeline 

 Development of, and implementation plan for, additional training programmes for building clinical capacity are well under way 

By June 2011 

 

 A further TLP programme to have been delivered  

 Additional training programmes for building Clinical capacity are being offered 

 Innovation and Implementation Pipeline is operational 

 Scope and explore creation of a Director of Medicine: Primary Health Care position  

 Pilot Productive Community Programme in Feilding 

By December 2012 

 

  A further three TLP programmes to have been delivered 

 Review of Innovation and Implementation Pipeline 
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The following table demonstrates the possible outcomes and associated measurements.  A detailed outcome and measurement matrix (potentially based on 

the balanced scorecard) will be developed as part of the implementation project. 

 

 

Specific Outcomes 
and Measures 

Outcome Measurement 

Clinical Leaders and Managers in the MidCentral 
district are leading change and service improvement 

Five staff developed as Transformational Leadership Trainers 

40 interdisciplinary clinicians/managers trained per year over next three years  

Participants’ service-improvement projects post course each year are presented with 
outcomes.   

Director of Medicine appointed 

Ongoing rapid-cycle service-improvement initiatives 
developed each year and embedded within 
organisation 

Number of rapid-cycle improvements each year  

Information to 
Support Financial 
Analysis 

In addition to clinical resources required, a decision making body to guide projects through the Innovation and Implementation Pipeline will be 
required. A budget of $32,000 per year is allowed for payment to decision making body members. A further $15,000 is allowed for communication 
and marketing costs related to the operation of the pipeline.  

First TLP programme expected to cost $80,000 using Australian NHS expertise  

Second and ongoing programmes expected to cost $30,000 using in-house expertise. 

Clinical resources 
required  

Up to 1.0 FTE for the Clinical Leadership and Innovation Programme Leader  

Cost  and Benefits 
to DHB 

It is uncertain whether there would be any additional cost to the DHB as those people undertaking the TLP would be expected to fund participation 
from CME allowances.  

Cost and Benefits to 
PHO 

Assuming that the cost of the TLP is met by participants from CME allowances, the expected cost to the PHO is up to $147,000 per year for the 
Programme Leader position and maintenance of the Innovation and Implementation Pipeline and associated decision making body.  

Cost and Benefits to 
General Practice 

It is uncertain whether there would be any additional cost to the DHB as those people undertaking the TLP would be expected to fund participation 
from CME allowances. 
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Cost and Benefits to 
Patient 

There would be no direct cost to patients. Patients would benefit through improved service design through increased involvement of patients, 
carers, staff and the public. 

Summary Comment 
on Costs and 
Benefits  

The total cost of the initiative, assuming that training costs are met from within participants CME allowances, is expected to be $147,000.  

The benefits are difficult to quantify, but stem from both the increased capacity of the clinical workforce to lead change and the adoption of more 
rigorous processes in relation to the identification, development and dissemination of  innovation.  

Benefits from increased change management capacity include: 

 Concepts and learnings from workshops about leadership and change are applied in a practical way 

 Increased application of service improvement culture and action within the District 

 Improved patient/consumer-centred outcomes and satisfaction 

 Improved understanding of concepts and leadership behaviour required for leading and managing adaptive (transformational) change 

 Increased understanding of the mechanics and dynamics of team leadership and team performance 

 Personal and organisational development embedded which creates a culture that supports improvement 

 Process and systems thinking embedded with increased understanding of work processes and systems, and the linkages within them 

 Improved service design through increased involvement of patients, carers, staff and the public  

 Improvement embedded as part of daily work 

Benefits from the Innovation and Implementation Pipeline would be expected to include:  

 Better identification of potential innovations 

 Improved testing of innovations leading to adoption of only those with a high likelihood of success 

 More effective implementation, leading to faster uptake and greater realisation of benefits 
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Borderless 
Health Care 

Focus on Patient 
Experience 

Redeveloped Practice Model Innovation and 
Implementation Pipeline 

Bottom-up Service 
Improvement 

Intervention  Develop clinical networks to drive service improvement initiatives and development of collaborative clinical pathways.  

Whilst a relatively large number of MidCentral Health clinicians and staff are involved within a wide range of regional and district clinical networks, 
in the future these networks will have a more coordinated approach, with improved linkages, monitoring and facilitation between them and a 
common framework.  The role and responsibilities of clinical networks will be more clearly defined, with both greater mandate and greater 
accountability. 

How the enabler 
supports 
achievement of the 
aspirational targets 

The Clinical networks will provide the forum to bring together those individuals able to help affect change in each of the Core Programme areas. As 
part of this, the clinical networks will develop collaborative clinical pathways that form the underpinning of key interventions.  

 The integrated chronic care management network will develop clinical pathways for chronic conditions that will be implemented into 
practices as part of the roll out of the chronic care management model of care. 

 Each of the clinical networks will develop pathways that will underpin the way in which general practice, enhanced intermediary care, and 
case managers and secondary care will work together to manage moderate needs patients  

Actions  Develop six clinical networks in Year 1 of implementation: 

 Older Persons 

 Integrated Chronic Care 

 Child Health  

 Acute Care 

 Mental Health 

 Pharmacy 

Develop a clinical network framework  

Develop guiding principles for clinical networks  

Develop collaborative clinical pathway framework  

Linkages  Clinical governance 

 Clinical leadership 

 Workforce development  

C
O

S
T

 B
E

N
E

F
IT

 A
N

A
L

Y
S

IS
: C

L
IN

IC
A

L
 N

E
T

W
O

R
K

S
 A

N
D

 C
L

IN
IC

A
L

 P
A

T
H

W
A

Y
S

 



 

184 

High-level Work Programme (what will actually happen) 

Clinical Networks  Clinical Business Support Services CBSS, in partnership with the sector, will: 

 Develop six clinical networks 

 Establish terms of reference and framework for annual work plan  

 Appoint Clinical Leader for each network and recruit up to 15 members for each network  

 Develop a clinical network framework that pulls together national, district Wide and local health strategies and documents in terms of quality 
requirements 

 Develop an induction programme to educate clinical network members on transformational service improvement techniques - mapping the 
journey of care, rapid-cycle improvement, experience-based design and clinical pathways.  

 Develop framework and processes to work with primary and secondary care clinicians and patients to develop collaborative clinical pathways: 

 Each pathway will involve up to six people and will be supported by a network member over a 19-week period 

 Most groups will develop more than one pathway at a time 

In addition to the six structured clinical networks, some clinical networks will be set up for finite periods of time to address any concerns that are 
raised within the clinical data which is reported to the MidCentral Clinical Council. 

Collaborative 

Clinical Pathways 

Collaborative Clinical Pathways 

Work streams involved in developing this Business Case have identified a number of pathways to improve patient care.  Pathways will: 

 Guide new ways of working across the continuum of care 

 Standardised referral pathways 

 Enhance access to diagnostics  

 Enable care to be delivered, when possible, in the community setting 

Older Persons’ network will support the development of 12 specific pathways for Older Persons with a focus on prevention, early recognition and 
effective management of co-morbid conditions of older people: 

 Dementia 

 Delirium 

 Depression 

 Urinary tract infections  

 Falls Prevention 

 Pain and comfort 

 Nutrition and hydration 

 Palliative Care 

 Skin integrity  

 Constipation and gastrointestinal  

 Advanced Care Directives  

 Enduring Power of Attorney  

The integrated chronic care network will support the development of six pathways that are specific to Long Term Conditions which include acute 
exacerbations of chronic conditions:  

 Cardiac Heart failure 

 Coronary artery disease 

 Respiratory COPD 

 Asthma 

 Diabetes/renal Type 1, Type 2 

 Chronic kidney disease 
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Mental health network will support the development of four mental health pathways:  

 Mental Health 

 Depression 

 Methadone treatment 

 Anxiety 

Child health network will support the development of 10 child health pathways: 

 Ear infections  Encoporesis  URTIs 

 Eczema  Gastroenteritis  Immunisation 

 Asthma  Pneumonia  Bronchiolitis 

 Enuresis   
 

Collaborative 

Clinical Pathways 

Timeframe 

Develop pathways 9 monhts  

Implement into IFHCs  

As each pathway is implemented, Clinical Nursing 

Specialists’ Long Term Conditions, Older Persons’ 

and Child Health will work alongside primary health 

care clinicians to embed pathways 

9-18 months  

Implement into all general practices and across 

providers   

18-36 months  
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The following table demonstrates the possible outcomes and associated measurements.  A detailed outcome and measurement matrix (potentially based on 
the balanced scorecard) will be developed as part of the implementation project. 

