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All District Health Boards
19 December 2018
National District Health Board Chairs
New Zealand
Dear DHB Chairs
Following last week’s meeting, the term of appointment of the Chair of Chairs (and consequently the
Chair of the DHB Executive) was raised with me and how it was missing in the Terms of Reference,
circulated with the meeting’s agenda. I totally agree.
I have drafted the following paragraph that will be incorporated in the draft ToR and I would hope
that we will get some Chairs only time to review and endorse at the first meeting of next year.
The Chairman of the Executive, also known as the Chair of Chairs, is appointed by the 20 DHB
Chairs. The appointment will be for a three year term. The person elected to this role will become
one of the four regional Chairs to maintain the membership of the Executive at eight. To avoid an
election to this role when there are new Chairs, it is recommended that the appointment to the
role is considered 12 months after the triennial DHB elections.
In the event that the Chairman is not reappointed at the triennial elections then a new appointee
will be required and nominations for the role will be called by a Chair member of the Executive.
For information, I was appointed to this role on the resignation of Tony Norman (Northland) at the
end of 2014. At a meeting in 2016, there was an election process where three Chairs were
nominated and I was re-appointed.
I would like to suggest that this process occurs every three years at the beginning of the year to keep
it away from the DHB elections. This allows for the role to be undertaken by someone who is not a
new Chair and those appointing are familiar with the tasks of the National role.
If you are all supportive of this, then an election for the role of Chair of Chairs and the National
Executive could occur at the February 2019 Chairs meeting, to get into a proper cycle.
I would appreciate any thoughts about this (i.e. how many terms the Chair should be eligible for)
before the end of January 2019 and if there is a majority in agreement, nominations will be called
for at the 14 February 2019 meeting.
Apologies for landing this in your inbox the week before Christmas, but I believe this needs to be
tidied up and appreciate those raising it with me.
Meri Kirihimete
Jenny
Jenny Black MNZM
Chairman
West Coast & Nelson Marlborough
District Health Boards
jenny.black@nmdhb.govt.nz
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By email: andrew@blairconsulting.co.nz
24 December 2018
Mr Andrew Blair
Chair
Capital & Coast and Hutt Valley District Health Boards
Dear Andrew
SMO Involvement in Appointment Process for Shared Chief Executive Position
I am writing to raise with you the importance of the involvement of senior medical and dental
staff in the appointment process for the new combined chief executive position for both the
Capital & Coast and Hutt Valley District Health Boards.
Their involvement is critical to the quality of the appointment process. This is not so much to
determine who is appointed but rather determining who among the applicants might be
suitable for the role and who might not be.
The Association appreciates that senior medical and dental staff are not the only staff whose
input would be beneficial to the decision-making process. But, given the unique role, skills and
experience, their engagement is critical. An appointee who lacks mana with senior medical
staff will fail in the full sense of the chief executive role.
The Association recommends that the Boards ensure as wider SMO engagement with short
listed applicants as possible. We recommend that this include separate meetings with the
individual shortlisted applicants and representatives of the Medical Advisory Group at Capital &
Coast DHB and the Senior Medical Staff Association at Hutt Valley DHB respectively.
I would encourage you to give this serious consideration. In our view this appointment is too
important not to have this level and type of engagement. Please feel free to contact me if you
require further clarification
Yours sincerely

Ian Powell
EXECUTIVE DIRECTOR
ip@asms.nz
5/9/14/8
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14 January 2019

Jenny Black
Chair of DHB Chairs Group
Nelson Marlborough DHB
NELSON

Kathryn Cook
Chair of DHB Chief Executive Group
Mid Central District Health Board
PALMERSTON NORTH

VIA EMAIL

The NZ Health Partnerships (NZHP) Board requests the opportunity to brief the Chairs and CEs
Forum on 14 February 2019 on two significant and interrelated programmes of work being
undertaken on their behalf by NZHP. The briefings are an update on the Finance Procurement
and Information Management System (FPIM) and an outline of Project FOCUS, the review of the
NZHP operating model. It is expected the combined briefings will take one hour.
In June 2018 Cabinet directed NZHP to develop a new FPIM Business Case. The Chairs and CEs
Forum is scheduled one week in advance of the planned release of the case to DHBs for
consideration.
It is important that we push past the long history of the programme so that DHB leadership clearly
understands the fundamental shift in approach from a single national system to a more customercentric, distributed model with an interfaced national catalogue at its heart. We would also like
to cover key aspects of the business case including costs, benefits and timeframes.
While not a CE, we feel it is important that the FPIM SRO presents and takes questions at the
Forum, as he has in the recent past.
NZHP’s Statement of Performance Expectations 2018/19 included Goal 13: NZ Health
Partnerships’ Strategy and Roadmap to 2022 developed and approved. Consequently, the NZHP
Board has approved Project FOCUS, which will be a comprehensive review of our current
operating model with a view to developing a Target Operating Model (TOM) that is fit to fulfil the
company purpose as outlined in the shareholders’ agreement, realising the “National Collective
Good”.
Project FOCUS will commence in early-February 2019. It is owned by the NZHP Board, on behalf
of the shareholders. Jack Carroll, a senior partner in KPMG, will co-create the development of the
TOM with the NZHP CE. The NZHP Board decided to employ the services of a partner with
organisational design expertise and one which will bring in the critical element of independence.
Through an objective, professionally facilitated process, NZHP leadership and stakeholders will
share views openly and be challenged to enable a robust project outcome.
Project FOCUS will first seek to ascertain from shareholders and other important stakeholders if
there is a willingness and a benefit to continuing to develop a shared entity model which acts
across the Health Sector in the national good. If agreement on the value of an entity like NZHP is
reached, Project FOCUS will proceed to answer the following broad questions:






What is the agreed company vision?
What is the agreed company mission?
Who are NZHP customers?
What do NZHP customers value? (cost, time, quality)
What are our results?

NZ Health Partnerships Ltd
Level 2, Building 2 Central Park
660 – 670 Great South Road, Penrose, Auckland, 1061
PO Box 11-410 Ellerslie, Auckland 1542

nzhealthpartnerships.co.nz

Ph: 09 487 4900
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How does NZHP demonstrate its value to stakeholders?
What is the NZHP TOM and plan to deliver against the vision and mission?

Current stakeholder opinion across the sector varies on the current value of NZHP. While a recent
survey of DHBs demonstrates there is overall growing support for NZHP's current role, some
significant stakeholders consider that once NZHP has cleaned up the legacy left to it by its
predecessor, Health Benefits Limited (HBL), the company should cease to function (with no
measurable loss to the sector). Company value is often seen through what it does, rather than
what it could do and the value that it could provide the sector. Some see other organisations,
such as the regional shared services organisations, being better placed to take on sector-wide
roles such as procurement and shared services.
Resulting in part from the often haphazard nature of the evolving tasks taken on by NZHP, the
company lacks a strategy connected to a clear opportunity/value statement and a business plan
which aligns to its competitive advantage. Despite its success as a turnaround company, and the
early beginnings for real return on investment potential, the current company operating model
could be described as temporary or transitional in nature. It lacks a clear and comprehensive
investment strategy and the tools required to deliver a larger return on investment.
It appears that one of the biggest barriers to describing a new future for NZHP is the perceived
threat of loss of individual (local and regional) sovereignty as a counterpoint to the ‘(national)
collective good’ outcomes of the sector. Addressing this in any strategy and business design
process must acknowledge the lessons learnt from the ‘one size fits all’ HBL shared services
model. Many stakeholders are disinclined to return to an imposed model of this nature. A
national good entity should take account of local, regional and national environments and the
requirement to tailor solutions accordingly.
NZHP is now at a point where the future of the organisation needs to be clearly defined. Rather
than adopt the approach of an organisation looking for a problem to fix or evolving the current
model, the approach which is going to be taken is to examine the opportunity that an
organisation like NZHP provides to add benefit to the sector from a first principles review process.
I have attached a copy of a letter, for your information, which was sent to the Minister of Health,
requesting his engagement on Project FOCUS and FPIM.
Yours sincerely

Peter Anderson
Chair
Attachment: Copy letter to Minister of Health, 18 Dec 2018
Copies to:
Ashley Bloomfield, Director General of Health
DHB Chairs and Chief Executives
NZHP Directors
Jack Carroll, Partner Advisory, KPMG NZ
NZ Health Partnerships Ltd
Level 2, Building 2 Central Park
660 – 670 Great South Road, Penrose, Auckland, 1061
PO Box 11-410 Ellerslie, Auckland 1542

nzhealthpartnerships.co.nz

Ph: 09 487 4900

348

2019 02 28 Combined Boards' public meeting - APPENDICES

17 December 2018

VIA EMAIL

Hon Dr David Clark
Minister of Health
Parliament Buildings
Wellington 6160

Dear Minister
The NZ Health Partnerships Board has approved a project to assess and confirm the long term
strategy and operating model for NZ Health Partnerships. Our Shareholders approved this work
through our Statement of Performance Expectations for 2018/19; with a goal to develop and have
approved a strategy and roadmap to 2022. It is also included in the Cabinet direction to examine
the operating model, or more appropriately termed, service delivery model for the Health
Financial Procurement and Information Management System (FPIM), formerly National Oracle
Solution (NOS).
The NZ Health Partnerships’ project will progress in two stages:
1. Determine a value statement for the company (to be agreed by shareholders and
other senior stakeholders, including government) and, if agreement is reached;
2. Design a fit for purpose target operating model which enables the company to deliver
against its value statement, which we would expect to include the delivery of the FPIM
programme and the operation of the supporting technical, administration and data
services.
The work will be owned by the NZ Health Partnerships’ Board and commence early in February
2019. It will be facilitated by Jack Carroll, a senior partner in KPMG who has had recent
experience working alongside Government in establishing Oranga Tamariki and the Ministry of
Housing and Urban Development.
Before we conduct our first stakeholders’ workshop in February 2019, I would like the opportunity
to introduce you to Jack Carroll and gain your views and expectations on the value an entity like
NZ Health Partnerships can fulfil in the health sector. The NZ Health Partnerships-led FPIM
business case is also reaching its final stages and insight into your perspective on the future
service delivery model for FPIM would be beneficial to our work.
Jack and I would also appreciate an opportunity to meet the Health Review Team to align our
work with any early views being developed around shared services and the collaborative
realignment of finance, procurement and supply chain systems across health.

NZ Health Partnerships Ltd
Level 2, Building 2 Central Park
660 – 670 Great South Road, Penrose, Auckland, 1061
PO Box 11-410 Ellerslie, Auckland 1542

nzhealthpartnerships.co.nz

Ph: 09 487 4900
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To provide you with further background, I ask you to note that since its inception, NZ Health
Partnerships has been engaged in a challenging work programme, which has centred on
addressing a number of legacy projects which were at significant risk or had failed under a
predecessor company, Health Benefits Limited (HBL). Consequently, NZ Health Partnerships has
turned around many of these poor programmes and mitigated the potential loss in others. Some
are no longer at risk and others are now producing measurable benefits.
Although we would judge NZ Health Partnerships has been successful in its turnaround roles and
functions, which is evidenced in our recently tabled annual report, it is now at a significant
crossroad in its current state and in the maturity of the business. There is a clear requirement to
develop a compelling business strategy; which includes a target operating model. Without this
intervention NZ Health Partnerships will struggle to deliver on its purpose to collectively maximise
shared services opportunities for the national good.
Additionally, a service delivery model which can deliver the outcomes required of FPIM needs to
work within a sector aligned under a clear strategic direction, using the power of national data,
insights and scale to lead qualitative change to support a sustainable, equitable and modern
health system.
Minister, we welcome your engagement in the important milestones for the future of NZ Health
Partnerships and FPIM.
Jack and I look forward to meeting with you, and I will be in touch with your private secretary to
schedule a time early in the New Year.

Yours sincerely

Peter Anderson
Chair
NZ Health Partnerships

Copies to:
Dr Ashley Bloomfield
Director-General
Ministry of Health
Tim Keating
Chief Executive
NZ Health Partnerships
NZ Health Partnerships Ltd
Level 2, Building 2 Central Park
660 – 670 Great South Road, Penrose, Auckland, 1061
PO Box 11-410 Ellerslie, Auckland 1542

nzhealthpartnerships.co.nz

Ph: 09 487 4900
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Hutt Valley District Health Board – Andrew Blair- Andrew.blair@huttvalleydhb.org.nz
Minister of Health – David Clark - david.clark@parliament.govt.nz
Te Awakairangi Health Network – Bridget Allan - Bridget.a@teahn.org.nz
Te Awakairangi Health Network – Heather Stewart - heather.s@teahn.org.nz
Podiatry NZ – Jennifer Pelvin - jennifer@butlerpelvin.com
Health and Disability Commissioner – Anthony Hill - hdc@hdc.org.nz
Members of Parliament – Chris Bishop - chrisbishopoffice@parliament.govt.nz
Chris Hipkins - chris.hipkins@parliament.govt.nz
National Spokesperson for Health - Michael.woodhouse@national.org.nz

Tena Koe

This letter is a collective response from Hutt Valley podiatrists to the clinical review, audit
and reset of the Diabetes Action - Podiatry Programme by Te Awakairangi Health Network
(TeAHN) – Primary Health Organisation (PHO) on 1 July 2018 and 1 December 2018.
What follows is a summary of our shared view and concerns with regards to the detrimental
impact this reset is having on our high foot risk diabetes patients and our recommendations
for reinstating previously agreed conditions in our contract. In order to better understand
our concerns it is important to firstly understand the role of a podiatrist in high risk diabetes
foot care. We would also like your response to questions posed under ‘Consequences’
and the ‘Recommendation’ that the frequency of funded visits be reinstated and funding
for the programme increased.

Podiatrist:
A podiatrist is an allied health professional skilled in the assessment, diagnosis and
treatment of foot and lower limb conditions. Podiatrists play an important role in identifying,
preventing and managing active foot disease in the diabetic and high risk population. This
level of foot care requires an advanced clinical skills set which no other allied health
profession is trained to do. Podiatrists are an integral part of a multidisciplinary team
including but not limited to; vascular service, orthopaedics, diabetes service, community
nurse service and orthotics. The primary aim of podiatry in high risk and diabetes foot
care is limb preservation.
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SUMMARY


Community Podiatry programme grossly underfunded for 14 years



Fee for service did not fully compensate for actual time and costs



2018 - Podiatrist’s fee for service finally increased after 11 years



PHO required patient volumes to be reduced to facilitate increase in fee for service



PHO introduced new foot risk stratification to reduce patient volumes – failed to
meet objective



HVDHB cut funding of community podiatry programme by $50k – undermining the
sustainability of the programme



Roll out of new programme poorly executed by PHO – resulting in unnecessary
resentment and frustration from both patients and podiatrists



Frequency of funded foot care for high risk patients cut by half resulting in an
increase in presentation of active foot disease



Increase in referrals from primary care to hospital service due to active foot disease



Podiatrists provisioning a free service to patients unable to self-fund extra care

CONCLUSION
Severe budget cuts by the Hutt Valley District Health Board (HVDHB) to the community
podiatry programme have compromised the ability of community podiatrists to deliver a
comprehensive preventative service to patients at high risk of developing active foot
disease. The PHO reset of 1 July 2018 was poorly executed sparking frustration and
anger from affected patients and also community podiatrists. The current increase in
presentation of active foot disease;


Unfairly reflects on community podiatrists,



Is a financial and clinical burden on the secondary service, and



Negatively impacts on clinical outcomes, quality of life and life expectancy for our
high risk patients.

This will continue as long as this programme remains underfunded.
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BACKGROUND
In 2004 the Primary Care Diabetes Service was launched by the Ministry of Health (MOH)
and Hutt Valley podiatrists were contracted by the HVDHB to provide the community
podiatry component of a shared care model with the hospital podiatry service. This
programme was known as the Diabetes Action – Podiatry Programme.


The fee for service in 2004 was $40 (ex 12.5% GST) per session.



In 2007 the fee increased to $44.44 (ex 12.5% GST)



In 2010 with the introduction of 15% GST the fee was adjusted but remained at
$44.44 (ex 15% GST).



The fee for service remained unchanged for 11 years and on 1 July 2018 the fee
was increased to $60 per session (ex 15% GST).

It was a welcome and long overdue increase and also formed part of a broader clinical
review, audit and reset of funded podiatry care for diabetes patients in the HVDHB
catchment. In order to facilitate the fee increase podiatrists were advised that patient
volumes would need to be reduced and PHO introduced a new foot risk stratification to
inform the allocation and frequency of funded podiatry care.

SITUATION
Prior to the 1 July 2018 reset, the process and pathway of the shared care model between
the HVDHB podiatry service and the Hutt Valley community podiatrists was well
established and clearly defined. We all navigated this shared care pathway with
confidence and patients were able to transition seamlessly between primary and secondary
care as clinically indicated. This provided:


Good continuity of care



Better/sooner access to appropriate services



Reduced visits to GPs



Reduced visits to ED



Reduced hospitalisation



Quicker response to acute problems
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Better cost effective allocation of funds:
 Community Podiatrists $60 ex GST – per session
 Hospital Podiatrist $145.98 ex GST – per session

Subacute patients managed in primary care, reduce the burden on the HVDHB podiatry
service and enable the high risk foot hospital service to focus on active foot disease and
meet the requirements of Ministry of Health Service Specification.

RESET OF PROGRAMME
The new clinical pathway which was introduced by the PHO on 1 July 2018 quickly
revealed itself to be dysfunctional and the cause of much angst from both patients and
podiatrists. Referral forms were amended by the PHO from week to week and podiatrists
were none the wiser how to confidently navigate this new clinical pathway. The new foot
risk stratification introduced by the PHO which was touted as being the tool that would
reduce patient volumes, has in fact lowered the threshold criteria for funded diabetes foot
care. As a result very few patients were able to be discharged from the programme and
the anticipated reduction in patient volumes did not eventuate.

BUDGET CUTS
In October 2018, the PHO called a meeting of all contracted podiatrists with news of a
massive budget overspend in the first three months of the reset. We were advised that the
PHO modelling for the 1 July reset had been made with the presumption that the HVDHB
would allocate the same level of funding to the programme. The reality was that $50k from
the podiatry programme had been diverted by the HVDHB to another service for iron
infusion. This revelation provided clarity for the budget blow out:


the fee for service was increased from $44 (ex GST) to $60 (ex GST);



the anticipated reduction in volumes did not happen, and



the budget was slashed by $50k.

As a consequence, the PHO has retracted previously agreed frequency of funded care.
This decision has impacted on our extremely high risk patients placing them at
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critical risk. These patients have had their funded diabetes foot care cut by half. The
consequence of that decision for these patients is dire.

CONSEQUENCES
Six months into the 1 July reset and the programme has been reset again (effective from
Dec 1 2018). This feels very much like a train wreck in slow motion with the aftermath
equally as catastrophic. Previously well managed high risk patients receiving funded foot
care within (previously) reasonable timeframes are presenting acutely at our private
practices with active foot disease. Many of these patients cannot self-fund the extra visits
that would have prevented an acute episode and are now required to be referred into the
HVDHB podiatry service – a service which is already operating at full capacity.

What do we do with patients who present with active wounds and have:
a) exhausted their funded foot care,
b) cannot self-fund, and
c) cannot be seen by the hospital service within a reasonable timeframe?

Who provides the diabetic foot wound care in the interim - GPs and practice nurses? No
other discipline has the skills set required for this level of care. Furthermore, if
diabetic foot wound care is provided for these patients by a GP or a practice nurse, who
pays for that service – the patient? Or is there funding available for GP practices to
provide that service and if that is the case it begs the question why?

Podiatrists like all health professionals have a duty of care to their patients. As a result of
these fiscally driven cut backs in funding for our high risk diabetes patients with high clinical
need, some podiatrists have been provisioning a free service to these patients in an
attempt to prevent acute episodes. This is a completely unacceptable and untenable
situation and no podiatrist should have to prop up the public health system by providing a
charitable service. When did it become acceptable for the MOH, HVDHB and PHO to
trade on the goodwill of any health profession? What happened to the government’s
commitment to improving access to primary health care?
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What was anticipated as being a straightforward reset of the programme has in reality been
anything but, and has given rise to unnecessary tension, frustration and confusion.
Podiatrists and patients are rightly feeling aggrieved and ignored. We would like answers
to the following questions:
1) Why was funding cut for the community podiatry programme?
2) At what level was this decision made?
3) Where does limb preservation sit as a priority for the MOH, HVDHB and PHO?

We are deeply disappointed with this entire process; from its poorly considered inception,
lack of meaningful consultation with all stakeholders and excruciating implementation.
What was clear from the very outset was that the funders have no appreciation or
understanding of what podiatrists do and the significant role podiatrists have in the delivery
and management of high risk diabetes foot care and limb preservation.

In the last 14 years HVDHB community podiatrists received one small increase in the fee
for service and for the last 11 years we were declined any further increases. For 14 years
this service has been grossly underfunded and we have provided this service at a cost to
us. We were heartened by the significant increase in our fee for service on 1 July 2018.
This went some way to acknowledging the advanced clinical skill set required to deliver a
high risk diabetes foot service. Regrettably the sting in the tail has been the reduced
number of funded visits which undermined any goodwill by the PHO and placed our
extremely high risk patients at critical risk. So we are once again back in the business of
providing a charitable service and propping up the health system. It’s a shameful
indictment of how little regard podiatry is held.
Data from the Ministry of Health’s Virtual Diabetes Register show the prevalence of
diabetes in people aged 30–39 years has almost doubled over the last 12 years and
indicators are that this is unlikely to slow down in the next 20 years. As these patients age
their health needs will become more complex and the costs associated with the
complications of diabetes will increase. One of the largest contributors to the costs of
complications is amputations. The Hutt Valley has a demographic of people with a high
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amputation rate so removing timely access to an appropriately funded podiatry service will
have a significant impact on their lives and their life expectancy.

RECOMMENDATION
We ask that the frequency of funded visits be reinstated to the level it was prior to the 1
July 2018 reset and the funding to the programme be increased. It is fiscally more prudent
to adequately fund a programme aimed at preventing diabetes related lower limb
amputations than it is to deal with the aftermath. The costs associated with amputations
and the negative impact on the lives of those affected by these traumatic events is not
insignificant. Podiatrists are in the business of limb preservation and limb
preservation ultimately leads to life preservation.

Nga mihi nui

Julianne Jackson

Silverstream Podiatry Clinic

Susan Kingi

Upper Hutt Foot Clinic

Diane Bradshaw

Access Podiatry Ltd

Jeff Trafford

Upper Hutt Podiatry

Jenny Cousins

Petone Foot Clinic

Gerrard Wake

Hutt Foot Clinic

Cara Foothead

Avalon Podiatry Clinic
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15 January 2019
Ian Powell
Executive Director
ASMS
Email: ip@asms.nz
Dear Ian
SMO involvement in appointment process for shared Chief Executive position
Thank you for your letter of 24 December regarding the importance of the
involvement of senior medical and dental staff in the appointment process for the
joint Hutt Valley and Capital & Coast DHBs chief executive that is currently being
advertised.
I agree that clinicians input and engagement in the process will be an important step
in the process, and accordingly, this has been planned to occur via each DHBs Clinical
Councils meeting with the shortlisted candidates (as part of the wider stakeholder
group).
Please feel free to call me if you have any questions.
Kind regards

Andrew Blair
Chair
Capital & Coast and Hutt Valley District Health Boards
cc:

Hutt Valley and Capital & Coast DHBs’ Appointments Committee

Capital & Coast DHB | Private Bag 7902, Wellington South
Wellington Hospital, Riddiford Street, Newtown, Wellington 6021
Phone: 04 385 5999 | Fax: 04 385 5856
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Hutt Valley District Health Board
Violence Intervention Programme Evaluation: 2017-2018

Attention:

Dr Ashley Bloomfield, Chief Executive Officer
Chris Mallon, Service Manager for Women and Children, VIP Manager

Family Violence Intervention Coordinators (FVIC):
Lynn O’Toole
Claire Southward
Date:

20 December 2018

Introduction
The Ministry of Health’s Violence Intervention Programme (VIP) seeks to reduce and prevent the
health impacts of violence and abuse through early identification, assessment and referral of victims
presenting to health services. This report reviews VIP evaluation documents submitted to the AUT
evaluation team by Hutt Valley staff in September 2018.
The evaluation period was 1st July 2017 – 30st June 2018. This report addresses the following evaluation
activities:
1. Delphi audit of programme infrastructure (inputs) assessed against criteria for an ideal
programme
2. VIP Snapshot clinical audits (outputs) to measure programme delivery in the Ministry of Health
designated six services
3. Model for Improvement Plan-Do-Study-Act (PDSA) cycles to foster system learning and quality
improvement.
Evaluation tools and national evaluation reports are available at www.aut.ac.nz/vipevaluation.

1
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1. Delphi audit of programme infrastructure
In 2018 a new Delphi audit tool (Table 1 in the Appendix) was implemented, replacing the previous
tools for child abuse and neglect (CAN) and intimate partner violence (IPV). This was to reduce
reporting burden, eliminate the ceiling effect and introduce new elements of infrastructure identified
as important to programme sustainability. A new Ministry of Health target score will be established
for 2019 based on the 2018 Delphi data. DHB Delphi range and medians will be available in the 2018
national report released in 2019, however DHB scores will not be identified in this inaugural year.
•
•

Hutt Valley DHB scored 64 (possible range 0-100). This is compared to a median of 72 based
on the 95% of DHBs who have submitted data to date.
The domain scores for Hutt Valley were varied. The DHB met all criteria for implementation
of updated policies and procedures and were close to meeting all criteria for the use of
standardised documentation. However, areas of practice service delivery, a culture of quality
improvement and training and support for staff received low scores. There appears to be
moderate support for the VIP from organisational leadership with associated funding and
resourcing of the VIP and collaboration with external agencies.

Figure 1. Hutt Valley DHB Delphi Domain Scores 2018

2. Clinical Snapshot Results
Child Protection Assessment and Concerns
The national 2016 Guideline1 supports the use of a child protection checklist to increase the quality of
child protection assessment and documentation for all children under 2 years of age presenting to
emergency departments. Random samples of 25 charts during the April to June quarter in 2018
suggests children under two years of age presenting to Hutt Valley Emergency Department are
routinely assessed for child protection concerns (80%). This is a significant and notable increase from
previous years (see Figure 1 below) in which routine assessment was inconsistent and usually sat
below the national mean (see Table 2 in the Appendix).

Fanslow, J., & Kelly, P. (2016). Family violence assessment and intervention guideline: Child abuse and intimate partner
violence (2nd ed.). Wellington: Ministry of Health.
1

2
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VIP expects the rate of child protection concern identification to be ≥ 5%. The increased child concern
assessment rates for Hutt Valley are reflected in the identification of child protection concerns for the
first time within the random chart audits. The results suggest that children with identified concerns
are receiving specialist consultation (Table 2 in the Appendix) and reinforce the importance of
mandatory child protection concern assessment for children presenting to the Emergency
Department.

Figure 2. Hutt Valley Emergency Department Child Protection Assessment & Concern Rates for
Children under Two Years (April-June 2014-2018) Figure notes: Based on a random sample of 25 charts for each
audit period. Includes children under two years of age presenting to the ED for any reason.

IPV Routine Enquiry and Disclosure
Successive services have been added to the IPV Snapshot clinical audit beginning in 2014. Six MOH
designated services are now included. The Hutt Valley DHB VIP evaluation includes only four services
as Sexual Health is not provided, and Alcohol and Drugs is a combined service with Community Mental
Health. Hutt Valley DHB IPV routine enquiry and disclosure rates based on clinical audits of random
samples of 25 charts per service during the April to June quarter for 2014 to 2018 are shown below in
Figures 3 to 6. Table 3 in the Appendix presents detailed information including referral rates and
national referral rates.
The VIP aims for reliable IPV routine enquiry, indicated by routine enquiry rates ≥ 80. The audit data
indicates that routine enquiry is inconsistent, with rates below target across all services. Within the
audit samples, Postnatal Maternity rates of routine enquiry, decreased from an above target 96% in
2017 to 68% in 2018, but are the highest for the DHB and above the national mean. Rates of
assessment have increased in Child Health and Community Mental Health but there has been no
change to the indicated number of women assessed for IPV in the Emergency Department. The rates
in Community Mental Health, Emergency Department and Child Health Inpatient (except for 2015),
have been below national means since 2014.
Research indicates that the quality of IPV assessment influences women’s decision whether or not to
disclose IPV to a health worker.2 The VIP expects IPV disclosure rates among women seeking health
care to be at least as high as the population prevalence of 5%, given the negative impact of IPV on
health and associated increase in health visits. The Hutt Valley DHB audit data found no disclosures
in three of the four services. Only Community Mental Health routine enquiry elicited disclosures (25%)
above target and this finding, despite a low rate of routine enquiry (16%), suggests assessment is
See Spangaro J, Koziol-McLain J, Zwi A, Rutherford A, Frail MA, Ruane J. Deciding to tell: Qualitative configurational
analysis of decisions to disclose experience of intimate partner violence in antenatal care. Soc Sci Med. 2016;154:45-53;
and Feder G, Hutson M, Ramsay J, Taket AR. Women exposed to intimate partner violence: expectations and experiences
when they encounter health care professionals: a meta-analysis of qualitative studies. Arch Intern Med. 2006;166(1):22-37.
2

3
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occurring on a selective basis when staff suspect IPV. The random audit samples have not elicited IPV
disclosures in Postnatal Maternity (despite consistently moderate to high rates of routine enquiry) or
the Emergency Department. Child Health has had sporadic disclosures which have exceeded the target
and national mean on two occasions, in 2015 and 2018.