Specific Outcomes 

and Measures 

Outcome Measurement 

Service planning across the continuum of care based 
on population need and clinical practice based on 
evidence 

Alignment of strategic and operational functions of 
the health system  

 

 Six clinical networks established  

 Engagement of clinicians and key stakeholders in the planning of clinical reorganisation 
and delivery of services 

 Terms of reference and annual work plans developed  

 Clearly defined accountability and reporting structures developed  

 Induction programme developed and completed by all members of the clinical 
networks   

 Clinical Network Coordinator appointed 

32 pathways established and integrated into general 
practice Best Practice Software  

 

 

 

 

Frontline clinicians and patients involved in collaborative clinical pathways:  

 80% of older adults with the top 12 conditions are managed according to clinical 
pathways developed collaboratively by primary and secondary clinicians  

 80% of adults with the top 12 conditions (LTC and Mental Health) are managed 
according to clinical pathways developed collaboratively by primary and secondary 
care clinicians  

 80% of children with the top 10 conditions are managed according to clinical pathways 
developed collaboratively by primary and secondary care clinicians 

 Agreed algorithms and referral guidelines established  

 Clinical variation decreases as evidenced by audits  

 Reduced ED presentations  

 Reduced hospital admissions 

 Increase in satisfaction of patients  
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Information to 
Support Financial 
Analysis 

The development of strong clinical networks is necessary for the successful implementation of the Programmes of Activity.  They are the vehicle to 
develop relationships between health professionals, managers and patients and to promote collaborative working with confidence and respect for 
each other’s contribution.   The cost of maintaining the six clinical networks required to support the Programmes of Activity is estimated at:  

 $193,000 per year for payments to members (up to eight members per network, at an average of $100 an hour, for 40 hours per year each). 
Costing assume that networks are operating from October 2010 

 $20,000 a year for costs related to the Whānau Ora Leadership Group (such as Koha to members) 

 In practice, it is recognised that clinical network members and Whānau Ora Leadership Group members regularly contribute significant 
personal time to these initiatives, at a cost to themselves and their families 

 In addition, there is a general expectation that those members of clinical networks will utilise their CME allowances in order to participate in 
training related to clinical leadership 

 Patient input into all the clinical networks and pathways will be sought at an estimated $20,000 per year 

 Māori input into all the clinical networks and pathways will be sought at an estimated $20,000 per year 

 From year two, allowance for a further six clinical networks to be established on a temporary basis each year 

 Support for the operation of the clinical networks and development of clinical pathways, to be provided by the CBSS.  The cost of this is 
included in the CBSS and estimated as being: 

 0.5 FTE clinical network coordinator who would provide support for the development of clinical pathways 

 0.2 FTE administration person 

Additional and unspecified cost related to facilitation of the roll-out of new clinical pathways, primarily expected to be borne by the CBSS. 

Cost  and Benefits 
to DHB 

Benefits: 

 Clinicians working together to identify and address challenges 

 Improving interdisciplinary communication, teamwork and care-planning 

 Improving performance and efficiency of service 

 Improvement in clinical outcomes 

Cost and Benefits to 
PHO 

Benefits: 

 Clinicians working together to identify and address challenges 

 Improving interdisciplinary communication, teamwork and care-planning 

 Improving performance and efficiency of service 

 Improvement in clinical outcomes 
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Cost and Benefits to 
General Practice 

Benefits: 

 Improvement in clinical outcomes 

 Greater staff satisfaction 

 Opportunity to influence how care is provided to general practice patients by the overall system 

Cost and Benefits to 
Patient 

Benefits: 

Better, safer care delivered by proactive and prepared clinical teams. 

These pathways in turn aim to reduce needless referrals and hospital visits by ensuring ready access to diagnostic and specialist support in primary 
health care and community settings. 

Summary Comment 
on Costs and 
Benefits  

The total cost of the clinical networks is estimated at $205,000 in year one, rising to $445,000 in year two as temporary networks are introduced 
with specific purposes. Clinical Networks are seen as essential to underpinning each of the Programmes of Activity (including responsibility for 
development of relevant clinical pathways) and supporting changes to the way that primary health care  is delivered within MidCentral.  
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Borderless 
Health Care 

Focus on Patient 
Experience 

Redeveloped Practice Model Innovation and Implementation 
Pipeline 

Bottom-up Service 
Improvement 

Intervention  Workforce development will focus on four main areas:  

 The Interdisciplinary Knowledge and Skills Framework (IKSF) as the basis of workforce development programmes. 

 Nurse Practitioner development  

 General Practitioner workforce programmes 

 A range of learning modalities 

How the enabler 
supports 
achievement of the 
aspirational targets 

Workforce development attributes to achievement of the aspirational targets through ensuring that the necessary mix of skills to deliver the 
interventions is in place. For instance:  

 The case management initiative will require the development and roll out of case management training for people working across primary 
health care  

 The existing training programme for delivery of Comprehensive Health Assessments is required to continue in order to support both the 
Annual Comprehensive Health Assessment intervention and the free extended Whānau Ora Health Assessment intervention. 

 By changing the range of learning modualities, more people will be able to access the courses at a lower cost to their employers through 
reduced travel time and more flexibility about when learning takes place. This is important for reducing the cost to general practice of those 
interventions requiring people in the general practice workforce to undertake training 

Rationale Workforce development (ie individual, team and/or organisation) is not consistently coordinated, cohesive or linked to the health needs of the 
people of our district.  The General Practitioner and Practice Nurse workforce is ageing and its numbers are reducing.  A number of nurses are 
currently on a Nurse Practitioner pathway, but there is no evidence of a coordinated approach to employment opportunities for them.  Currently 
there is no mandate for interdisciplinary learning that would promote mutual understanding of, and respect for, each other’s contribution and 
develop more collaborative practice.  Most programmes delivered in the District are paper based and involve face-to-face contact, thus limiting the 
number of participants able to be accommodated and increasing their time away from the workplace.  

Actions   Develop and implement specific programmes based on the MidCentral DHB IKSF  

 Provide for continuing education using a range of learning modalities  

 Implement processes to support Nurse Practitioner role development  

 Contribute to career development pathways for general practitioners  

Linkages 
 

 Clinical governance 

 Clinical leadership 

 Clinical networks and pathways  
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High-level Work Programme (what will actually happen) 

Roll out the Interdisciplinary Knowledge and Skill Framework (IKSF) across the MidCentral District 

Continue current programmes  Older People  

 Child Health 

 Long Term Conditions (LTC) 

 Practice Nurses 

 PHO - Clinical Facilitators 

 Nursing Entry to Practice  

 Cancer Support 

Develop additional role specific programmes aligned 
to the framework 

 Practice Managers 

 Health Care Assistants 

 

Develop additional context specific programmes 
aligned to the framework 

 Mental Health  

 Youth Health 

 Acute Care  

 Clinical Leadership 

 Case Management 

 Clinical Quality 

 Clinical Governance  

 

Continue to work with specialist services to support implementation of IKSPs withink the disctrict.  Linkages will be futher strengthened with tertiary institutions such as 
Massey and Victoria Universities, UCOL and Wellingtion School of Medicine.  Partnerships with other providers will be expolored. 

Provide a range of learning modalities to the workforce that are accessible for initial and continuing competence development 

A blended delivery approach to education is essential to ensure engagement of the multi-generational health care workforce.  Online learning will be developed, with study 
days provided to promote interdisciplinary team learning.  

Teleconferencing and videoconferencing will be further developed to enable the health care teams to participate in educational events without leaving their communities, and 
enable specialists to reach learners in the more remote areas in a relatively cost-effective manner.  This method of learning also has the potential to assist in the diagnoses and 
treatment of some hard-to-reach patients and promote interdisciplinary case review. 

 Enhance processes to support Nurse Practitioner roles to be successfully integrated, sustainable, responsive and accessible  

 Scopes and employment settings for Nurse Practitioners prioritised   

 Access CTA funding to support Nurse Practitioner development  

 Four Nurse Practitioner candidate pathways each year 

Enhance recruitment, retention and career development pathways for general practices  

IFHC: MidCentral’s ability to accelerate general practice training will be greatly enhanced by the development of the three new IFHCs (Horowhenua, Feilding and Palmerston 
North) in addition to the two existing centres in Tararua and Otaki. It is notable that Tararua, Feilding and Otaki have long histories in successful general practice registrar 
training. Tararua and Feilding have developed with the ability to increase training capacity while Feilding is limited due to current Practice sizes. 