Figure 3. Hutt Valley Postnatal Maternity IPV Routine Enquiry & Disclosure rates 2014-2018

Figure 4. Hutt Valley Child Health Inpatients IPV Routine Enquiry & Disclosure rates 2014-2018

ED IPV Routine Enquiry

ED IPV Disclosure

100%

100%

80%

80%

60%
40%

60%
23%

20%
0%

0%
2015

27%

30%

30%

40%
20%

0%
2016

Hutt Valley DHB

20%

20%
2017

0%
2018

6%
0%
2015

14%

12%

0%
2016

0%
2017

Hutt Valley DHB

National Mean

18%
0%
2018

National Mean

Figure 5. Hutt Valley Emergency Department IPV Routine Enquiry & Disclosure rates 2015-2018

4
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Community Mental Health
IPV Disclosure

Community Mental Health
IPV Routine Enquiry
100%
80%
60%
40%
20%
0%

52%

43%

4
2016

0%
2017

Hutt Valley DHB

100%
80%
60%
40%
20%
0%

50%

16%
2018

27%

24%
0%
2016

National Mean

Hutt Valley DHB

0%
2017

27%
25%
2018
National Mean

Figure 6. Hutt Valley Community Mental Health IPV Routine Enquiry & Disclosure rates 2016-2018

3. Model for Improvement
Two PDSA plans were submitted by the VIP team in September 2018. The first aims to introduce an
acute post-strangulation documentation form and process, to see if it increases rates of specific
strangulation assessment in the Emergency Department. The second PDSA also focuses on the
Emergency Department. It will use case study reviews of Māori and non-Māori women presenting to
the Emergency Department to identify barriers to an effective health response for women
experiencing family violence. The benefits of the case reviews are predicted to include improved team
collaboration and knowledge of IPV and the identification of initiatives for testing in future PDSA
cycles. The low rates of routine enquiry in the Emergency Department indicate this is a priority area
for the DHB VIP team and that the findings from the PDSAs will lead to an improved health response
to women experiencing IPV who present to the Emergency Department.
PDSA plans for 2017 included trialling a ‘yellow form’ with an IPV framing statement and enquiry
questions in the Children’s Ward. The increase in IPV routine enquiry of female caregivers from the
2017 (32%) to 2018 (52%) audit suggest this may have been an effective change. We anticipate
reporting on similarly effective PDSA cycles in next year’s evaluation.

Summary
The Hutt Valley DHB Violence Intervention Programme team is to be congratulated on the significant
improvement in child protection assessment in the ED, and the increase in the IPV routine enquiry of
women caregivers in the Children’s Ward. However, in other departments there is inconsistent
programme delivery with women not receiving an effective health response to family violence.
The PDSA plans to improve the assessment of women for IPV presenting to the Emergency Department
is a good start to address this. The Hutt Valley DHB Delphi scores suggest areas for infrastructure
enhancement to support the programme. These include improved training and support for staff,
strategic and operational quality improvement approaches, and collaboration initiatives with external
agencies. Organisational governance and leadership have an important role in communicating the
Ministry’s expectation of consistent quality family violence assessment and intervention for women,
children and whānau at risk of family violence.

5
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Please do not hesitate to contact us if you have any questions or comments.
Respectfully submitted,
Moira Howson
VIP Evaluation Project Lead
moira.howson@aut.ac.nz
Jane Koziol-McLain, PhD, RN VIP
Evaluation Principal Investigator
jane.koziol-mclain@aut.ac.nz
cc: Helen Fraser (Portfolio Manager, Ministry of Health), Miranda Ritchie (National VIP Manager for
DHBs, Health Networks Limited), Kara-Dee Morden (VIP National Trainer, SHINE), Helen Garrick (VIP
Education & Training Manager, SHINE)

6
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Appendix
Table 1: 2018 Delphi domain definitions

Domain

Definition

Weight

# items

Organisational
leadership

Ownership, leadership and support evidenced through
participation, communication and connection

14

9

Training and
support

Staff receive the appropriate training, reinforcement and
support to effectively implement VIP

11.8

8

Resource
funding

VIP funding is fully allocated, supporting continuous and
sustained coordinator/s with dedicated cultural resource

11.5

3

VIP practices

Intervention services including routine enquiry, health and
risk assessment, safety planning, referrals and support,
follow the Ministry of Health Family Violence Assessment
and Intervention Guideline (FVAIG) procedures and are
implemented at all levels of the DHB

11

8

Cultural
Responsiveness

The programme includes education, support and services
informed by people’s diverse needs: Māori , multicultural,
disabled and gender identity when living with family
violence

10.9

7

Quality
improvement

Strategic and continuous monitoring to ensure effective
programme delivery

10.8

10

Policies and
procedures

Policies and procedures exist, are reviewed, aligned to
guidelines and legislation and are culturally responsive

10.6

5

10.5

5

8.8

3

100

58

Collaboration

Documentation

Internal and external collaboration throughout programme
and practice
Easily accessible standardised documentation tools, aligned
with FVAIG, are used

Total

7
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Table 2. Child protection assessment for children under two years of age presenting to the Hutt
Valley emergency department for any reason* (April – June, 2014-2018)
2014

2015

2016

2017

2018

Child
Protection
Assessment

Hutt Valley DHB
National Mean
National Range

29%
27%
0-76%

40%
26%
0-61%

0%
26%
0-96%

32%
39%
4-88%

80%
45%
0-100%

Child
Protection
Concern

Hutt Valley DHB
National Mean
National Range

0%
13%
0-100%

0%
9%
0-75%

0%
12%
0-100%

0%
10%
0-50%

5%
11%
0-40%

Specialist
Consultation

Hutt Valley DHB
National Mean

0%
89%

0%
100%

0%
93%

0%
100%

100%
92%

*Based on a random sample of 25 charts for each audit period.

Table 3. Intimate partner violence (IPV) routine enquiry, disclosure and referral of women presenting
to Hutt Valley DHB Ministry of Health VIP designated services* (April - June, 2014-2018)
Service

2014

2015

2016

2017

2018

Postnatal Maternity
IPV
Assessment

Hutt Valley DHB
National Mean
National Range

48%
33%
0-72%

52%
48%
0 – 100%

44%
52%
16-96%

96%
53%
24-96%

68%
62%
16-96%

IPV Disclosure

Hutt Valley DHB
National Mean
National Range

8%
9%
0-32%

0%
4%
0-33%

0%
3%
0-17%

0%
4%
0-21%

0%
4%
0-17%

IPV Referral

Hutt Valley DHB
National Mean

0%
67%

0%
100%

0%
83%

0%
60%

0%
86%

Child Health Inpatient
IPV
Assessment

Hutt Valley DHB
National Mean
National Range

22%
39%
0-100%

44%
35%
12-92%

28%
42%
12-96%

32%
39%
0-80%

52%
48%
12-84%

IPV Disclosure

Hutt Valley DHB
National Mean
National Range

0%
6%
0-100%

9%
4%
0-33%

0%
4%
0-33%

13%
7%
0-63%

0%
8%
0-33%

IPV Referral

Hutt Valley DHB
National Mean

0%
70%

100%
100%

0%
75%

100% 69%

0%
80%

N/A

0%
23%
0 – 68%

0%
27%
0-64%

20%
30%
4-64%

20%
30%
4-80%

Emergency Department
IPV
Assessment

Hutt Valley DHB
National Mean
National Range

IPV Disclosure

Hutt Valley DHB
National Mean
National Range

0%
6%
0-100%

0%
14%
0-33%

0%
12%
0-100%

0%
18%
0-100%

IPV Referral

Hutt Valley DHB
National Mean

0%
75%

0%
94%

0%
78%

0%
70%

8
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Service

2014

2015

2016

2017

2018

N/A

N/A

4%
52%
0-84%

0%
43%
0-82%

16%
50%
0-90%

Community Mental Health
IPV
Assessment

Hutt Valley DHB
National Mean
National Range

IPV Disclosure

Hutt Valley DHB
National Mean
National Range

0%
24%
0-100%

0%
27%
0-50%

25%
27%
0-100%

IPV Referral

Hutt Valley DHB
National Mean

0%
64%

0%
87%

0%
75%

Sexual Health**
Alcohol & Drug+
*Based on a random sample of 25 charts for each audit period.
**Hutt Valley does not provide a Sexual Health service
+
Alcohol and Drug and Community and Mental Health are a combined service

9
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CLINICAL COUNCIL
Date: 24/01/19

AUTHOR

Chris Masters

SUBJECT

Establishing a Community Based Pain Service

RECOMMENDATION

It is recommended that Clinical Council;
1. Note the current Pain Services provided to Hutt Valley residents
by CCDHB
2. Note the opportunities available to improve access to pain
services that are community based, whilst recognising the need to
maintain a degree of tertiary pain services
3. Note the assumptions made on the data limitations
4. Discuss and Endorse the proposed model of care and next steps

APPENDICES

1. PURPOSE
The purpose of this paper is to provide Clinical Council with information to enable their support of a
proposed community based pain service.

2. BACKGROUND
As part of a recent HealthPathways work programme addressing back and neck pain, a
multidisciplinary group of specialties gathered to identify the issues facing management of patients
with back and neck pain. One of the many challenges that emerged from this work was the lack of
access to pain services in the community. It was identified that there were secondary and tertiary
pain services available but a distinct lack of non-ACC funded pain services that targeted individuals
early on in the history of their chronic pain and focused on identification, prevention, early
intervention and self-management support.
Currently pain services are delivered to individuals through two inequitably commissioned models;
those who have pain secondary to an injury, in which case they receive comprehensive services
funded through ACC, and those that do not, in which case they have limited access to services ,
currently provided by CCDHB.
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There are currently several organizations providing comprehensive pain management services
funded by ACC. This includes the HVDHB, who provide a limited hospital based service, which
includes a part time pain medicine specialist, Allied Health and group based self-management
programme. They have potential capacity for seeing non-ACC patients if they have been declined
pain services through ACC. Hutt Hospital also has an in-patient pain team.

3. CURRENT PAIN SERVICES
The following table shows the current funding through IDF provided to CCDHB for the provision of a
pain service.

Specialist Assessment

17-18
Budget

Cost ($)

108

78,624

99

17-18
Actuals

18-19

Cost

Budget

($)

102

115

83,720

39,204

147

123

48,708

29

12,236

75

30

13,110

40

45,280

32

55

62,260

93

24,924

68

111

29,748

43

3612

141

108

9,072

27

18,360

50

51

34,680

($728)
Specialist Follow Up
($396)
Psychosocial Follow Up
($437)
IDT assessment
($1132)
Individual Therapy
($268)
Group Day Programme
($84)
Operating Room
Procedures
($680)
Total

222,240

Analysis of Current Services provided by CCDHB
∑

FSA but no further follow-up (FSA only)
o From 2015-2018
27%
o Many of these will be for pain management advice to GPs.
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∑

∑

∑

∑

o Potential for pathway development to support GPs
The operating room procedures were often for interventions such as epidural steroid
injections (should probably under Orthopaedic services) and lignocaine infusions (?
Evidence of benefit)
Of those that have follow up, the average number of follow ups is
o From 2015-2018
3
o Suggests not significant numbers of inappropriate follow up

Breakdown of the types of patients referred.
o Analysis of referral codes over last 6 months
ß Musculoskeletal
40%
ß Neurological (e.g. headaches)
13%
ß Abdominal and Pelvis
13%
ß Other (miscellaneous)
5%
ß Not defined
29%
o Many of those categorized as neurological were for occipital pain or headaches,
which could be categorized as musculoskeletal.
o If one was to assume the referrals classified as not defined were in the same
proportions to those that were, then
ß Musculoskeletal and Neurological
74%
ß Abdomen and Pelvis
18%
ß Other
8%
Staff mix of CCDHB Pain Service
o High proportion of Pain Medicine Specialist SMO availability
o Struggling to provide psychological services to its clients due to a lack of clinical
psychologist.

The above information suggests the following are areas of potential savings;
∑
∑

∑

27% of the FSA could be avoided if GPs had access to information (HealthPathways) or
advice (Specialist phone or email advice)
A percentage of the psychological services, IDT, individual or group day services could be for
patients more suitable for a community based programme rather than be provided by a
secondary/tertiary hospital based service
Uncertain of the appropriateness of the amount of procedures being performed.
o Epidural injections would presumably be for chronic LBP and would expect these to
be provided through orthopaedic/spine services
o Some may be for occipital nerve injections which are an “Office Procedure” and
shouldn’t require an operating room and specialist service
o Question over the place for Lignocaine infusions

4. CURRENT ACC MODEL
Access eligibility is short form OREBRO score 50+
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∑

∑

∑

∑

Standalone Group Education service for clients who do not require any other interventions,
such as psychological therapies or functional rehab (the education component of which is
provided as part of Community or Tertiary Service)
o Weekly workshops over 6-8weeks
o Stanford Model
Community Services Stage 1 ($2734)
o Less complex clients
o Consists of an initial assessment by one of the MDT
o Identify goals, barriers and develop plan
o May include functional rehabilitation (Physio/OT) and CBT (Psychologist)
Community Services Stage 2 ($3,171)
o Persistent pain and more complex barriers
o Must include medical practitioner input and pharmaceutical review
o Usually involves an MDT review
o May involve an interventional procedure
Tertiary Service
o Complex Longstanding and significant pain-related disability) and require intensive
therapy
o Outpatient programme or could be inpatient/residential
o MDT lead by Pain Medicine Specialist

5. POTENTIAL DEMAND FOR PAIN SERVICES
Estimate of community demand.
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Research on this is variable. UK report estimates prevalence in community of moderateseverely disabling pain ranges from 10-14%. Increasing prevalence with increasing age.
Female greater than male.
Although not based on actual data, I suspect a 5% prevalence would be closer to the
potential demand locally. Applying this to HV Population of 140,000 and using the 5%
prevalence means potential 7000 patients, managed using the proposed model

1.
2.
3.
4.
5.