General Practitioners Special Interest (GPSI): Scoped; for example, minor surgery  

Registered Nurses Special Interest (RNSI): Scoped  

Community Emergency Medicine Physician: Scope pathway for A&M Physician 
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The following table demonstrates the possible outcomes and associated measurements.  A detailed outcome and measurement matrix (potentially based on 
the balanced scorecard) will be developed as part of the implementation project. 

Specific Outcomes 
and Measures 

Outcome Measurement 

Career planning and workforce development in place  55% of general practice, PHO and residential care staff are engaged in a IKSF 
programme or equivalent  by 2013 

 GPSI and RNSI positions scoped and planned 

Online learning  

Blended delivery approaches developed 

 Number of programmes online 

 Number of people engaged in online learning 

 Participant feedback   

 Improved confidence and competence  reported 

Support the Nurse Practitioner’s role so that it is 
successfully integrated, sustainable, responsive and 
accessible in MidCentral district 

 Nursing Practitioner candidate position established in each IFHC  

Support scoping of Community Emergency Medicine 
Physician role  

 Pathway for A&M Physician scoped 

 

Develop online learning modules for IKSF programmes   Number of programmes online  

Improvement in recruitment and retention of GPs 

 

 

 Number of general practice assignments for trainee interns 

 General practice rotations for postgraduate Years 1 and 3 junior doctors 

 A General practice registrar employment pilot for up to six doctors to be 
employed, undergo a personalised and RNZCGP-supported programme to 
reach fellowship of the College within the shortest possible timeframe 

 18 GPs by 2015 

 GPSI interest processes established (eg. Older Persons, A&M)  

Information to 
Support Financial 
Analysis 

Online Learning:  

 0.5 FTE IT platform and helpdesk support  

 $10,200 hosting  

 $40,000 programme development 

IKSF programme management: 

 0.5 FTE Administration Support 

 3.0 FTEs to provide IKSF programme management 
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Clinical Resources 
Required 

3.0 FTEs to provide IKSF programme management: 

 Development 

 Marketing 

 Enrolment  

 Coordination  

 Delivery 

 Mentoring  

 Evaluation 

Cost  and Benefits 
to DHB 

 Online learning: $40,000 programme development 

 Ensure the delivery of quality and timely services  

 Training and development activity supports future skill needs  

 Supports the development of future managers and leaders  

 Forecast employment needs by anticipating changes  

Cost and Benefits to 
PHO 

 The cost to the PHO is estimated at $382,000 in year one, reducing to $343,000 in subsequent years 

 In addition, it is assumed that either the programme management staff or CBSS staff would provide the resource to develop Nurse Practitioner 
pathways 

Benefits include: 

 Delivery of improved services by linking business strategy to people plans  

 Best practice in staff performance 

 Appropriate training and development is provided at the right time  

Cost and Benefits to 
General Practice 

Release and backfill time to allow staff to attend courses.  

Increased skill of staff, possibly supporting changes to the ways in which general practice work as a team and allowing GPs more choice in how their 
time is utilised. 

Cost and Benefits to 
Patient 

Service provided by staff with greater skills 

Summary Comment 
on Costs and 
Benefits  

The total cost of the initiative is estimated at $422,000 in year one, reducing to $383,000 in year two and ongoing. This does not include substantial 
additional clinical resource time to undertake training.  

The benefits of training can be difficult to ascribe values to. Individuals and their organisations will need to determine whether the value gained from 
the courses offsets the benefits of undertaking them.  
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Borderless 
Health Care 

Focus on Patient 
Experience 

Redeveloped Practice Model Innovation and Implementation 
Pipeline 

Bottom-up Service 
Improvement 

Intervention  Shared and integrated clinical governance across primary and secondary care that drives service and performance improvement 

A common vision, purpose and approach for service and performance improvement of clinical governance across the District  

All MidCentral DHB frontline clinicians engaged in clinical governance 

How the enabler 
supports 
achievement of the 
aspirational targets 

Clinical governance helps to create the cycle of quality and safety improvement which is important to supporting change within the health sector. 
Through clinical governance clinicians are able to influence the behaviour of each other in order to achieve co-operative change.  

 Clinical case review of decisions made around management of patients seen by the extended care paramedics will be important for ensuring that 
people are being treated in the best environment and that there is no deterioration in patient outcomes 

 Clinical governance processes are expected to be used as part of the implementation of collaborative clinical pathways to encourage clinicians to 
utilise these pathways and to understand when the pathway needs to be modified  

 Clinical governance within the IFHC will be important for ensuring that appropriate safety and quality processes are placed around the scope of 
practice of each member of the team to allow new interventions such as nurse-led clinics to be undertaken in a way that is comfortable for both 
GPs, nurses and patients 

Rationale Within the District, clinical governance does not have a well-articulated purpose, and there is a lack of clear mandate for clinical governance from 
Boards.  There are multiple committees and Boards; networks exist but they are not always well linked and can be  fragmented with limited focus on 
outcomes.  Many frontline clinicians comment that clinical governance structures are “invisible” to them in their work.  Quality assurance through 
assessment and accreditation is common but performance management to specified outcomes is uncommon.  

Actions  Review and realign current clinical governance structures to meet aspirational targets: 

 Establish a common vision, focus and purpose for clinical governance that is patient-centric and adopts a whole-of-system approach 

 Ensure all clinical governance groups have a clear purpose and responsibilities through use of terms of reference or similar 

 Improve frontline clinician engagement in clinical governance through facilitated annual summits open to all clinicians 

 Ensure Clinical representation on MidCentral DHBs Executive Management Team EMT and the Compass Health Management Team, with 
appropriate links back through to the clinical governance structures 

 Provide support for clinical governance functions through the CBSS 

Linkages  Clinical networks 

 Clinical leadership 

 Workforce development 
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High-level Work Programme (what will actually happen) 

CBSS will work with current clinical governance structures to:  

 Build on this Business Case to determine what functional arrangement is required to achieve aspirational goals 

 Develop a common vision and purpose 

 Review current terms of reference 

 Review existing membership 

 Review communication strategies  

 Review current work plans with inclusion of the following: 

– Assist in the creation of six clinical networks, their terms of reference and the sign-off of their annual work plans 

– Assist in the identification and development of clinical leaders 

– Sign off 32 collaborative clinical pathways  

– Actively support the development of peer review groups 

– Review contractual arrangement such that staff and providers are obliged to support clinical governance systems 

– Undertake quality improvement activities such as accreditation and audit processes 

– Initiate data development and capture appropriate for primary and secondary care quality improvement activities 

 Facilitate clinical governance annual summits open to all clinicians in the District 
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The following table demonstrates the possible outcomes and associated measurements.  A detailed outcome and measurement matrix (potentially based on 
the balanced scorecard) will be developed as part of the implementation project. 

Specific Outcomes 
and Measures 

Outcome Measurement 

Patients receive effective, efficient, safe, evidence-
based care  

 Patient and staff satisfaction surveys 

 Financial improvements 

 Reduction in number of patient complaints/incidents/HCD complaints 

 Quality-of-care audit data 

 Use of medicines variance data  

 Other relevant clinical care and service audit data  

 Increased use of best practice and clinical pathways/guidelines/evidence-based practice 

Regular communication to all clinical and support staff 
across the DHB regarding clinical governance 
processes and outcomes 

 Six newsletters per year 

 

Clinical governance structures are generously 
populated with clinicians who, in addition to their 
clinical perspective, have a transformational 
leadership skill set 

 Number of clinicians on Boards 

 Number of clinicians who have had transformational leadership training 

Service and clinician monitoring occurs  All clinicians have a professional development plan 

 All staff have an annual performance appraisal 

 Use of 360 appraisal tools 

 Incident reporting and review occurs with findings implemented 

 Clinical audits occur 

Information to 
Support Financial 
Analysis 

The clinical governance institutions required are already in place. The only additional costs would relate to provision of two forums per year at a total 
cost of $2400. 

Clinical Resources 
Required 

Cost of running two facilitated clinical governance workshops annually: 

 One for clinical leaders 

 One for executive team members from the DHB and PHO 

 Clinical governance groups will receive administrative support from the CBSS 
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Cost  and Benefits 
to DHB 

Cost to DHB is half of the clinical resources indicated above 

Benefits are: 

 Achievement of Business Case aims 

 Reduction in inappropriate variation, duplication and process inefficiencies 

 Staff understanding, support and involvement in clinical governance activities 

 Achievement against performance indicators and monitoring 

Cost and Benefits to 
PHO 

Cost to PHO is half of the clinical resources indicated above 

Benefits are: 

 Achievement of Business Case aims 

 Reduction in inappropriate variation, duplication and process inefficiencies 

 Staff understanding, support and involvement in clinical governance activities 

 Achievement against performance indicators and monitoring 

Cost and Benefits to 
General Practice 

Costs to general practice will be in staff time 

Benefits are: 

 Achievement of Business Case aims 

 Reduction in inappropriate variation, duplication and process inefficiencies 

 Staff understanding, support and involvement in clinical governance activities 

 Achievement against performance indicators and monitoring 

Cost and Benefits to 
Patient 

Cost to patient will be zero 

Benefits will be safer, more effective care from happier, more efficient clinicians. 

Summary Comment 
on Costs and 
Benefits  

The expected financial cost of strengthening the clinical governance arrangements within the District will be neglible due to the necessary institutions 
already being in place.  

Without effective clinical governance processes in place, all the other work detailed within this Business Case is at risk of failure or piecemeal 
implementation.   
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Borderless 
Health Care 

Focus on Patient 
Experience 

Redeveloped Practice Model Innovation and 
Implementation Pipeline 

Bottom-up Service 
Improvement 

Intervention  PHO integration is being considered by the four MidCentral PHO Boards as an enabler to the implementation of this Business Case. 

How the enabler 
supports 
achievement of 
the aspirational 
targets 

The PHOs are the link between individual practices, providing management of PHO funds and contracting of management and health services to support 
general practice.  

A single PHO for the MidCentral district would reduce the borders within the District and allow better co-operation through a single workforce. 
Efficiencies from integration would be used to provide additional services.  

Actions   Boards to determine preferred PHO configuration for the MidCentral district.   

 Implementation plan for integration, including consultation with staff regarding any proposed changes as a result of integration, to be developed 

Linkages  Clinical governance 

 Clinical leadership 

 Business and Clinical Support Service 

High-level Work Programme (what will actually happen) 

To be determined following decision on PHO integration 

The following table demonstrates the possible outcomes and associated measurements.  A detailed outcome and measurement matrix (potentially based on 
the balanced scorecard) will be developed as part of the implementation project. 

Specific Outcomes 
and Measures 

To be determined as part of implementation plan if integration proceeds. 
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Borderless 
Health Care 

Focus on Patient 
Experience 

Redeveloped Practice Model Innovation and Implementation 
Pipeline 

Bottom-up Service 
Improvement 

Intervention  Ongoing improvements to information management services, including introducing the following:  

 Shared patient records*  

 Electronic transfer of care* 

 Web hub for health providers and patients 

 Digital workforce initiative*  

 District analysis collaborative 

*   Explicit funding related to this initiative is included in the Business Case.  Other interventions will be subject to ability to undertake within current 
resourcing. 

How the enabler 
supports 
achievement of 
the aspirational 
targets 

Parts of the information management changes will directly lead to the achievement of aspirational targets, including: 

 100% of enrolled patients will have access to their own health records by 2013 

 100% of health professionals will have access to up-to-date patient health records 

The information management changes will also contribute to the achievement of aspirational targets through supporting many of the interventions in 
the business case: 

 Virtual IFHCs will be able to share patient records more easily 

 The electronic transfer of care will streamline processes between general practice and intermediary care services and case managers 

 The Digital Workforce Initiative will support the changes in learning modualities as part of the workforce development enabler, in turn supporting 
the upskilling of the health workforce to work in the different ways envisaged by this Business Case 

Linkages  Clinical networks 

 Clinical leadership 

 Clinical governance 

 Workforce development 

Actions   Rollout shared patient record as per implementation plan 

 Rollout electronic transfer of care record as per implementation plan 

 Purchase and set up video conferencing equipment in IFHCs 

 Explore Webhub and Regional Analysis Collaborative, including development of implementation plans, as able 
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High-level Work Programme (what will actually happen) 

Timelines for rollout of each phase of the information management changes to be developed following approval of Business Case. 

The following table demonstrates the possible outcomes and associated measurements.  A detailed outcome and measurement matrix (potentially based on 
the balanced scorecard) will be developed as part of the implementation project. 

Specific Outcomes 
and Measures 

Outcome Measurement 

Implementation of shared patient records All patients enrolled in MidCentral PHOs have access to their own health records by 2013 

All clinicians have the ability to access to up to date health records 

Electronic transfer of care Implemented as per timetable for phased rollout 

Video conferencing established between IFHCs Video conferencing between IFHCs established as per timetable for phased rollout 

Information to 
Support Financial 
Analysis 

Expected costs: 

 Video conferencing, - $53,000 year one, $1000 per year on going.  

 Manage My Health – up to $85,000 per year, including set up costs 

 E-Referral - $30,000 set up cost and $25,000 per year ongoing 

Clinical Resources 
Required 

None expected 

Cost and Benefits to 
PHO 

The costs of IM changes are expected to be largely borne by the PHO and amount to $194,000 in year one and around $107,000 per year ongoing.  

Cost  and Benefits 
to DHB 

Cost to the DHB is uncertain. May be some cost in terms of IT staff time to create necessary interfaces with primary health care .  

The benefit of being able to access a patients full patient record are considered to be significant for the hospital as it will increase accuracy and speed 
with which the information is obtained. The ability of all health professionals to be able to see the care being received by the patient across the system 
is also expected to lead to a reduction in duplication of services and events such as poly-pharmacy admissions. 
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Cost and Benefits to 
General Practice 

Uncertain. Expected at this stage that Manage My Health rollout will not lead to additional financial costs for general practice. 

General practice will be able to share patient records and have information on care provided to patients elsewhere in the Health System. This is 
expected to increase efficiency of consultations for general practice. 

Cost and Benefits to 
Patient 

No cost. Potentially improved care through clinicians having better information on patient. Improved care from the health system as each professional 
is able to easily see the full picture of services being provided. 

Access to own patient records.  

Summary Comment 
on Costs and 
Benefits  

Improvements to Information Management are expected to have significant efficiency benefits for the MidCentral Health System. These arise from the 
easier sharing of information between clinicians in all parts of the system regarding the services patients are receiving, leading to a reduction in 
duplication and unintended events such as poly-pharmacy events. Electronic referral is also expected to improve efficiency of patient transfer.  
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Borderless 
Health Care 

Focus on Patient 
Experience 

Redeveloped Practice Model Innovation and 
Implementation Pipeline 

Bottom-up Service 
Improvement 

Intervention  The CBSS will provide the management and administrative systems and services required to achieve the Vision: To provide the best-possible patient 
experience whilst building a clinically and financially sustainable system. 

How the enabler 
supports 
achievement of the 
aspirational targets 

The CBSS is effectively a way of organising resources in order to best support the needs of general practice within MidCentral. As part of this, the 
CBSS will provide support to many of the programmes contained in the Business Case:  

 Support the development of IFHCs 

 Work with IFHCs to achieve standardisation of protocols to support nurse-led “walk-in” clinics 

 Develop case management processes and systems 

 Support changes in practice models; for instance, additional support for undertaking comprehensive health assessments 

 Support the development and continuation of clinical networks 

 Support the development and implementation of clinical pathways 

 Support the roll-out of the Interdisciplinary Knowledge and Skills Framework 

Linkages  Clinical networks 

 Clinical leadership 

 Clinical governance 

 Workforce development 

 IFHC 

 Acute demand interventions 

Costs and benefits   At this stage further analysis of the cost of providing the necessary services from the CBSS to support the Business Case is required.  

 At this stage it is assumed that the cost of the CBSS will be equivalent to the PHO management fees for the District.  
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Specific Outcomes 
and Measures 

Outcome Measurement 

Improved access to community referred radiology 
services 

 Patient waiting times for radiology 

 Reporting times to prescriber 

 Range of radiology exams available on referral from primary helath care clinician 

 Clinical satisfaction with radiology 

 Patient satisfaction with radiology 

Information to 
Support Financial 
Assumptions 

 Standard PHO community referred radiology prices apply to all providers including MidCentral health 

 In year 1 PHO manages volume movements so there is a neutral financial impact on MidCentral DHB.  In out years volume movements are 
dictated by clinician/patient choice and providers (including MidCentral health) manage costs to match changes in funding. 