Tier 1-supported primary Care
Tier 2- Group Education
Tier 3- Less complex community services
Tier 4- More complex community services
Tier 5-secondary/tertiary services

Ratio

Numbers

65%
20%
8%
5%
2%

(4550)
(1400)
(560)
(350)
(140)

6. POTENTIAL COMMUNITY MODEL FOR HVDHB
The ACC model would seem to be an appropriate model on which to base a community pain service
for non-ACC pain clients, with the addition of support for primary care to manage patients early and
avoid referral to pain services

Tier 1

Primary Care Based

Support in Early Intervention strategies.
Health Pathways and Training/CME

Tier 2

Group Based Self-Management Programmes

Community group classes run by MDT
member and offering peer support and
support to self manage

Tier 3

Persistent Pain despite Tier 1-2 interventions.
Low complexity

Individual assessment and management plan
from Allied Health professional
May include Tier 2, plus functional
rehabilitation and psychological therapies

Tier 4

More Persistent Pain and/or increasing
complexity

Medical assessment by Pain Medicine
Specialist
Medication Review
MDT Review

Tier 5

Tertiary Services for High Complex and nonresolving pain
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Potential Service Configuration and Capacity
Role

Cost

Activity

Potential #

Pain Medicine
Specialist (0.2 FTE)

60,000

Tier 4 patients

Seeing mixture of new and
follow up patients
MDT meetings

Clinical Pharmacist
(0.2 FTE)

20,000

Tier 4 patients

Seeing some direct referrals
for medicine advice

150 new
250 follow up
50 MDT
120 new
120 follow up
50 MDT

OT, Physio, Clinical
Psychologist (1 FTE
each)

Total

90,000 x 3

Tier 2, 3 and 4

350,000

Running Group Programme
(6 weeks, 10 participants, 2
concurrent groups)

160

Individual Assessments and
management plan

18 per week or
830 per annum

Functional rehabilitation and
or psychological therapies

2000 f/u
treatments

MDT meetings

50
160 Tier 2
830 new Tier 3
and 2000 f/u
treatments
Tier 4-270 new,
370 follow up
50 MDTs

7. TRANSITION
The main uncertainty (and therefore risk) in establishing a new community service is in how
much demand this would remove from the current CCDHB service, and thus free up funding to
commision a new community service.
This depends on the current case mix seen in the CCDHB service and how much is true tertiary
(tier 5) level patients and how much are lower tier patients seen because of a lack of
alternatives.
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The information available doesn’t enable this judgement and therefore there is some risk that
establishing a community service, whilst increasing access, will not reduce demand for a tertiary
service.
Given these limitations, the table below estimates that degree to which the community service
would reduce the demand for tertiary services at CCDHB;
∑
∑
∑
∑
∑
∑

FSA and follow-ups down to 25 and 75 respectively
IDT assessments down to 10
No need for psychological assessments-these can be referred back to community
Individual therapy sessions reduced to 30 (1:1 ratio with FSA)
Group day programme can be all provided in community
Interventional procedures reduced to 20

Current Service
Specification

Number

Budgeted IDF for
18-19

With Community Service in placenumbers left in CCDHB
(estimated)

Savings

Assessments
∑

FSA

115

83,720

25

65,520

∑

Follow-up medical

123

48,708

75

19,008

∑

IDT assessment

55

62,260

10

50,940

Psycho-Social
assessment and
f/u
∑
Pain Functional
Assessment
∑
Physical
Assessment
Treatments

30

13,110

0

13,110

0

0

0

0

∑

111

29,748

30

21,708

108

9,072

0

9,072

51

34,680

20

21,080

∑

∑
∑

Individual therapy
sessions
Group Day
Programme
Operating Room
TOTAL SAVINGS

200,438

The savings of $200,000 could be applied to the overall cost of the community service
($350,000) leaving a shortfall of a further $150,000 required.
$80,000 of current IDF funding for CCDHB service would remain to fund those complex patients
in tier 5 of the proposed model who still required tertiary level pain services
8. PHASED APPROACH TO TRANSFER
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This depends
∑
∑

on the speed of implementation of a community service
how clients currently in the CCDHB service exit from this over time

It is suggested that initially the new service would be able to pick up all new referrals but not all of
the follow-ups (specialist) and individual therapy sessions, IDT assessments, and group day
programmes, but that these could be progressively be transferred over a period of 6 months.

9. NEXT STEPS
∑
∑
∑

Endorse the model of care
Discuss with CCDHB to obtain feedback on analysis and assumptions made.
Discuss with CCDHB the potential in developing a 2 DHB community model
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CLINICAL COUNCIL
Date: 29/1/19

AUTHOR

Chris Masters

SUBJECT

Iron Infusions in Primary Care

RECOMMENDATION

It is recommended that Clinical Council;
1. Note the previous analysis and cost estimates of transferring iron
infusions to primary
2. Discuss the aspects of implementation noted with regard to
communications and clinical oversight
3. Endorse the proposal to implement the service from July 2019

APPENDICES

1. PURPOSE
The purpose of this paper is to consider the proposal for the implementation of iron infusions in
primary care and endorsement of the suggested approach to transferring the service and clinical
governance arrangements

2. BACKGROUND

In 2017 Pharmac enabled the prescribing and dispensing of Ferrous Carboxymaltose (Ferrinject)
through community pharmacy under special authority criteria. This opened the potential for
provision of iron infusion in General Practice settings, given the ease and safety of this specific
formulation.
The attached paper was presented to Hutt INC in September 2018, to quantify the cost of
transferring the service to primary care and proposed, given funding limitations, that the service be
funded for priority populations (Maori, Pacific Island, Quintile 4-5 and CSC holders), who represent
60% of current demand.
The options of funding provision in all practices compared to a small number of hub practices were
compared with only a small cost saving for a hub model. Because of the desire to enable service
close to home as possible the “all practices” model is preferred. However in reality there will be
some practices who don’t have the skills or interest to perform the infusions and will need to refer
patients to another practice.
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The analysis estimates the cost of funding the service to start at $21,000 per annum, rising as
demand increases to $76,000 per annum by 2022. In the first year this will be paid for through an
underspend in the POAC budget ($20K) with additional funds set aside the following year to cover
growth ($50K).
The Medical Day Stay unit has been involved in discussions to date and accept that the transfer of
the service best meets the needs of the patients. They will still need to maintain capacity to infuse
those not eligible for funded infusions in primary care, but it will release a significant amount of
capacity in their unit, allowing for a more responsive service able to undertake additional
procedures.

3. IMPLEMENTATION
The main issues to consider to ensure successful implementation of the transfer to primary care are;
a. Training and Education
The pharmaceutical company that produces Ferrinject have been active in primary care
and are willing to train practice staff on providing iron infusions
The Health Pathways page for iron infusion is in place, but needs updating to reflect the
practice that occurs whereby a single infusion is given universally and only those who
haven’t responded at 6 weeks, receive a second infusion. Currently the pathway
recommends following the prescribing guidelines which usually means two separate
infusions.
b. Communications
This will be critical to ensuring consistency of approach across the sector and ensuring
the patient journey isn’t compromised. This is more so because of the two tiers of
eligibility, whereby CSC,Q4-5, M/PI are eligible to be funded in primary care and the rest
will need to either decide to privately fund in primary care or be referred still to MDS.
Practices are familiar with applying this model of eligibility, but the challenge will be for
Secondary Care referrers to appreciate these criteria and know whether to refer back to
primary care or to the MDS.
They will also need to know which practices do provide the service.

c. Referrals form Secondary Care and Clinical Governance
Because access to the funded drug in primary care is through adherence with special
authority criteria, whereas access currently in secondary care is not, there is a risk that
patients identified in secondary care may still be referred for infusions in the MDS when
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they don’t meet the special authority criteria. This could lead to inconsistencies and
potentially a perverse incentive for GPs to refer patients to secondary care for the
infusion when they don’t meet the criteria.
Clinical oversight of infusions in primary care can be undertaken through the current
POAC structures in place, administered through the PHO. Claims can be audited by the
POAC committee to ensure adherence to the appropriate clinical criteria.
To avoid inconsistencies between primary and secondary access to infusions, a similar
process of audit of infusions occurring in MDS would need to be in place.
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MEMORANDUM
Date: 26/8/18
Author

Dr Chris Masters, Clinical Director of Primary and Integrated Care: Strategy,
Planning and Outcomes

Endorsed By

Helene Carbonatto, General Manager: Strategy, Planning and Outcomes

Subject

Primary Care Iron Infusions update

RECOMMENDATION
It is recommended that Hutt INC;
a. NOTES the updated modelling based on further feedback from secondary care,
indicating the actual number of infusions per person will be less than initially modeled.
b. NOTES that, with the new modelling and assumptions included in this paper, the cost of
funding this service for high needs populations, delivered through all practices would
begin at $21,000 per annum and rise to $76,000 by 2022. If a Hub model was the
preferred options these costs would be marginally less at $18,500 and $67,000
respectively.
c. NOTES the implementation approach and costs
d. NOTES that additional funding of $70,000 is available in the POAC budget due to the
reconfiguration of the community podiatry contract that has led to savings of this
amount
e. AGREES to seek input from practices in the Hutt Valley to assess their willingness to
provide iron infusion services and their preferred model.

ADDENDUMS

1. Purpose
This paper provides further analysis (following additional information received regarding the
expected number of infusions per patient) of options for provision of iron infusions in the
community and includes consideration of a home-based service provided by Community Nursing.
It also provides cost projections of the option of providing the service to discrete eligible populations
(Maori, Pacific, CSC holders and Q5 deprivation), to address inequities in health service provision.
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2. Background
In its May 3rd Meeting Hutt INC received a paper providing detail on the potential for transferring
iron infusion services into the community.
Consideration was given to the following issues;
∑

What is shifted from secondary care to primary care? This includes determining
what is considered core business and what is extended care requiring additional
funding.

∑

Further consideration of funding options – e.g. could this be staggered so funding is
available for Maori, Pacific and Q5 and others self-fund.

∑

Further planning on the ‘how to’ shift the funding from secondary to primary care.
Will this lead to reduced staffing in medical day stay, reduced casual staff
expenditure or additional revenue through more theatre capacity?

∑

Careful consideration of a hub model as this may replicate the hospital setting.

∑

The importance of considering primary care capacity.

∑

The importance of consent, clinical quality and training. This includes considering
clinical requirements to ensure demand is managed

Hutt INC endorsed the development of a business case to fund iron infusion services in primary care.
3. Additional Information and Options Analysis
a. Number of infusions
o
o

o

Initial modelling suggested that a significant proportion of patients would require
two infusions (based on Ferrinject dosage recommendations)
However further information obtained from Secondary Care and data from an audit
in Canterbury suggests that in practice, majority of patients require one infusion
only. A repeat blood test is performed in 6 weeks and only 4% will have a repeat
infusion.
This will significantly reduce the overall cost to fund the service.

b. In Home service provided by Community Nursing Service (CNS)
o
o

Cost of a CNS (including travel overheads) is estimated at $166,000 per annum
A District Nurse would have capability to perform 5 infusions per day (estimate 4 if
complicated). This equates to 1200 procedures per annum (960 if complicated),
which is $138 per procedure ($173 complicated).
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o

o

Would be challenges in CNS service providing the whole service but potential for
provision in some situations such as Aged Residential Care or solo practices that
didn’t have the nursing capability to provide infusions.
Given the limited capacity for the CNS at present and an average fee per infusion
significantly above that of one provided within a practice, it is suggested this option
not be further considered

c. Consent Costs
o
o

o
o

Assumption is that if service provided by own GP the cost of consent is already
funded through usual care.
However if the decision to provide an iron infusion has been made by someone
other than the GP providing the actual infusion (e.g. horizontal referral from another
GP, or referred from secondary care), then a consult fee should be paid to the
providing GP to ensure the infusion is safe and appropriate, meets the eligibility
criteria, and ensures informed consent is provided.
The fee paid would cover the cost of lost co-payment ($50 max.)
For the purpose of analyzing the total cost of the service it is anticipated that a
consent consultation will occur in 30% of infusions

d. Fee for Service Provision
o

As per the paper from May, the fee paid to practices would cover the cost of nursing
time ($90/hr.) to administer the infusion, with a range from 30-60 minutes based on
whether the individual has minor side effects (occurs in an estimated 25% 0f
infusions)

o

The cost of the equipment is estimated at $46 (based on fee paid for i.v. antibiotic
service)

o

The table below considers two options based on whether the service is provided in
all practices or whether a hub model is utilised. The assumption being that if a hub
model is preferred, then these hub practices will be able to take advantage of
economies of scale and provide more than one infusion at a time. Analysis in the
previous paper suggested this could result in approx. 25% saving of nursing time
through provision of infusions staggered in time.

Option

Hub Practice

Simple

Nursing
time

Equipment

Total

With
Consent if
needed
($50)

34

46

80

130
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All Practices

o

Complicated

68

46

114

164

Simple

45

46

91

141

Complicated

90

46

136

186

WWhen deciding whether an All-Practice or a Hub model option is preferred,
consideration should be given to the following factors in addition to the above cost
difference;
o

Creating a hub model may end up replicating to some degree the current inhospital service (a one-hub model)

o

The interest, capability and capacity within all practices to perform these

e. Cost to fund the service
o
o

o

Assumption that consent fee will be claimed in 30% of infusions which gives an
average $15
Assumption that complicated infusions occurs 25% of the time and simple occur
75%. This gives an average fee of;
o $102.25 for an All-Practice model. With average consent of $15 is TOTAL
$118
o $88.50 for Hub practice. With average consent cost of $15 is TOTAL $104
Analysis includes delivery to the total population, with additional analysis of
delivering to high needs populations (Quintile 4-5, Maori and PI and CSC holders)
who are an estimated 60% of the eligible population.