Clinical Resources 
Required 

Time of representatives on the Radiolgy Oversight Committee – GPs, primary health care nurses, radiologists, radiology provider representatives 

Cost  and Benefits 
to DHB 

 Neutral impact on DHB provider arm in Year 1 

 Neutral impact on DHB funder in Year 1 and outyears 

Cost and Benefits to 
PHO  

 Infrastructure in place already 

 Enhancements to Radiology Oversight Committee 

 Improved services benefits clinical services and community (eg. Improved access for priority groups) 

Costs and Benefits 
to General Practice 

 Significant improvement 

 More clinician choice 

 Clinicians drive service and service development 

Cost and Benefits to 
Patient 

 No change in cost 

 Improved access 

 More patient choice 

Summary 
comments on Costs 
and Benefits 

This initiative is expected to be at least financially neutral and to have major benefits in terms of improving access to services, clinician involvement 
in service delivery and patient choice.  This initiative is expected to make a significant contribution to improved acute demand management in 
conjunction with the other programmes proposed in that section of this Business Case. 

C
O

S
T

 B
E

N
E

F
IT

 A
N

A
L

Y
S

IS
: D

E
V

E
L

O
P

M
E

N
T

 O
F

 C
L

IN
IC

A
L

 A
N

D
 B

U
S

IN
E

S
S

 

S
U

P
P

O
R

T
 S

E
R

V
IC

E
 

 



 

203  

  

10.0 TRANSFORMING THE PATIENT JOURNEY  

10.1 INTEGRATED FAMILY HEALTH CENTRES 

 

                                                           
18

Aitcheson, F (2009). Service Devolution to Primary Care, Turanganui PHO. 

Patient Journey - Current State Patient Journey - Future State 

A 36-year-old fieldworker makes an awkward tackle at rugby 
on Saturday, bending his thumb backwards.  He leaves the 
field, ices the injury and feels better. On Sunday he finds the 
injury still painful and the thumb stiff, so he reports to the 
Emergency Department of the local hospital, where he 
experiences a three-hour wait for attention.  

The injury is assessed, and an X-ray is considered desirable 
but the Radiographer has just gone home and the staff are 
reluctant to call her back for a single film.  The patient is 
advised to call again on Monday, and the injury is treated 
with a compression bandage. 

A paper based ACC form is completed and the patient is 
advised to see his GP for follow-up of the X-ray.  The patient 
finds that he is unable to work on Monday and attends the 
GP with his X-rays, omitting to bring the ACC form with him.  
The GP feels that the X-ray shows no fracture, but wants the 
formal report of the films to be sure.  The films are sent for 
reporting and a new ACC form is completed electronically.  
The patient is given the week off work.  The report of the 
films arrives on Thursday indicating an avulsion fracture of 
the base of the thumb.  

The patient is recalled and a cast is applied to the thumb. 
The patient is referred to the fracture clinic.  The injury is 
managed through the fracture clinic, and further paper-
based ACC forms are completed.  A letter from the fracture 
clinic arrives in the GPs electronic inbox after having been 
dictated, typed and scanned onto the Practice’s PMS, 
approximately three weeks after the original injury.  The 
patient is referred to physiotherapy in the private sector by 
the GP once the cast is 

removed.  Adapted from Aitcheson 2009.18 

A 36-year-old fieldworker makes an awkward 
tackle at rugby on Saturday, bending his thumb 
backwards.  He leaves the field, ices the injury and 
feels better.  On Sunday he finds the injury still 
painful and the thumb stiff, so he attends his local 
Integrated Family Health Centre. 

This is a centrally located, purpose-built facility 
which houses a group practice of GPs, a 
pharmacy, a digital radiology unit, a group 
physiotherapy practice, and the PHO team.  The 
on-duty GP assesses the injury and sends the 
patient next door for an X-ray.  The image is 
transmitted digitally to the on-duty radiologist, 
who is alerted by pager.  He puts down his fishing 
rod, opens up his laptop and analyses the image, 
reporting back in real-time.  The patient returns, 
his thumb is placed in a cast and he is booked into 
the weekly IFHC nurse-led clinic and into the 
physiotherapist at the same time.  The 
physiotherapist appointment is scheduled to 
coincide with his cast removal.  His ACC45 form is 
filed electronically from the GP surgery and he 
picks up his prescription at the pharmacy on the 
way out. 
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10.2 ACUTE DEMAND MANAGEMENT 

 Patient Journey - Current State Patient Journey - Future State 

A patient phones the general practice to make and 
appointment because she is not feeling well and has run 
out of heart pills.  The Receptionist at the practice tells the 
patient that there is an appointment available in four days’ 
time.  The patient accepts the appointment and rests at 
home until she feels so unwell she rings a family member 
to take her to the ED.  The patient waits at the ED for five 
hours and is then assessed.  It is very late by this stage and 
the patient is admitted to the hospital.  The next day the 
patient is deemed well enough to go home with support 
from the district nursing service.  Two separate referrals 
are made – one to district nursing and one to Support Links 
for home support.  When she gets home the patient is 
contacted by two organisations to help with care.  The 
patient is seen by district nursing for several days in a row 
and Support Links provides some home help.  The patient 
then attends the scheduled GP appointment where her 
primary health care  team has no knowledge, or access to, 
her record of care over the last few days and the patient 
must explain everything once again. 

A patient with a heart condition is not feeling well 
and has run out of medication.  She phones the 
practice and is triaged by a nurse who invites her to 
be seen at “walk-in” clinic right away.  After 
assessment it is clear that the patient requires some 
extra support and the nurse immediately arranges 
for a case manager to organise a package of care for 
the patient including some home-care support and 
on-call nurse to provide some observation together 
with an ongoing care plan for the patient.  The 
patient returns home with the support she needs in 
place and a health professional to contact if she 
requires extra assistance.  

An 85-year-old patient is at home on a Friday night and 
takes a fall in the living room.  The patient is scared and 
shaken, although able to walk, and calls 111 for assistance.  
The ambulance arrives and takes the patient to hospital 
where she waits for several hours to be assessed.  After 
assessment the patient is told she is well enough to return 
home with just a little bruising to contend with.  By this 
stage, it is late in the night and the ED team does not think 
it is acceptable to ask the patient to taxi home alone.  The 
patient is admitted to the hospital and discharged the 
following day. 

An 85-year-old patient is at home on a Friday night 
and takes a fall in the living room.  The patient is 
scared and shaken, although able to walk, and calls 
111 for assistance.  The ambulance arrives and the 
advanced paramedic assesses the patient and 
determines there are no injuries of serious concern 
although the patient is a little shaken and bruised.  
The paramedics arrange for the community nurse 
to check in on her the following day and also for 
someone to come and help with her meals over the 
next few days.  The patient remains at home and 
understands she can call her GP or 111 at any time 
if she becomes unwell. 
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10.3 OLDER PEOPLE’S’ SERVICES 

Patient Journey – Current State Patient Journey - Future State 
A frail older woman living in a stage 2 rest home becomes 
confused and delirious.  Her urine is cloudy and offensive, 
and her temperature elevated.  The nurse faxes the 
assessment information to the GP, who faxes a laboratory 
form to the facility, requesting a urine test.  The specimen 
is collected the following day and the caregiver delivers this 
to MedLab.  MedLab sends the result to the GP three days 
later.  The GP prescribes an antibiotic and sends the script 
to the relevant pharmacy.  The pharmacy contacts the 
facility when the script is ready.  The caregiver collects the 
script and antibiotics are commenced.  The process can 
take from one to seven days on average.  In the meantime, 
the patient has become dehydrated and confused, is 
refusing to eat or drink and her temperature continues to 
rise.  It is decided to take her to the ED via ambulance.  She 
is admitted to a medical ward for IV fluids and IV 
antibiotics.  Three days later, due to her ongoing confusion, 
she is transferred to AT&R services for further assessment 
and rehabilitation.  Six days later (after a nine-day hospital 
stay) she returns to the facility. 

A frail older woman living in a stage 2 rest home 
becomes confused and delirious.  Normally this is 
most likely to result in a transfer to an acute 
hospital.  A gerontological team consisting of a 
Nurse Practitioner Older Persons, and a GP with 
special interest in geriatrics is employed to provide 
dedicated specialist care to older people in  a 
number of residential facilities in the District.  

This team would also provide mentoring and 
support to Nursing staff and the general practice 
teams.  The team is based within the Integrated 
Family Health Centre who work alongside GPs who 
continue to provide medical care to some of the 
residential sector.  The team is also able to liaise 
with colleagues from the specialist services and 
acute inpatient services. 

The Nurse Practitioner (NP) visits the resident, 
diagnoses a urinary tract infection as the underlying 
cause and prescribes antibiotics.  The NP is able to 
access the resident’s complete clinical file using IT 
from the rest home.  This also includes access to the 
recent consultations from the resident’s own GP 
advising of the resident’s allergy to a certain 
antibiotic.  The clinical file is updated with the new 
clinical consultation and plan of care.  The NP 
advises the RN (who does not require to be on site 
24/7 and will need to educate caregivers) around a 
plan of care utilising the care pathways for both for 
the RN and caregivers.  Using the IT system at the 
rest home, the NP informs the resident’s own GP of 
her consultation. 

The NP follows up with the RN from the rest home 
over the next few days to monitor the resident’s 
progress; the resident recovers her normal physical 
and mental status and remains in the residential 
setting.   

Cost savings result due to the ongoing monitoring 
and support of the older person in the residential 
care setting in a timely and proactive manner.  By 
avoiding transfer to the ED and hospital admission, 
the physical and psychological distress of the older 
person is minimised.  
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10.4 WHĀNAU ORA 

 Current State: Patient Journey Future State: Whānau Journey 

 A 30 year old Māori woman is referred to community 
provider for support services for her and her whānau 
upon relocation to the District 

 A referral is made to the well child (WC) service for an 
assessment. H/V is scheduled for 2 weeks. Upon visiting 
the home the RN discovers: 

 There are 6 children, 15 yr old and 5 under the age of 7 
years (6 ½ yrs, 5 yrs, 3 yr old twins and a 6 month old) 

 Mum is a single parent with no whānau support within 
the District 

 Whānau are residing in high dep (8-10/10) community 

 Has no transport 

 There is a strong odor of cannabis in the home 

 Mum has a fresh bruise on her upper arm, when 
questioned she states that her 15 yr old son had 
punched her when she refused to give him money for 
cannabis 

 5 year old, 3 years old twins, and 6 month old are all 
over due for imms 

 6 ½ year old is home from school, mum explains he has 
a toothache upon further assessment it is evident the 
child has very poor oral health 

 While completing assessment on the twins, mother is 
observed preparing a bottle of cow’s milk for 6 month 
old. When questioned by the RN, mum states she is not 
breastfeeding and has run out of money for formula 
until payday (3 days time) 

 There is little food in the home 

 Whānau are not registered with a GP team 

Actions: 

 Nurse registers mother & all children under 5 years in 
WC Service 

 Children under 5 are referred for enrolment with pre-
school dental therapist. Mum is advised to contact 
school dental therapist regarding the child with 
toothache 

 Mum is given information on preschools located in her 
community 

 Information is given to mum of available support 
agencies she can contact regarding support for; 

 family violence   

 drug use by the teenager 

 budgeting advice 

 Mother is left to arrange own transport to support 
agencies 

 Referral to CY&FS is made due to issues of family 
violence 

 Current state is fragmented with limited coordination 

A 30 year old Māori woman is referred to a 
community provider for support services for her 
and her whānau after relocation to the District. 

A referral is made to the Whānau Ora Navigator. 
H/V is scheduled for 2 days for the completion of a 
Whānau Assessment by the Whānau Ora nurse. The 
Navigator and nurse both attend the H/V. The nurse 
completes the Whānau Assessment. The process 
takes 2 hours initially, 1 hour at the H/V and 1 hour 
for Whānau Ora Navigator to action all referrals.  

Actions: 

 The children under 5 years are registered with 
a Tamariki Ora service and enrolled in Child & 
adolescent dental service with urgent referral 
& discussion with dental therapist re 6yr old 
with toothache 

 The children under 5 years are enrolled in a 
local pre-school/kohanga reo. This will increase 
mums access to whānau support networks also 

 Mum is connected with local kaumatua to 
support access to Iwi/hapu links 

 Teenage son and mum are referred to youth 
AOD whānau support services for AOD support 
and family violence intervention. This result in 
a whānau plan being formulated and prevents 
a referral to CY&FS at this stage 

 Children under 5 years are enrolled with local 
OIS for catch up programme for immunisation 

 Mum is taken to the local foodbank for 
immediate assistance. Tamariki  Ora nurse 
provides emergency pack of formula for the 6 
month old 

 Referral to budgeting service is actioned 

 Referral to GP Team is actioned 

 The Navigator continues to proactively work 
with general practices and GP Waiting list 
coordinator to find a medical home for the  
whānau 

 The Navigator provides transport and supports 
mum by attending all appointments and follow 
through by ensuring all recommendations are 
actioned in a timely manner 

Future state will ensure integrated services and a 
well coordinated care package for the whole 
whānau with seamless regular follow up.  

Navigators are well connected to their community. 
In this scenario, the role is viewed as an advocacy 
role assisting whānau to gain access to and navigate 
through the multitude of services associated with 
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of access to services, and often delays in follow up 
services engaging with Whānau 

NOTE: 

 The review of the National Well Child Framework 
currently being undertaken by MoH will improve the 
care of the 0-5 age group and their whānau.  The 
development of a new Child Health Assessment 
Framework which has a Whānau Ora component will go 
some way to supporting families.  The additional 
allocation of resource through this Business Case is, 
aimed at supporting the achievement of Whānau Ora 
and should be considered in addition and 
complimentary to this review process 

their journey to achieve Whānau Ora.  
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11.0 STATEMENT ON CLINICIAN INVOLVEMENT 

The process for engaging clinicians across primary and secondary health care was well planned and 

included all disciplines involved in the proposed service changes and, in some cases, involved 

broader representation. 

At the commencement of the project, it was clear that this project was to be clinically led and key 

decision-making steps in the Business Case development process involved clinicians from across 

health care.  Borderless healthcare was demonstrated in the process of engaging clinicians. 

In terms of governance, members of the Steering Group were chosen on the basis of skills, including 

clinical leadership and business acumen.  Members (clinician) of the Steering Group include: 

 Dr Bruce Stewart, GP from Feilding (Chair) 

 Dr Kenneth Clark, Medical Director/Chief Medical Officer for MidCentral Health 

 Dr Alistair Watson, Respiratory Physician, MidCentral Health 

 Tui Hancock, Nurse Practitioner, Horowhenua 

 Dr John Sprunt, GP, Otaki 

 Dr Anne Smith, GP, Horowhenua 

 Dr David Ayling (Chair of the Combined PHO Clinical Board and member of the MidCentral 

Clinical Board)  

 

A working group is responsible for the overall production of the Business Case which included 

clinician involvement of: 

  Dr Murray Shaw, GP, Palmerston North 

 Chiquita Hansen, Director of Nursing, Primary Health Care, MidCentral Health 

 Del Te Oka, Registered Nurse, Māori Health Provider 
 

The project included 13 work streams with 21 people in leading roles and 154 work stream 

members.  At least 50% are clinicians.  On average, each work stream had three meetings and future 

meetings are scheduled.  

At milestone points in the projects, the work stream leaders and the Working Group met jointly to 

talk through new health concepts and the overall vision of borderless health care.  

Communication has been a key aspect of the project, both at collaborative meetings and through 

written updates to keep everyone abreast of developments. 

Participants in the work streams include:  

 GPs from across the District (approximately 12) 

 Representatives from the four PHO Boards and CHL Board 

 PHO and Compass Health Clinical and non-clinical staff 

 MidCentral Health and Mid Central DHB staff 

 Representations from Mental Health 

 Representatives from Pharmacy include – Community Pharmacists from Feilding and 

Palmerston North; the Chair of the MidCentral Community Pharmacy Group; Hospital 

Pharmacy Manager  

 Representatives from Practice nurses from across the District 
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 Representatives from residential care 

 The Health Care Development team 

 Lyn Horgan, Muriel Hanratty (two of the three Directors) from MidCentral Health  

 Executive Manager, Strategic Development and Improvement (Andy Long, Wellington Free 

Ambulance) 

 Ambulance Operations (St John Ambulance – Grant Pennycook) 
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12.0 STATEMENT ON IWI/MĀORI INVOLVEMENT 

Engagement of Iwi/Māori in the development of the business case involved strong representation 
from all tribal areas across the MidCentral district, and in some cases involved broader Māori 
representation. 