2018

2019

2020

2021

2022

Estimated Total
Patients

619

797

887

991

1108

Numbers in
Community

285

607

743

859

1032

All Practice
model ($118)

$33,630

$71,626

$87,674

$101,362

$121,776

Hub Model
($104)

$29,640

$63,128

$77,272

$89,336

$107,328
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Add 4% for
second infusion
(All)

$34,975

$74,491

$91,181

$115,553

$126,647

All, Priority
Populations only
(60%)

$20,985

$44,695

$54,709

$69,332

$75,988

Add 4% (Hub)

$30,826

$71,966

$80,675

$92,909

$111,621

Hub, Priority
Populations only
(60%)

$18,496

$43,180

$48,405

$55,645

$66,973

4. Implementation and Monitoring

o

o
o
o

Training
o The pharmaceutical company is actively supporting practices with training.
o Workshop- a workshop may be required to ensure practices are updated with the
clinical criteria and pathway, the eligibility and processes around horizontal referral
and claiming. This may cost approximately $2000
Pathway update and alignment would be required and would be covered through the
HealthPathways programme of work
Clinical Governance would be provided by the already established group that oversee POAC
(and Community Radiology)
Secondary oversight would be required to;
o Ensure that appropriate cases were being referred from secondary care into
the community (to realize the cost savings) instead of in the medical day
stay
o Ensure those cases provided in the MDS were meeting both the clinical
criteria and the appropriate eligibility.

5. Summary

o Cost to fund the service, for high needs populations, delivered in all practices is
$21,000 initially, rising to $76,000 by 2022
o Cost to fund the service, for high needs populations, delivered in a hub model is
$18,500 initially, rising to $67,000 by 2022
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Sub-Regional Disability Advisory Group (SRDAG)
Terms of Reference
1. CONTEXT
The Capital and Coast, Hutt Valley and Wairarapa District Health Boards are committed
to improving the responsiveness of their health services to people within their resident
populations who experience disability. To achieve this goal, Boards and DHB staff need
advice from and to work in partnership with people with a lived experience of disability
who use health and disability support services.
The commitment of these DHBs is reflected in the 3DHB Sub-Regional Disability
Strategy 2017-2022 Enabling Partnerships: Collaboration for Effective Access to
Health Services.
It is recognised that most people with disabilities experience various barriers when
accessing health services, and this can perpetuate health inequities. Examples of such
inequities are evident in the poor health outcomes within Māori and Pacific communities
and for people with learning disabilities.

2. PURPOSE
The overarching mission of SRDAG is to provide expert advice and leadership from a
disability perspective, on health services policies and on the design, planning and
delivery of health services for people with disabilities within the three DHBs, based on
the lived experience of disability. This includes the implementation of the 3DHB SubRegional Disability Strategy 2017-2022.
The three DHBs commit to working in partnership with SRDAG in a process of codesign. Co-design is the process of deliberately engaging users of a system, including
both those who receive and deliver services, being led by process experts to actively
understand, explore and ultimately change a system together.

1
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This co-design process shall also embody the following principles:
*Participation - Co-design is a collaboration
*Development – Co-design is a developmental process
*Ownership and power – Co-design requires a necessary balance of rights and
freedoms between participants
The purpose of SRDAG is to:
ß

Provide advice and leadership from a disability perspective, including that gained
from a lived experience and from practical community engagement, and to act as codesign partners with the three DHBs on:
ß current issues faced by people with disabilities within the health care system
ß system solutions to remove barriers, to increase access and participation, and
to meet the health needs of people with disabilities in an integrated way
ß actions required to address health inequities for people with disabilities
ß actions required to ensure all people with disabilities, including receiving
support services funded by the DHBs or Ministry of Health (Disability Support
Services), have equitable access to all health services in all settings1
ß the impact and effectiveness of health services for people with disabilities

ß

Provide advice from a disability perspective on the priorities, the work programme,
and monitoring the implementation of the 3DHB Sub-Regional Disability Strategy

ß

Provide a mechanism for the 3DHB Disability Responsiveness Team and other staff
within the three DHBs to seek the input of SRDAG members and the disability
community on health services’ policies, and the design, planning and delivery of
health services for people with disabilities. DHB staff will also engage with SRDAG
members as co-design partners

ß

Inform and encourage best practice and innovation

ß

provide representation to the statutory committees for the 3DHBs i.e. Disability
Support Advisory Committee (DSAC), Community Public Health Advisory Committee
(CPHAC) and Health Advisory Committee (HAC) (CPHAC & HAC have
amalgamated for CCDHB into Health System Committee(HSC)) “

ß

Increase the opportunities for and the engagement of people with disabilities in
decision-making processes across the 3 DHBs

1

Currently there can be inequitable access to health and/or support services for some groups, in many
settings, depending on whether they are eligible for DSS or DHB-funded support services.

2

Version Monday 10th December 2018

398

2019 02 28 Combined Boards' public meeting - APPENDICES

ß

Support the DHBs to collect information and understand the needs of the range of
people with disabilities, reflecting ethnicity, age, and locality, so that design, planning
and implementation results in health services which better meet needs

Provide a forum and support for members from across the 3DHB localities to support
the implementation of the 3DHB Sub-Regional Disability Strategy
3. ROLE
ß

To give effect to its purpose, SRDAG will:
ß

Identify issues and work in partnership with the three DHBs to co-design policy and
service recommendations, primarily to the Disability Support Advisory Committee
(DSAC) and to other relevant DHB committees and local Boards

ß

Provide advice informed by a range of voices from the communities of people with
disabilities, including Maori, Pacific, the Deaf, and those from localities across the 3
DHBs. This advice will also be informed by members’ practical community
engagement

ß

Ensure that international conventions, best-practice, and disability community
expectations are recognised and included in the three DHBs strategy, policies and
services.

ß

Work positively with the 3DHB Disability Responsiveness Team and other DHB staff
to give effect to SRDAG’s purpose

ß

Provide information on how each locality/community engages with health

ß

Recognise the mana of tāngata whaikaha Māori and include advice and
recommendations from the Māori disability community and ensure this group is
included in the co-design process.

ß

Include advice from the Pacific disability advisory group from across the region

ß

Include advice from the deaf community reference group

ß

Communicate information and events to local groups and other communities of
interest. Members will be available where possible to receive feedback to present to
SRDAG members.

services

All statements made on behalf of the group will be made by the Chair and/or an
appropriate member as selected by the Chair.
The Advisory Group will NOT:
3

Version Monday 10th December 2018

399

2019 02 28 Combined Boards' public meeting - APPENDICES

ß
ß

Provide clinical evaluation of health services
Be involved in DHB contracting processes.

4. ACCOUNTABILITY and REPORTING
Following each SRDAG meeting a report will be provided to the subsequent DSAC
and/or relevant statutory committee meetings, and made available to the three DHBs.
Consistent with SRDAG’s purpose, this will provide advice and information relevant to
improving the design, planning and delivery of health and disability support services to
people with disabilities resident within the three DHBs. Reports will be provided by the
secretariat in consultation with the Chair.
5. REVIEW
The terms of reference of SRDAG will be reviewed every three years, or as required, in
conjunction with a person external to the Group.
6. MEMBERSHIP
SRDAG will have a maximum of 15 members.
80% of members will have a lived experience of disability, representing a broad range of
backgrounds, experiences, knowledge and skills, including:
ß

Lived experience of disability includes physical, mental health, learning disability,
sensory and other impairments: The group may also include members who are
parents/family/whānau or provide personal support for a person / people with a
disability.

ß

Māori representation from across the sub-region

ß

Pacific representation from across the sub-region

ß

Deaf community representation from across the sub-region

ß

Locality: Members representative of the localities across the sub-region, including Wairarapa, Hutt Valley, Wellington, Porirua and Kāpiti

ß

Disabled peoples’ organisations e.g. key Disabled Peoples’ Organisations
(DPOs) such as People First and DPA National

4
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ß

Age and life stage: Members from across the life course, including young people
(aged under 25).

Ideally each member should meet several of these requirements.

In attendance ex officio:
ß Manager, 3DHB Disability Responsiveness Team
ß Secretariat member from 3DHB Disability Responsiveness Team
ß Members of 3DHB Disability Responsiveness Team as relevant to agenda items
ß Chair, Disability Support Advisory Committee (on invitation).
Ability to co-opt: Others having specific knowledge, skills or experience may be invited
to attend and /or be co–opted, as required.
Appointment process:
The secretariat will manage the appointment process. Vacancies will be publicly
advertised. Candidates will be interviewed by a disability-led panel which will comprise
two SRDAG members and one member of the 3DHB Disability Responsiveness Team.
Membership will then be endorsed by DSAC.
Term of appointment:
The membership term is up to three years. Members may seek re-appointment, using
the same process as applies to other applicants.
Non-attendance:
ß If a member is unable to attend they must advise the secretariat prior to the
meeting
ß If a member misses three meetings in a row (with an apology) or two (without an
apology) they may be asked to step down by the Chair.

7. CHAIR AND DEPUTY CHAIR
Chair
ß Selection: The Chair will be selected by the Group and then endorsed by DSAC
ß Term: Up to 3 years, aligned with appointments to DSAC.
Deputy Chair: A Deputy Chair will also be selected by the Group. The Deputy Chair
may act as a proxy for the Chair, e.g. attending meetings.
8. MEMBER RESPONSIBILITIES
5
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Members of SRDAG will:
ß Assist the 3 DHBs in their aim to improve the health status of people with
disabilities
ß Participate in an open, honest and mature manner, respecting the views of
others
ß Abide by the decisions of the Group
ß Maintain the confidentiality of all information gained as a Group member
ß Members will be actively involved in their own community and in consultation with
the wider community
∑ seeking the views of their communities on relevant issues and contributing
these for the consideration of the Group
∑ feeding back information to their communities.
ß Attend meetings prepared to contribute, including having read all papers prior to
the meeting and contributing to agenda items in a timely way
ß Ensure the Chair and the Manager, 3DHB Disability Responsiveness Team are
informed of any activities members are undertaking which are relevant to their
roles on SRDAG.
Expectations on members’ time
ß Total time commitment from members is approximately 4-6 hours every 3 months
which includes meeting attendance, any required reading, providing information,
and engaging with their networks to support a two way flow of information
ß

Attending workshops or additional meetings on behalf of SRDAG, or carrying out
specific items of work, will be negotiated and agreed in advance, and will be in
addition to the meeting-related commitment. (See Payment.)

9. SECRETARIAT
Secretariat support will be provided by the 3DHB Disability Responsiveness Team.
10. MEETINGS
Frequency: SRDAG will meet every 3 months (with flexibility for additional meetings),
and timed to align with advice being provided to the next available meeting of DSAC.
Quorum: The quorum is a minimum of one third of group members, plus the Chair or
Deputy Chair, and a secretary in attendance from the 3DHB Disability Responsiveness
Team.
Agenda, minutes and meeting papers
ß Two weeks before the meeting members will be asked to submit items for the
agenda to the secretariat
6
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ß
ß
ß
ß

Minutes and agenda will be circulated in appropriate formats at least one week
prior to each meeting with any related papers attached
The final agenda will be agreed between the Chair and the manager of the 3DHB
Disability Responsiveness Team
Minutes of all meetings will be circulated to the Group and posted on the web
sites of each DHB
Provision can be made for Committee-Only time.

11. ENABLING MEMBERS’ PARTICIPATION
The three DHBs are committed to ensuring that costs, including those that may be
incurred as a direct result of a members‘ disability, are not a barrier to participation in
SRDAG activities.
SRDAG members‘ actual and reasonable expenses incurred while on authorised
SRDAG business, including SRDAG and sub-committee meetings are therefore paid or
reimbursed consistent with the CCDHB policy on Consumer Committee Payment and
Reimbursement of Expenses.
The reasonable needs of members to attend and participate in meetings will be met,
e.g. interpreters, spoken minutes, accessible transportation. Members should advise the
secretariat as early as possible of changes to their needs, to ensure full participation.
Consultation with the Disability Community shall be conducted in accordance with the
Ministry of Health’s Guide to Community Engagement with People with Disabilities.2
12. PAYMENT
Payment will be made to members consistent with the CCDHB policy on Consumer
Committee Payment and Reimbursement of Expenses.
Carrying out specific additional items of work (e.g. reports, attending additional
meetings, co-design activity), will be negotiated separately from regular meeting
attendance, and must receive prior approval from the budget holder. Reimbursement
will be consistent with the CCDHB policy on Consumer Committee Payment and
Reimbursement of Expenses.

2

Ministry of Health. 2017. A Guide to Community Engagement with People with Disabilities (2nd edn).
Wellington: Ministry of Health. https://www.health.govt.nz/publication/guide-community-engagementpeople-disabilities
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DRAFT Minutes of the 3DHB DSAC
Held on Monday 4 February at 10am
Boardroom, Level 11, Grace Neill Block, Wellington Regional Hospital
PUBLIC SECTION
PRESENT:
BOARD

Dame Fran Wilde (Chair)
Yvette Grace (Deputy Chair, joined via teleconference at 10.30am)
Bob Francis
Eileen Brown
Roger Blakeley
Sue Kedgley
Derek Milne
Jane Hopkirk
Alan Shirley
John Terris
Sue Driver
Dr Tristram Ingham

STAFF:

Rachel Haggerty, Director, Strategy Innovation and Performance, CCDHB
Joy Cooper, Acting Executive Leader, Planning and Performance, WrDHB
(joined via teleconference at 10.30am)
Rod Bartling, Mental Health Improvement Manager HVDHB
Rawinia Mariner, Manager Mental Health and Addictions, CCDHB

GENERAL PUBLIC:

1 member of the public in attendance

1

PROCEDURAL BUSINESS

1.1

PROCEDURAL
The Karakia was led by Jane Hopkirk. Committee Chair, Fran Wilde, welcomed the members and
DHB staff.

1.2

APOLOGIES
Apologies received from Andrew Blair, Lisa Bridson, Fa'amatuinu Tino Pereira, Kim Smith, Ana
Coffey and Kim Smith

1.3

INTERESTS
1.3.1 REGISTER OF INTERESTS
Jane Hopkirk registered a specific interest relating to the Mental Health Strategy paper. She
works for the Kokiri Hauora Whānau Ora collective that made a contribution to the paper.
It was also noted that there are changes to the Chair, Prue Lamason and Derek Milne’s
register of interest.