In terms of the Steering Group members, Iwi/Māori representation included: 

 Matt Matamua of Muaūpoko; and Mātanga Whānau Ora 

 Danielle Harris of Rangitaane o Manawatū; and CEO Best Care Whakapai Hauora 

 Ella Kauri-Davis of Ngāti Raukawa ki te Tonga; and General Manager - Contracts Te Runanga 

o Raukawa 

 Tui Hancock of Muaūpoko; and Nurse Practitioner HPHO 

Iwi/Māori representation on the Working Group comprised 2 of the total 5 members that sat 
alongside the other 5 members from PHO/Compass Health project support, and included: 

 Del Te Oka of Rangitāne o Tamaki-nui-a-Rua and Ngāti Kahungunu, and Health Manager of 

Te Wakahuia o Manawatū Trust (Registered Nurse) 

 Barbara Rudd of Ngāti Raukawa, and Māori Liaison Officer - Otaki PHO 

Key to discussions and buy-in at the Workstream level was broader Iwi/Māori representation.  The 
Whānau Ora workstream comprised of Māori leaders from all Iwi health providers, invites put out to 
all Māori health providers of the District to be involved (of which major stakeholders were present 
and organisations with limited capacity received regular updates); and invites to other groups with 
significant interest such as Te Taitoa Māori o Te Awahou; an amalgamation of hapu groups centred 
around the Foxton area. In addition, 5 senior Māori representatives of the four MidCentral PHOs and 
Compass Health were present.  Iwi/Māori providers comprised over 50% of the voice at the Whānau 
Ora workstream meetings.  There were 16 members on the Whānau Ora workstream, and 4 
workstream meetings held over the Business Case development phase.   

The Whānau Ora workstream consisted of: 

Iwi Providers: 

 Ngāti Raukawa: Iwi Health Provider is Te Rūnanga o Raukawa  

 Muaupoko: Iwi Provider is Muaupoko Tribal Authority 

 Rangitāne o Tamaki-nui-a-Rua: Iwi Provider is Te Kete Hauora 

Māori providers: 

 Te Wakahuia o Manawatu Trust, Māori health provider 

 He Puna Hauora, Māori health provider 

Interested parties: 

 Ngāti Kauwhata  

 Te Taitoa Māori o Te Awahou 

 Nga Hapu o Otaki 

 Māori Health Advisor, Funding Division MidCentral DHB 

 Senior staff from Manawatu, Horowhenua, Tararua and Otaki PHOs; and Compass Health 
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13.0 STATEMENT ON SIGN OFF PROCESS 

The project has been subject to a rigorous approval and sign off process with wide participation and 

oversight from a broad range of clinicians, managers, directors and key external stakeholders. 

The Steering Group 

The four PHO Boards delegated the role of guiding the development of the Business Case to the 

BSMC Steering Group.  The Steering Group was made up as follows: 

Dr Bruce Stewart (GP) is Chair of the Steering Group and other members include:  

 Dr Ken Clark, MidCentral Health  

 Craig Johnston, MidCentral DHB  

 David Moore, External Consultant  

 Dr Alistair Watson, MidCentral Health  

 Dr Anne Smith, GP Horowhenua  

 Danielle Harris, CEO Whakapai Hauora  

 Dr David Ayling, GP, Palmerston North  

 Ella Kauri Davis, Māori Provider  

 Dr John Sprunt, GP, Otaki  

 Matt Matamua,  Whānau Ora  

 Sharon Wards, CEO, Tararua Health Group  

 Tui Hancock, HPHO Nurse Practitioner 

The Steering group recommended to the PHO Board that the Business Case be approved.  

Working Group 

A working group was formed to manage the operational aspects of the Business Case development.  

The working group was made up as follows: 

 Nicky Hart, Manager, Project Lead 

 Chiquita Hansen, MidCentral Health Care Development team 

 Delwyn Te Oka, Māori Provider 

 John Baird, Ministry of Health 

 Dr Murray Shaw, Palmerston North 

 Craig Johnston, MidCentral Funding and Planning 

The working group approved the Business Case. 

Work Streams 

The project includes 11 work streams with 21 people in leading roles and 154 work stream 

members.  On average most of the work streams have met on a weekly basis and future meetings 

are scheduled.  At least 50 % are clinicians. 

At milestone points in the projects the work stream leads and the Working Group jointly meet to talk 

through new health concepts and the overall vision of borderless health care.  
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Communication is a key aspect of the project, both at collaborative meetings and through written 

updates to keep everyone abreast of developments.   

The leads of each work stream approved their sections of the Business Case.  All work stream leads 

received regular updates of the business case as a whole. 

PHO and DHB Board sign off 

Manawatu, Otaki, Horowhenua and Otaki PHO Boards have all approved the Business Case. 

MidCentral District Health  Board 

MidCentral District Health Board has approved the Business Case in principle.  A workshop is 

scheduled with the MDHB on 2 March where final approval will be sought.  If approved, a formal 

response will be forwarded to the Ministry after the 2 March. 
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 IFHC Acute Demand Older Person’s Whānau Ora Systems Levers 

Child Health 

 

Specialist and Community 

Child Health Teams will be 

operating from IFHC sites 

across the District. 

 

A Child Health coordination 

service will identify mothers 

and babies not enrolled in 

general practice and facilitate 

enrollment or an alternative 

‘health home’.  

Case management and 

coordination will be  offered 

for at risk  children  provided 

by highly skilled and trained 

health professionals 

Nil Whānau Health 

Assessments will focus on 

babies, children and their 

whānau and facilitate 

identification of a ‘health 

home’. 

A Child Health Clinical 

Network will be 

established in Year 1. 

Shared patient records 

will allow providers to 

better coordinated care.  

Health information 

relating to child health 

will be consistent across 

the District.  

Mental Health 

 

Specialist and Community 

based Mental Health Teams 

will be operating from IFHC 

sites across the District. 

Case management is offered 

for people with moderate to 

high needs provided by 

highly skilled and trained 

mental health workers.  A 

primary care liaison service 

will help provide seamless 

service delivery between 

Primary and secondary 

teams.  Devolution of some 

secondary care services will 

be explored. 

An older person’s 

Gerontological team will 

liaise closely with psycho-

Gerontological services to 

provide the best possible 

care for older people.   

Cultural training will be 

offered to Mental Health 

staff across the District.  A 

range of services as an 

alternative to mainstream 

Mental Health support will 

be accessible to patients.  

included Rongoa and Miri  

Miri services 

Online Mental Health 

training programmes will 

support the workforce 

into the future. 

Online support tools for 

people with mental 

illness will be 

implemented. 

Shared patient records 

will allow providers to 

better coordinated care.   
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Whānau Ora Whānau Ora Specialist roles 

based in IFHCC and/or 

Iwi/Māori providers 

IFHC focus on improving Māori 

health through explicit health 

outcomes for Māori in health 

plan and involvement in 

governance of IFHCs.   

7,050 total Māori un-enrolled. 

IFHCC will assist in 

achievement of 100% 

enrolment of Māori in PHO by 

2012 

Free WOHA and follow-up 

care offered to Māori not 

enrolled in a PHO, up to 2,500 

assessments over 3 years.  

Service coordination and 

specialist support offered to 

Māori people and their 

whānau faced with highly 

complex set of health and 

related issues. 

Annual Comprehensive 

Health Assessments (ACHA) 

offered to Māori aged 45+, 

up to 50% of target group 

over 3 years. 

Case management offered 

for people with moderate 

needs provided by highly 

skilled and trained nurse 

proficient in that disease 

state(s) nursing 

Enhanced provision of age-

related care in Māori/Iwi 

services 

N/A Whānau Ora Sector 

Leadership Network (see 

above) 

Cultural Competent 

Health Workforce 

100% of enrolled patients 

will have access to their 

own health records by 

2013. 

100% of providers will 

have access to shared 

patient records by 2013. 

Business and Clinical 

Support Service will 

include appropriate 

clinical leadership to 

achieve competent and 

empowered populations 

and whānau 
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   14.0 LIST OF ACRONYMS  

2B Heard A Primary mental health programme for people experiencing a mild to moderate mental 
illness 

“Other”  the non Māori and non Pacific population group 

1° Primary Care 

2° Secondary Care 

A&M Accident and Medical Centres 

ACC  Accident Compensation Corporation  

ACHA Annual Comprehensive Health Assessment 

ADR Annual Diabetes Review 

ARC Aged Residential Care 

ASH Admission Ambulatory Sensitive Hospital Admission 

AT&R  Assessment treatment and rehabilitation 

AVE Advanced Vocational Education 

B4 School Checks fnp 

BCSS Business and Clinical Support Service 

BPAC Best Practice Advisory Committee 

BSMC Better Sooner More Convenient 

CAG Community Advisory Group 

CAPHAC  Community and Public Health Advisory Committee of the DHB 

CBA Cost Benefit Analysis 

CBSU Clinical and Business Support Unit 

CCDHB Capital Coast District Health Board 

CCM Chronic Care Management 

CEO  Chief Executive Officer 

CGC Clinical Governance Council 

CHWT Compass Health Wellington Trust 

CITRIX Is the computer programme which allows our staff remote access to several of our databases 