1.4

CONFIRMATION OF PREVIOUS MINUTES: 3 December 2018
It was noted that the previous minutes was well written by Melanie Metuariki.
There was a noted typographical error on item 2.1 (page 8). The paper was moved by Jane
Hopkirk instead of Derek Hopkirk.
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It was also noted that the Joy Cooper who had attended the previous meeting via Video
Conference was left out of the staff attendance list.
Actions:
1. 3.1 3DHB Mental and Addictions Improvement Programme – at the Wairarapa Board
Meeting about how the Acute Care Continuum project is affecting the Wairarapa. Nigel
Fairley to provide an update at the May 3DHB DSAC meeting.
1.5

TERMS OF REFERENCE
The Terms of Reference will be taken to the 3DHB Boards for endorsement.
Actions:
1. A covering letter to advise the Boards that the 3DHB DSAC is seeking their endorsement of
the Terms of Reference.
Moved:

Eileen Brown

1.6

MATTERS ARISING

1.7

ACTION LIST

Seconded:

Prue Lamason

Carried:

The reporting timeframes on the other open action items were noted.
Yvette Grace and Joy Cooper joined the meeting from Wairarapa via Video Conference from
10.30am.
2

FOR DECISION

2.1

3DHB Mental Health & Addictions Strategy
The paper was taken as read.
The Committee:
a) Noted the strategy has been developed in conjunction with a range of stakeholders
including mental health consumers, Māori, Pacific, non-governmental organisations,
primary health care, specialist mental health and addictions providers and other DHB
staff.
b) Noted that this Strategy has been reviewed against the report from the Mental Health
Inquiry and is well aligned.
c) Endorsed that the Board of each DHB adopt the “3DHB Mental Health & Addictions
Strategy, Living Life Well 2019 – 2025”, for release in early 2019 to support the
improvement of Mental Health and Addiction services.
Recommendation to the Board:
That Board adopt the “3DHB Mental Health & Addictions Strategy, Living Life Well 2019 –
2025”.
Discussion:
1. The Committee noted that the Strategy discussion at the last DSAC meeting was positive
and the current paper had taken into account their feedback such as co-design and the
connection with the Mental Health Inquiry. It was acknowledge that the Strategy paper
is a living document, a review date for the Strategy will be useful.

2
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2. The implementation process was discussed, recognising that it would be around
prioritising.
3. That consideration needs to be given to developing a dementia/alzheimer’s strategy.
Actions:
1. Management to amend the strategy to; add a review date, amend page 48 of the strategy
– “MHA is a challenging place in which to work” and to include in the Foreword page of
the Strategy that moving ahead, we will work partnership with the Maori community on
the co-design.
2. Management will present an implementation plan for the strategy at DSAC in May 2019.
3. The implementation plan will include co-design processes, timeframes and key
performance indicators.
4. Management will present a discussion on the CCDHB response to increasing dementia
and alzheimer’s at a future meeting.
Moved:

Roger Blakeley

Seconded:

3

FOR INFORMATION

3.1

Suicide Prevention / Postvention Update

Prue Lamason

Carried:

The paper was taken as read.
The Committee:
a)

Noted the progress and changes underway to improve the system, process and services.

Discussion:
1. CCDHB is providing a single point of organisational leadership for suicide prevention and
postvention on behalf of the 3DHBs. They will drive a clear strategy and implementation
plan.
2. The importance of ensuring models for suicide prevention and postvention is needed for
the Maori community as the current models are not working. This includes
understanding how communities effectively talk about suicide as part of the prevention
strategy
3. There is considerable analysis of suicide, including the impacts of social determinants,
relationships and racism. This analysis will inform our strategies and implementation
plan.
Recommendation to the Board:
a) To note the paper.
Actions:
1. Information from the Ministry of Health on how to talk to the media about suicides to be
uploaded to Boardbooks.
Moved:
3.2

Roger Blakeley

Seconded:

Jane Hopkirk

Carried:

Summary and Update of activities post the Sub-Regional Disability Advisory Group (SRDAG)
meeting on 25 January 2019
The paper was taken as read.

3
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The Committee:
a) Noted the Alerts review (3.3)
b) Noted the Accessibility Project-Environments (3.6)
c) Noted the Forum update (May 3rd) (3.7)
d) Endorsed the Terms of Reference for Sub-Regional Disability Advisory Group (SRDAG)
e) Noted the Accessibility Charter (4.3).
Discussion:
1. Invitation to Sub-Regional Disability Advisory Group Forum is extended to the 3DHBs
Board members.
2. Health passport is a 3DHB project with national implications with support from the
Ministry of Health and ACC. The health passport was intended for people with disability
using primary care, community and specialist health services.
3. To ensure consistency with other expert advisors, CCDHB is amending the payment
policy to recognise the contribution of expertise by people with disability.
4. The accessibility initiative is in its development stage. Eventually expenditure will be
required. Sub-Regional Disability Advisory Group to engage with the Citizens Health
Council and the Clinical Council in the implementation.
Recommendation to the Board:
a) To endorse the Terms of Reference for the Sub-Regional Disability Advisory Group
(SRDAG).
Actions:
1. To amend the CCDHB policy of consumer committee payment to recognise contribution of
expertise by people with disability.
Moved:
3.3

Bob Francis

Seconded:

Eileen Brown

Carried:

Resolution to Exclude the Public
The paper was taken as read.
The Committee:
a) Agreed that as provided by Clause 32(a), of Schedule 3 of the New Zealand Public Health
and Disability Act 2000, the public are excluded from the meeting for the following
reasons:
SUBJECT

Home and Community Support Services
(HCSS) Request for Proposal (RFP) 2018
Evaluation conclusion and preferred
providers

Moved:

Bob Francis

REASON

REFERENCE

Papers contain information and advice that is likely to
prejudice or disadvantage commercial activities and/or
disadvantage negotiations

Seconded:

Eileen Brown

9(2)(b)()(j)

Carried:

4
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The meeting closed at 11.50am.
3

DATE OF NEXT MEETING

6 May, 10am, Board Room, Pilmuir House, Hutt Valley DHB.

5
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Terms of Reference
Wairarapa, Hutt Valley and Capital & Coast District Health Boards
Disability Services Advisory Committee
January 2019
Compliance

In accordance with section 35 of the New Zealand Public Health and Disability Act 2000,
the Boards shall establish a Disability Support Advisory Committee (hereinafter called
“The Committee”) whose members and chairperson shall be as determined by the
Boards from time to time.
The Committee shall comply with the New Zealand Public Health and Disability Act 2000.
The terms of reference of the Committee shall be to do the following in a manner not
inconsistent with the New Zealand Health Strategy.
The Committee shall comply with the Boards’ Standing Orders for Statutory
Committees.
These Terms of Reference:
∑
∑
∑

Functions of
the Committee

are supplementary to the provisions of the Act and Schedule 4 to the Act;
supersede the previous Terms of Reference dated 30 July 2017;
are effective from March 2018.

The functions of this Committee are to give the advice to the full Board of each DHB on:
∑

the needs, and the factors that may affect the mental health and addiction,
and disability status, of the residents of the DHB;
∑ the mental health and addiction, and disability support needs of the resident
population of the DHB;
∑ priorities for the use of mental health and addiction, and disability support
funding.
The aim of the Committee’s advice is to ensure that each DHB maximise the
independence of the people with mental health and addiction, and disability support
needs within the DHBs resident population through:
∑

the range of disability support and mental health and addiction, services the
DHB has provided or funded or could provide or fund for those people;
∑ the service interventions the DHB has provided or funded or could provide or
fund for the population;
∑ policies the DHB has adopted or could adopt for those people.
The Committee’s advice will be consistent with the New Zealand Health Strategy.
The Committee shall present its findings and recommendations to the Boards for their
consideration.

Objectives and
Accountability

The Committee shall:
∑ monitor the disability support and mental health and addiction, needs of each
DHB resident population providing advice to each Board;
∑ provide advice to each Board on the implications of mental health and
addiction, and disability related needs and status for planning and funding of
nation-wide and sector-wide system improvement goals ;
∑ provide advice to each Board on policies, strategies and commissioning
(planning and funding) to support improved health and wellbeing outcomes
for the target population in each district;
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∑

∑

∑
∑

∑
∑
∑
∑
∑
∑

provide advice to each Board on priorities for improvement and independence
of people experiencing mental health and addiction, and disability as part of
the strategic and annual planning process to improve wellness outcomes and
independence within each district;
provide advice to each Board on strategies to achieve equity in modifiable
mental health and addiction, and disability status amongst the population of
each DHB including but not limited to Māori, Pacific, people living in high
deprivation, people with mental health and addiction, and addiction
conditions and people with disabilities;
monitor and advise each Board on the impact and effectiveness of disability
support and mental health and addiction services being provided for the
resident population of each DHB;
provide advice to each Board on the delivery of health services accessed by
people with mental health and addiction, and disabilities including how it can
effectively meet its responsibilities towards the government’s vision and
strategies for both populations;
identify issues and opportunities in relation to the provision of mental health
and addiction, and disability services that the Committee considers may
warrant further investigation and advise the Board accordingly;
ensure that this Committee is appropriately engaged with, and informed by,
the other advisory groups of each DHB;
identify when ‘expert’ assistance will be required in order for the Committee
to fulfill its obligations, and achieve its annual work plan by co-opting
experience when required;
report regularly to each Board on the Committee’s findings (generally the
minutes of each meeting will be placed on the agenda of the next Board
meeting);
collaborate as required with Committees of other district health boards in the
interests of providing optimum, economical and efficient services;
perform any other functions as directed by the respective DHB Boards.

Authorities and
Access

The following authorities are delegated to the Committee to:
∑ require the Chief Executive Officers and/or delegated staff to attend its
meetings, provide advice, provide information and prepare reports upon
request;
∑ interface with any other Committee(s) that may be formed from time to time.

Meetings

The Committee shall hold no less than four meetings per annum, but may determine to
meet more often if considered necessary by the Committee or upon that instruction of
the Boards.

Quorum

A quorum is a majority of Committee members, and must include at least one member
from each Board and two members from the subcommittees: Sub-Regional Disability
Advisory Group (SRDAG), Sub-Regional Pacific Advisory Group (SRPAG) and Maori
Partnership Board (MPB). The subcommittees will nominate a delegate to attend if the
first member is unable to attend.

Membership

Membership of the Committee shall be as directed by the Boards. The Committee has
the ability to co-opt expert advisors as required.

Procedure

Schedule 4 of the New Zealand Public Health and Disability Act will apply to the business
and procedure of the Committee.

.
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Based on Date of Injury
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No of Claims by Cover Period Quarter
Total
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Paid to Date Claim Costs by Cover Period Quarter
Sum of Paid to Date

Sum of Total Cost

$120,000

$101,295
$100,000

$95,532
$84,708 $84,708

$86,953 $87,953

$84,167
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No of Weekly Comp Days by Cover Period Quarter
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No of Claims by Cost Centre - Accepted
Oct/Nov/Dec 2017/18
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Number of Claims with Lost Days by Cost Centre
Oct/Nov/Dec 2017/18

Jan/Feb/March 2017/18
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Injury Mechanisms by Cover Period Quarter
Oct/Nov/Dec 2017/18

Jan/Feb/March 2017/18

April/May/June 2017/18

July/Aug/Sept 2018/19

Oct/Nov/Dec 2018/19

30

24

25

24

19

20
16 16 16
15
12
11

15
13 13
11

12
11
10

10
10

12

8

4

5

4

8

9

8 8

7
4

3
2 2 2

8

7
5
4

2

1 1 1 1

1 1 1

0

418

1

1 1

1

1

1

1

2019 02 28 Combined Boards' public meeting - APPENDICES

DHB Injury by Cover Period Quarter
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Benchmarking Report for Capital and Coast DHB
To 31st December 2018

Data based on Financial Year 1st July to 30th June
"Other DHB's Group is made up of the following DHB'S
Whanganui District Health Board
Counties Manukau Health
Hutt Valley DHB
Waitemata DHB
Hawkes Bay DHB
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Average Cost of All Claims by Financial Year
2015

2016

2017

2018

2019
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Average Cost of Entitlement Claims by Financial Year
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2019
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Average Days Lost per Claim by Financial Year
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Average Days Lost per Entitlement Claim by Financial Year
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2018
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Capability Development

Proposed Content and Methodology
Preventing workplace violence & aggression
CATEGORY of AUDIENCE

DELIVERABLE

A = Staff dealing with patients and
visitors face to face (F2F)

Anticipate and prevent issues.
Maintain resilience.

Manage situations (1 and 2).
Preventing workplace violence and aggression refresher.

B = Staff dealing with patients and
visitors over the phone (OTP)

Anticipate and prevent issues.
Maintain resilience.

Manage situations (1).
Preventing workplace violence and aggression refresher.

C = Staff working in the community

Anticipate and prevent issues.
Maintain resilience.

Manage situations (1 and 2).
Preventing workplace violence and aggression refresher.

D = Managers / Team Leaders /
Co-Ordinators

Anticipate and prevent issues.
Maintain resilience.

Manage situations (1 and 2).
Manage situations that have not been resolved by low level intervention.
Preventing workplace violence and aggression refresher.

E = Staff dealing with patients with specific
conditions (e.g. dementia, delirium etc.)

Anticipate and prevent issues.
Maintain resilience.

Manage situations (1 and 2).
Perform patient engagement with behaviour altering issues.
Preventing workplace violence and aggression refresher.

1
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APPROACH & METHODOLOGY
The learning will be modular and flexible to accommodate the needs of the staff. Production and approach will be through one of the following
methodologies and the combination of these will create the entire programme of learning.

TEAM TALK

E-LEARNING

The majority of the learning will be produced and
delivered through team talks.

A small proportion of the learning will be in the
form of self-directed eLearning.

Each team talk session is approximately 15
minutes in duration.

Each eLearning session is approximately 15
minutes in duration.

Sessions are standalone or can be combined with
others.

Sessions are standalone or can be combined with
others.

Benefits include:

Benefits include:

WORKSHOP

Sessions produced as workshops (identified as
Supporting Staff and Breakaway Techniques), will
be taught in a group work environment.
Each workshop includes a number of sessions
which are combined and run sequentially for
approximately half a day in duration.

Benefits include:

-

Sequenced and paced to suit each team.

-

Learners are empowered to take
ownership for their own development.

-

Keeps learning fresh and increases
engagement.

-

Access to information when it is needed.

-

Respect for the learners time.

-

Respect for the learners time.

-

Learners are in charge of their own
learning.

-

Application of learning in a safe
environment.

-

Peer to peer learning with skills practise.

-

Negates the need for participants to
travel.

-

Peer to peer learning with skills practise.

-

Consistent delivery of the learning.

-

Learning across areas and services
creates wide ranging discussions.

-

Greater knowledge and appreciation of
the demands on others.

2
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Each learning deliverable has a number of modules and each module has approximately four to
five sessions

EXAMPLE:
LEARNING DELIVERABLE: ABILITY TO ANTICIPATE AND PREVENT
ISSUES
MODULE: Service Standards (SOFT SKILLS)
SESSION:


Exceptional Service Standards



Exceptional Service Standards and our Vision



Exceptional Service Standards and our Values



Exceptional Service Standards and SCARF



Our Exceptional Service Standards in action

3
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DELIVERABLE

TEAM TALK

ABILITY TO ANTICIPATE AND
PREVENT ISSUES

Soft skills (x 7).
Identify early warning signs.
Risk assessment.

ABILITY TO MANAGE
SITUATIONS (I)

Behaviour management planning (1).
De-escalation.
Conflict resolution.

ABILITY TO MANAGE
SITUATIONS (II)

Identify high risk situations.
Distraction.

ABILITY TO MAINTAIN
RESILIENCE

Maintain wellbeing.

E - LEARNING

CATEGORY of
AUDIENCE

WORKSHOP

ALL

Communication of risk to others.
Policy, systems and processes.

ALL

Breakaway techniques.

A, C, D and E

ALL

Debriefing.

ABILITY TO MANAGE SITUATIONS
THAT HAVE NOT BEEN RESOLVED BY
LOW LEVEL INTERVENTION

Behaviour management planning (2).
Response Planning.

ABILITY TO PERFORM PATIENT
ENGAGEMENT WITH BEHAVIOUR ALTERING
CONDITIONS RELATING TO SPECIFIC
CONDITIONS

Dementia & delirium. Neurological conditions.
Emergence delirium.
Mental health.
Intellectual disabilities.

E

Preventing workplace violence
and aggression refresher.

ALL

REFRESHER

How to support
staff.

D

4
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February Site Photos

429

2019 02 28 Combined Boards' public meeting - APPENDICES

430

2019 02 28 Combined Boards' public meeting - APPENDICES

APPENDIX ONE - HVDHB ORGANISATIONAL DEVELOPMENT UPDATE
#Mauri Ora Staff Wellbeing Programme - (WorkWell Programme)
Our ongoing commitment to the health and happiness and of our staff has seen good progress made
in the wellbeing space over the past few months.
An overarching Staff Wellbeing Plan 2018-2021 ‘Mauri ora ki nga kaimahi o hauora ki te
Awakairangi – overall health & wellbeing of Hutt Valley DHB staff’ has been developed.

A tangible output of the Staff Wellbeing plan is the recent launch of our dedicated staff wellbeing
programme: ‘#Mauri Ora’.

The creation of #Mauri Ora Staff Wellbeing Programme is in direct response to staff feedback via the
‘Shaping Our Values’ programme and WorkWell (wellbeing) survey.
Our culture, values and wellbeing are all naturally linked so #Mauri Ora encompasses all of these
aspects and will help us to build a happier, healthier workplace culture that promotes wellbeing and
supports our values.
Based on what staff told us through their feedback and survey data, and in conjunction with Ministry
of Health Guidance and wellness research, we have identified three priority areas to focus on in the
coming year:
1. Mental Health & Wellbeing
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2.
3.

Healthy Eating
Physical Activity.

A #Mauri Ora Action Plan that outlines the activities we will undertake to support these priority areas
has been developed and is currently out for consultation to enable staff to provide input and feedback.
This Action Plan also links back to our overarching staff wellbeing plan in relation to the five elements
needed to grow wellbeing at Hutt Valley DHB.
In the background, work is progressing in relation to fulfilling the requirements to attain Bronze
Accreditation through the WorkWell Programme.
Values-based Initiatives
∑

About BUILD – The BUILD model is an effective tool for giving feedback in the right way. BUILD is
constructive, focuses on facts and helps avoid conflict. The BUILD model has also been
incorporated into our Beyond Bullying Behaviour approach to provide staff with an informal
approach to dealing with inappropriate behaviour.

∑

About ABC – The ABC of appreciation model provides staff with an effective way of giving
positive feedback: Action – This is what you did or said; Benefit – The positive impact it had;
Continue – Thanks, please keep doing this.
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Bee Healthy Dental Service - Hutt Valley
Monthly Balanced Scorecard December 2018
KEY PERFORMANCE INDICATORS 2018

Jan
5-13yrs

Total Exams
Exams 5-13yrs
Target Per Month
Fluoride Application
Bite Wings (X-Rays)

5-13yrs Primary School 5-13yrs Enrolments
Feb Mar Apr May Jun
Jul
Aug Sep Oct Nov Dec Target
0 17075 17182 17169 17171 17173 17186 17193 17224 17221 17196 17222 17087

5-13yrs Primary School Exams - 2018
Feb Mar Apr May Jun
Jul
1383 1678 869 1817 1543 1130
1454 1908 909 1727 1818 1090
1200 1550 835 1687 1427 1014
803 1071 626 1196 989 758

Jan
0
0
112
90

Aug
1889
2090
1747
1217

Sep
1761
1818
1650
1039

Oct
1141
1090
1073
772

Nov Dec
YTD
1741 553 15505
2000 1183 17087
1665 558 14518
1208 430 65.78%

DNA rate 5-13yrs Primary All
Visits Attended
Vists DNA
DNA rate %

5-13yrs Primary School Exams - 2018
2090
1908

1889

1818

1817

1727

1678

2000
1818
1761

1741

1543

1454
1383

1183

1141
1090

1130
1090

909
869
553

0

JAN

FEB

MAR

APR

MAY

JUN
Exams 5-13yrs

JUL

AUG

Jan
Exams 2-4yrs
Target per month 2-4yrs
Fluoride Application
X-Rays 2-4yrs

0
0
58
18

OCT

NOV

DEC

Target Per Month

2-4yrs Pre-School Enrolments
Jan
Feb Mar Apr May Jun
Jul
0 1847 1957 2134 2256 2410 2553
0 5511 5907 5905 5891 5895 5897
7358 7864 8039 8147 8305 8450

Under 2 Years
Pre-School 2-4yrs
Total Enrolments

SEP

2-4yrs Pre-School Examinations - 2018
Feb Mar Apr May Jun
Jul
459 488 373 461 371 336
476 625 298 566 596 357
201 305 273 297 221 209
30
68
74
63
39
41

Aug
2699
5878
8577

Sep
2837
5863
8700

Oct
2986
5891
8877

Nov
3165
5883
9048

DNA rate (exc:Mobile) - Target 15%
Jan
Feb Mar Apr May Jun
Jul
Aug Sep Oct Nov Dec
501 1368 1898 1503 2143 1788 1684 2128 1858 1898 2262 1410
106 179 301 328 391 497 366 386 383 435 474 338
17% 12% 14% 18% 15% 22% 18% 15% 17% 19% 17% 19%

YTD
20441
4184
17%

Jan
Feb Mar Apr May Jun
Jul
Aug Sep Oct Nov Dec
347 919 1315 1028 1538 1312 1276 1553 1314 1397 1632 1038
76 104 195 240 258 339 272 242 218 321 365 226
18% 10% 13% 19% 14% 21% 18% 13% 14% 19% 18% 18%

YTD
14669
2856
16%

All Patients
Visits Attended
Vists DNA
DNA rate %

Dec Target
3464
5860
8981
9324

Aug Sep Oct Nov Dec
YTD
464 438 413 455 283
4541
685 596 357 655 387
5598
2776
284 234 277 269 148
55
48
49
57
21 12.40%

DNA rate 5-13yrs Primary Ethnicity
Attended Maori Primary
DNA rate Maori Primary
DNA rate %
Attended Pacific Primary
DNA rate Pacific Primary
DNA rate %
Attended Other Primary
DNA rate Other Primary
DNA rate %

Jan
Feb Mar Apr May Jun
71 253 367 239 414 365
25
48 102 108 120 156
26% 16% 22% 31% 22% 30%
32
87 205 137 133 157
12
25
29
35
61
62
27% 22% 12% 20% 31% 28%
244 579 743 652 991 790
39
31
64
97
77 121
14%
5%
8% 13%
7% 13%

Jul
Aug Sep Oct Nov Dec
319 454 371 314 379 211
126 121 108 135 128
99
28% 21% 23% 30% 25% 32%
142 183 120 135 211 118
48
43
22
51 105
35
25% 19% 15% 27% 33% 23%
815 916 823 948 1042 709
98
78
88 135 132
92
11%
8% 10% 12% 11% 11%

YTD
3757
1276
25%
1660
528
24%
9252
1052
10%

DNA rate 0-4yrs Pre-School All
Visits Attended
Vists DNA
DNA rate %

Jan
Feb Mar Apr May Jun
154 449 583 475 605 476
30
75 106
88 133 158
16% 14% 15% 16% 18% 25%

Jul
Aug Sep Oct Nov Dec
408 575 544 501 630 372
94 144 165 114 109 112
19% 20% 23% 19% 15% 23%

YTD
5772
1328
19%

DNA rate 0-4yrs Pre-Sch Ethnicity
Attended Maori 0-4yrs
DNA rate Maori 0-4yrs
DNA rate %
Attended Pacific 0-4yrs
DNA rate Pacific 0-4yrs
DNA rate %
Attended Other 0-4yrs
DNA rate Other 0-4yrs
DNA rate %

Jan
Feb Mar Apr May Jun
32
96 128 106 139 125
14
39
41
45
61
56
30% 29% 24% 30% 31% 31%
9
29
45
48
61
52
2
8
14
19
22
28
18% 22% 24% 28% 27% 35%
113 324 410 321 405 299
14
28
51
24
50
74
11%
8% 11%
7% 11% 20%

Jul
Aug Sep Oct Nov Dec
93 123 152 109 123
70
35
65
68
45
46
39
27% 35% 31% 29% 27% 36%
37
53
61
50
47
34
18
28
41
15
18
21
33% 35% 40% 23% 28% 38%
278 399 331 342 460 268
41
51
56
54
45
52
13% 11% 14% 14%
9% 16%

YTD
1296
554
30%
526
234
31%
3950
540
12%

DNA rate 5-13yrs Primary All
Visits Attended
1632
1397

1553

1538
1315

1312

1314

1276

Vists DNA
1038

1028

919

2-4yrs Pre-School Examinations - 2018
347
76

685
625
566
476
459

488

596
464

373

371

298

195

438

FEB

MAR

APR

357
336

Jan

Feb

Mar

413

JUN

Exams 2-4yrs

JUL

AUG

SEP

Apr

May

339

272

242

218

321

365

226

Jun

Jul

Aug

Sep

Oct

Nov

Dec

DNA rate 0-4yrs Pre-School All

387

357

283

MAY

258

455

605

583

OCT

NOV

DEC

154

Target per month 2-4yrs

30

Jan

437

75

Feb

106

Mar

88

Apr

Visits Attended
630

575
476

475

449
0
JAN

240

655
596

461

104

133

May

544

408
158

Jun

Vists DNA

501
372

94

Jul

144

Aug

165

Sep

114

Oct

109

Nov

112
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Bee Healthy Dental Service - Capital & Coast
Monthly Balanced Scorecard December 2018
KEY PERFORMANCE INDICATORS 2018

Jan
5-13yrs

Total Exams
Exams 5-13yrs
Target Per Month
Fluoride Application
Bite Wings (X-Rays)

5-13yrs Primary School 5-13yrs Enrolments
Feb
Mar
Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
0 30765 30823 30739 30773 30716 30665 30669 30675 30704 30721 30745

Jan
0
0
137
89

Feb
2122
2606
1620
995

5-13yrs Primary School Exams - 2018
Mar
Apr
May
Jun
Jul
2890 1577 3402 2840 2111
3420 1629 3094 3257 1954
2238 1242 2802 2249 1748
1461
845 1884 1412 1124

Aug
3284
3746
2738
1783

Sep
2852
3257
2324
1558

Oct
2031
1954
1766
1203

Nov
2817
3583
2404
1523

Dec
1140
2119
1009
627

Target
30619

27066
30619
22277
53.59%

5-13yrs Primary School Exams - 2018
3746
3420

3402

3284

3257

3094
2890

3583
3257
2852

2840

2817

2606
2122

2111
1954

2119

2031
1954

1629
1577

All Patients
Visits Attended
Vists DNA
DNA rate %

DNA rate (exc:Mobile) - Target 15%
Jan
Feb
Mar
Apr May Jun
Jul
Aug Sep Oct Nov Dec YTD
421 1779
2408 1975 3174 2685 2607 2992 2513 2623 3226 2140 28543
48 250
372 354 470 482 422 512 371 500 586 338 4705
10% 12%
13% 15% 13% 15% 14% 15% 13% 16% 15% 14% 14%

DNA rate 5-13yrs Primary All
Visits Attended
Vists DNA
DNA rate %

Jan
Feb
271 1187
19 136
7% 10%

Mar
Apr May Jun
Jul
Aug Sep Oct Nov Dec YTD
1750 1458 2169 1895 1949 2061 1829 1904 2171 1431 20075
220 239 275 320 285 307 234 338 387 225 2985
11% 14% 11% 14% 13% 13% 11% 15% 15% 14% 13%

DNA rate 5-13yrs Primary Ethnicity
Attended Maori Primary
DNA rate Maori Primary
DNA rate %
Attended Pacific Primary
DNA rate Pacific Primary
DNA rate %
Attended Other Primary
DNA rate Other Primary
DNA rate %

Jan
Feb
22 154
3
47
12% 23%
20 106
6
25
23% 19%
229 927
10
64
4%
6%

Mar
Apr May Jun
Jul
Aug Sep Oct Nov Dec YTD
231 153 281 261 234 274 261 260 333 214 2678
853
67
68
72
78
69
95
53 113 114
74
22% 31% 20% 23% 23% 26% 17% 30% 26% 26% 24%
175 120 197 183 175 209 149 167 232 152 1885
745
60
44
81
82
79
78
68
86
87
49
26% 27% 29% 31% 31% 27% 31% 34% 27% 24% 28%
1344 1185 1691 1451 1540 1578 1419 1477 1606 1065 15512
93 127 122 160 137 134 113 139 186 102 1387
6% 10%
7% 10%
8%
8%
7%
9% 10%
9%
8%