CME Continuing Medical Education 

CNE Continuing Nurse Education 

CNS Clinical Nurse Specialists 

COPD Chronic Obstructive Pulmonary Disease - a serious respiratory disease 

CPD Continuing Professional Development  

CPHAC Community and Public Health Advisory Committee 

CPHO Capital Primary Health Organisation 

CPS Community Paediatric Service  

CPI Clinical Performance Indicator 

CQB Clinical Quality Board 

CQI  Continuous Quality Improvement 

CRCSP Central Regional Clinical Services Plan 

CRMHAN Central Regional Mental Health and Addictions Network 

CRR Community Referred Radiology  

CRTAS Central Regional Technical Advisory Services   

CSC  Community Services Card 

CSP  Cervical Screening Programme 
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CTA Clinical Training Agency 

CVD Cardio-vascular Disease 

CVR Cardiovascular Risk 

CWS Central Wound Service 

CYF  Children and their Families Service - Ministry of Social Development 

DAR Diabetes Annual Review 

DHB District Health Board 

DHBNZ  District Health Board New Zealand – a combined DHB agency 

DMG Disease Management Group 

DNA  Did not attend (an appointment) 

DNS District Nursing Service 

DOL Department of Labour 

Dr  Doctor 

DSAC – 1 Doctors for Sexual Abuse Care 

DSAC -2 Disability Support Advisory Committee of the DHB 

EBD Evidence Based Data 

ECP Extended Care Paramedic 

ED Emergency Department 

EHR Electronic Health Record 

EMT Executive Management Team DHB 

EOI  Expressions of Interest (as in issuing a request or “call” for EOI) 

ETC Electronic Transfer-of-Care 

Family Start an early intervention, preventative, home-based service for families facing challenges in the 
areas of health, welfare or education  

FAQ Frequently asked questions  

FFT Future Funding Track 

Fluvax  Influenza Vaccination 

FMB Funding Management Board  

FSA First Specialist Assessment 

FTE Full Time Equivalent – usually a staff member of 40 hours a week 

GM General Manager 

GP General Practitioner 

GPAL General Practice and Liaison 

GPLF General Practice Leadership Forum 

GPSI GP with Special Interests 

GPT General Practice Team 

GWHT Greater Wellington Health Trust 

HAC Hospital Advisory Committee of the DHB 

Hapu Sub-tribe 

HCSP Health Care Service Provider 

HDC  Health and Disability Commission 

HCD Health Care Development 

HealthPAC  Ministry of Health’s payment arm 

HITH Hospital in the Home 

HMSC Health Management System Collaborative  

HP Health Promotion 

HPHO Horowhenua Primary Health Organisation 

HR Human Resources 
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ICT Information and Communication Technology 

IDF Inter-District Flow 

IDT Interdisciplinary Team 

IFHC Integrated Family Health Centre 

IFHN Integrated Family Health Network 

IHI Institute for Health Improvements 

IKSF Interdisciplinary Knowledge and Skills Framework  

IKSP Interdisciplinary Knowledge and Skills Programme  

IM Information Management 

IMAC Immunisation Advisory Centre 

IPA Independent Practice Association 

IPAC Independent Practice Association Council of New Zealand 

IRD  Inland Revenue Department 

IT Information Technology 

IUCD Intra-Uterine Contraceptive Device 

IV Intra-venous 

Iwi Tribe 

Kaiāwhina Provide support to family and whānau, often on the Marae 

Kaihautu Wairarapa Guided Care Model 

KPHO Kapiti Primary Health Organisation 

KPI  Key Performance Indicator 

LAG Local Advisory Group 

LMC Lead Maternity Carer 

LTC Long Term Conditions 

Manage My 
Health TM 

A MedTechTM product allowing patient information to be viewed and edited by various 
providers in various locations 

Māori The indigenous people of Aotearoa New Zealand 

MAPS Membership, Address, Payment System 

MATPRO Wellington Maternity Project 

MCH MidCentral Health 

MDHB MidCentral District Health Board 

MDT Multi Disciplinary Team 

MECA Multi-Employer Collective Agreement 

MH Mental Health  

MHIN Mental Health Information Network 

MHS Mental Health Service 

MHT Manawatu Health Trust 

MHTDT Manawatu Horowhenua Tararua Diabetes Trust 

MIPA Manawatu Independent Practice Association 

MML Masterton Medical Limited 

MMPO  Midwifery and Maternity Provider Organisation 

MOH Ministry of Health 

MOPS Maintenance of Professional Standards 

MPHCNS Mobile Primary Health Care Nursing Service (Feilding and Tararua)  

MPHO Manawatu Primary Health Organisation 

MRG Ministry Review Group 

MSD Ministry of Social Development  

MSO Management Services Organisation 
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MWWL  Māori Women’s Welfare League 

NAG  Nursing Advisory Group 

NASC Needs Assessment and Service Coordination Service 

NDT Nursing Development Team 

NETP Nursing Entrance to Practice 

NGO  Non Government Organisation (usually a community organisation) 

NHI  National Health Index number assigned to everyone in New Zealand and used whenever an 
encounter with the health system occurs – enables study of trends without using people’s 
names 

NHS National Health Service 

NIR National Immunisation Register 

NP Nurse Practitioner 

NZCoM NZ College of Midwives 

NZGG NZ Guidelines 

NZMA New Zealand Medical Association 

NZNO New Zealand Nurses Organisation 

OGP Organised General Practice 

OIS Outreach Immunisation Service 

OPHO Otaki Primary Health Organisation 

OPTIMED TM A medicines optimisation service 

OSH Occupational Safety and Health 

PCC Palliative Care Coordinator 

PCO Primary Care Organisations 

PEDAL Post-ed assessment and liasion 

Pharmac  NZ Government’s Pharmaceutical funding agency 

Pharms  Pharmaceuticals 

PHC Primary Health Care 

PHCN  Primary Health Care Nurse 

PHCS Primary Health Care Strategy 

PHO Primary Health Organisation 

PHO Alliance  A national body representing some PHOs – mainly the ones who are aligned to IPAC 

PHOAG Primary Health Organisation Advisory Group 

PHONZ  A national body representing some PHOs 

PHU Public Health Unit 

PMAANZ Practice Managers and Administrators Association of New Zealand 

PMP Performance Management Programme 

PMS Practice Management System 

PN Practice nurse 

PNLG Practice Nurse Liaison Group 

PNMG Practice Nurse Members Group 

POC  Package of Care  

PPM  PHO Performance Management 

PRISMS Primary Solution Management Systems (Mental Health Database) 

PSAAP  PHO Service Agreement Amendment Protocol Forum.  (The forum through which Primary 
Health Care Contracts are negotiated) 

QA  Quality Assurance 

RFI  Request for Information (as in issuing a request or “call” for information on a matter) 

RFP  Request for Proposal (as in issuing a request or “call” for proposals to be submitted) 
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RFRC Regional Fees Review Committee  

RIMS Raukawa Iwi Medical Service 

RN Registered Nurse 

RNSI Registered Nurses with Special Interests 

RNZCGP Royal New Zealand College of General Practitioners 

ROC Radiology Oversight Committee 

RSM Referred Services Management 

S&RH Sexual and Reproductive Health  

SAATS            Sexual Assessment Abuse/Assault Treatment Service 

SCID Sector Capability & Innovation Directorate (MoH)  

Script  Prescription 

SI Special Interest 

SIA Services to Improve Access 

SIG Sector Improvement Group 

SPA Single Point of Access 

SPC Structured Pharmacist Care service 

Tertiary Care  Regional sub-specialties Type 1 Diabetes = usually juvenile onset Diabetes in young people, 
insulin dependent 

TLP Transformational Leadership Programme 

TOR Terms of Reference 

TPHO Tumai mo te Iwi Primary Health Organisation 

TPHO Tararua Primary Health Organisation 

UCC Urgent Care Centre 

UTI  Urinary Tract Infection 

VLCA Very Low Cost Access 

WCP Well Child Provider 

WCPHO Wairarapa Community Primary Health Organisation 

WDHB Wairarapa District Health Board 

WFA Wellington Free Ambulance 

Whānau  Family 

Whānau Ora The empowering of whānau to simultaneously achieve and maintain physical, mental and 
spiritual wellness 

WINZ  Work and Income New Zealand – Ministry of Social Development 

WIPA Wellington Independent Practice Association 

WPHO Wairarapa Primary Health Organisation 

WRDT Wellington Regional Diabetes Trust 

YOSS Youth One Stop Shop 
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