DNA rate 0-4yrs Pre-School All
Visits Attended
Vists DNA
DNA rate %

Jan
Feb
150 592
29 114
16% 16%

Mar
Apr May
658 517 1005
152 115 195
19% 18% 16%

Jun
790
162
17%

Jul
Aug Sep Oct Nov Dec YTD
658 931 684 719 1055 709 8468
137 205 137 162 199 113 1720
17% 18% 17% 18% 16% 14% 17%

DNA rate 0-4yrs Pre-Sch Ethnicity
Attended Maori 0-4yrs
DNA rate Maori 0-4yrs
DNA rate %
Attended Pacific 0-4yrs
DNA rate Pacific 0-4yrs
DNA rate %
Attended Other 0-4yrs
DNA rate Other 0-4yrs
DNA rate %

Jan
Feb
15
68
3
32
17% 32%
9
47
6
23
40% 33%
126 477
20
59
14% 11%

Mar
Apr May
76
52 116
38
23
43
33% 31% 27%
55
46
86
39
15
36
41% 25% 30%
527 419 803
75
77 116
12% 16% 13%

Jun
95
29
23%
42
35
45%
653
98
13%

Jul
Aug Sep Oct Nov Dec YTD
992
98 107
81 100 108
76
398
42
48
28
36
52
24
30% 31% 26% 26% 33% 24% 29%
643
44
90
60
53
78
33
351
28
47
26
39
32
25
39% 34% 30% 42% 29% 43% 35%
516 734 543 566 869 600 6833
67 110
83
87 115
64
971
11% 13% 13% 13% 12% 10% 12%
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0

JAN

FEB

MAR

APR

MAY

JUN

JUL

Exams 5-13yrs

Jan
Under 2 Years
Pre-School 2-4yrs
Total Enrolments

Feb
Mar
0 3518 3796
0 10158 10176
13676 13972

Jan
Exams 2-4yrs
Target per month 2-4yrs
Fluoride Application
X-Rays 2-4yrs

0
0
73
11

Feb
659
883
196
15

AUG

SEP

OCT

NOV

DEC

Target Per Month

2-4yrs Pre-School Enrolments
Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
4049 4273 4566 4813 4844 5032 5619 5875
10121 10130 10124 10088 10047 10006 9993 9945
14170 14403 14690 14901 14891 15038 15612 15820

2-4yrs Pre-School Examinations - 2018
Mar
Apr
May
Jun
Jul
Aug
593
502
877
726
555
841
1160
552 1049 1104
663 1270
255
232
424
344
264
454
31
19
39
19
21
39

Sep
598
1104
266
44

Oct
658
663
269
22

Dec
6402
9919
16321

Nov
Dec
878 605
1215 718
369 244
24
18

Target

16791

YTD
7492
10381
3390
4.03%

DNA rate 5-13yrs Primary All
Visits Attended

2169

Vists DNA
1750
1458

2171

2061

1949

1895

1904

1829

1431

1187

2-4yrs Pre-School Examinations - 2018
271

1270
1160
1049
883
659

1104

877

593

552
502

663
555

Jan

878

841
726

320

275

239

220

136

19

1215

307

285

387

338

234

225

1104

598

663
658

Feb

Mar

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

DNA rate 0-4yrs Pre-School All

718
605

Visits Attended

1005

Vists DNA

1055

931
790

658

592

719

684

658

709

517

0
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JUL

AUG
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OCT

NOV

DEC

150

Target per month 2-4yrs

29

Jan

438

114

Feb

152

Mar
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Apr

195
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Jun

137

Jul
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Sep
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CAPITAL AND COAST DISTRICT HEALTH BOARD
DRAFT Minutes of the Health System Committee
Held on Wednesday 13 February 2019 at 9am
Board Room, Level 11, Grace Neill Block, Wellington Regional Hospital

PUBLIC SECTION
PRESENT
BOARD:

Dame Fran Wilde (Chair)
Ms Sue Kedgley
Dr Roger Blakeley
Ms Eileen Brown
Ms Ana Coffey (arrived 9.20am)
Ms Sue Driver
Ms Sue Emirali
Mr Tino Fa’amatuainu Pereira (left 11.15am)
Dr Tristram Ingham

STAFF:

Ms Rachel Haggerty, Director, Strategy Innovation and Performance
Ms Emma Hickson, Acting Executive Director, Nursing and Midwifery
Mrs Arawhetu Gray, Director Māori Health
Mrs Robyn Fitzgerald, Committee Secretary
Ms Rachel Pearce, Senior System Development Manager
Mr Thomas Davis, General Manager, Corporate Services (arrived 9.37am)
Mr Anthony Boardman, Senior Accountant
Ms Wendy Page, Business Support Manager
Ms Taima Fagaloa, Director Pacific People Health
Dr James Entwistle, Executive Clinical Director
Ms Julie Patterson, Interim CEO, CCDHB (arrived
Mr Peter Guthrie, Manager Planning and Performance
Ms Jenny Langton, Principal Advisor

PRESENTERS:

Mr Martin Hefford, CEO Tu Ora Compass Health (Items 2.1, 3.1) (arrived 9.26am)
Ms Taima Fagaloa, Director Pacific Health (Item 2.2)
Mr Taulalo Fiso, Director Community Partnership, Strategy Innovation and
Performance (Item 2.4)
Ms Carey Virtue, Executive Director, Operations Medicine Cancer & Community
(Item 3.2)

GENERAL PUBLIC:

One member of the public arrived at the meeting at 9.00am.

____________________________________________________________________________
1

PROCEDURAL BUSINESS

1.1

PROCEDURAL
The Karakia was led by Tristram Ingham. Committee Chair, Dame Fran Wilde, welcomed members of
the public and DHB staff.

1
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1.2

APOLOGIES
Apologies received from Andrew Blair. Julie Patterson sent her apologies and notice that she will
be arriving late.

1.3

INTERESTS
1.3.1 Interest Register
No changes received.

1.4

CONFIRMATION OF PREVIOUS MINUTES
The minutes of the CCDHB Health System Committee held on 28 November 2018, taken with
public present, were confirmed as a true and correct record.
It was noted that the Chair, Director of SIP and Committee Secretary will review the recording of
main issues that are discussed in committee.
Moved:

Sue Kedgley

1.5

MATTERS ARISING

1.6

ACTION LIST

Seconded:

Eileen Brown

CARRIED

The reporting timeframes on the other open action items were noted.
The Committee:
(a) Noted that collaboration is currently underway between the Regional Public Health Service
and the Systems Innovation and Performance Directorate of CCDHB on the liquor licensing
impacts hospital admissions in the Porirua community and other local issues;
(b) Noted that the Bowel screening programme for Capital and Coast District Health Board region
has been delayed until March 2020.
Action:
1. Management to provide an update at the next HSC meeting on the Bowel screening
programme and addressing equity issues.
Note the agenda items are presented in the order that the Committee considered them.
2

DECISION

2.3

Primary Birthing Facility Feasibility Review
The paper was taken as read.
The Committee:
(a) Noted the final Primary Birthing Unit Consultation report and recommendations;
(b) Noted the widespread community and provider support for a third CCDHB primary birthing
facility, located in close proximity to Wellington Regional Hospital;
(c) Welcomed the fact that a feasibility study of a potential Wellington Primary birthing facility
has been commissioned to commence in March 2019, reporting to the Board with
recommendations in July 2019;
(d) Noted that feasibility report will include an analysis of the total impact of the service using a
“total wellbeing” perspective. This includes and is not limited to opportunities for alternatives
of care; early day care; who is giving birth and where; trends analysis and changing of
2
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demographics; equity impact of service; economic analysis; mothers who have challenges
such as teen pregnancy and/or relationship issues; mental health issues; gaps now and in the
future; cost benefit analysis and workforce issues. The study will also provide the board with
timelines; the parameter of costs, delivery and outcomes. A decision to proceed with such a
unit would need to be made in the context of all other competing activities that require
additional funding.
(e) Noted that co-designing has not commenced until feasibility study report has been accepted
by Board;
(f) Noted that Consumer Group is to include Pacific and Māori membership.
HSC recommends the Board:
(a) Note the paper.
Action:
2. Management to provide an update to HSC of the role of the midwives in a birthing unit.
Moved:

Tristram
Ingham

Seconded:

Ana Coffey

3

DISCUSSION

3.1

Access to Psychological Therapies for 18 to 25 year olds

CARRIED

The paper was taken as read.
The Committee:
(a) Noted that attached reports outlined the opportunity secured by Tū Ora to deliver more
therapy services to young people (18-25) with mild-moderate mental health conditions;
(b) Noted that CCDHB and HVDHB are working closely with Tū Ora to ensure an integrated
service model in our communities;
(c) Noted that the model uses an app developed by Melon that can be used on any device, and
is supported by counsellors;
(d) Noted that a comprehensive evaluation is included in the programme;
(e) Noted that the programme is funded by the Ministry of Health;
(f) Noted that the service should be fit for purpose and inclusive of equity view and
participation;
(g) Noted that CCDHB will be included in Governance and programme development;
(h) Noted that should the pilot trial programme be successful then consideration will need to be
given to funding support by CCDHB at the end of the three year contract;
(i) Noted that critical to the success of this programme are measurable outcomes.

3
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2

DECISION

2.1

Porirua Children’s Skin Project
The paper was taken as read.
The Committee:
(a) Noted that Tū Ora Compass Health has undertaken a children’s skin project in the Porirua area;
(b) Noted the details of the project and its findings, outlined in the attached report;
(c) Noted the strategic opportunity for both CCDHB and PHOs to strengthen the engagement with
Early Childhood Centres (ECEs) and COLs as part of a wider Porirua Locality approach, leading
to improved outcomes for children living in Porirua;
(d) Agreed that this work falls within the CCDHB Porirua Locality plan to improve the outcomes for
children, young people and their family/whānau and should be progressed as a priority;
(e) Noted that the next step is to develop a relationship with local Communities of Learning (COLs)
to better understand the challenges that schools face;
(f) Agreed to collectively explore advocacy options to address issues identified as part of the work
with schools noted in (e) above.
HSC recommends the Board:
1. Note the paper.
Action:
3. Management to bring back to the committee information regarding the schools that did not
have hot water for students, in order to ascertain reasons. Depending on responses and
reasons, HSC might consider taking the matter further with the appropriate minister (Hon
Jenny Salesa), noting the fundamental importance of services such as hot water supply and
resources such as soap and hand drying facilities.

2.2

Pacific Nurse-led Neighbourhood Service in Porirua
The paper was taken as read.
The Committee:
(a) Noted that CCDHB are prioritising the development of our localities;
(b) Noted and applauded the programme as a great example focussed on equity, culturally
appropriate and a community approach;
(c) Noted that this engaged service will be funded for 3 years;
(d) Noted that outcome measures to recognise the holistic outcomes that can be achieved in
both short and long term timeframes;
(e) Noted the impact of the workforce and the need for cultural training and the inclusion of
family networks in this programme.
Action:
4. Management to provide a communique upon the launch of this programme – as an example
of the delivery of services in the most culturally appropriate way, enabling local people to
take control.
4
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Moved:Roger Blakeley
2.4

Seconded: Tristram Ingham

CARRIED

Citizens Health Council (The Council) Update and Approach
The paper was taken as read.
The Committee:
(a) Noted that the Citizens Health Council Terms of Reference has been ratified and committee
membership confirmed;
(b) Endorsed the public messaging developed at the Citizens Health Council meeting on 30
January 2019;
(c) Noted that part of the Localities programme engagement is made with networks whereas
the Citizens Council engages with individuals;
(d) Noted that some members of the Citizens Council have indicated that their main purpose of
membership is to develop links both with the community and internally;
(e) Noted that the evaluation should connect with communities (one example being people who
use traditional Chinese practitioners), should enable disparate groups to attend meetings,
and make use of different communication platforms
Actions:
5. SIP to provide advice about membership of Citizens’ Council member representation on HSC;
6. SIP to report back in May with Terms of Reference.
Moved:

Sue Driver

3

DISCUSSION

3.2

Cancer Services Review

Seconded:

Eileen Brown

CARRIED

The paper was taken as read.
The Committee:
(a) Noted that the progress of the Cancer Services Review and the commitment to a service
improvement programme;
(b) Noted that recruitment has commenced to the position of clinical director to lead the
development of this programme;
(c) Noted this work is intended to complement and support the Central Regional DHB’s work
designing the future direction and organising structure for cancer services in the Central
Region;
(d) Noted the variation of service quality of care; access of care and services nationally.
Actions:
7. Management to send out radio link to HSC members re cancer drugs (12 February 2019);
8. Management to provide an update on what is happening locally, regionally and nationally and
to also include addressing cancer outcomes by population group.

5
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4

INFORMATION

4.1

LOCALITIES DIAGRAM
The paper was taken as read.
The Committee:
(a) Endorsed and adopted the Localities diagram which had been developed from the November
Committee discussions;
(b) Noted that the papers presented at the HSC meeting link very clearly with the strategies of
the Health System Committee.
HSC recommends to the Board:
(a) That all Board papers should have a tick box confirming linkages to key strategies.
Actions:
9. Management to invite other Board members to HSC meetings and to view papers presented
at HSC meetings;
10. HSC papers to have a check list of strategies with a tick box on the covering page of papers.
Moved:

Roger Blakeley

Seconded:

5

OTHER

5.1

RESOLUTION TO EXCLUDE THE PUBLIC

Sue Kedgley

CARRIED

RECOMMENDATION
The Health System Committee noted and resolved to:
(a) Agree that as provided by Clause 32(a), of Schedule 3 of the New Zealand Public Health and Disability Act
2000, the public are excluded from the meeting for the following reasons:

SUBJECT
Older People Services — Risk on Aged
Residential Care beds

Moved:

Roger Blakeley

REASON

REFERENCE

Papers contain information and advice that is likely to
prejudice or disadvantage commercial activities and/or
disadvantage negotiations

Seconded:

Fran Wilde

9(2)(b)(i)(j)

CARRIED

Meeting closed at 11.45am.

6
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6

DATE OF NEXT MEETING

13 March 2019, 9am, Board Room, Level 11, Grace Neill Block, Wellington Regional Hospital.
CONFIRMED that these minutes constitute a true and correct record of the proceedings of the meeting
DATED this ................................................day of...............................................2019

Fran Wilde
Health System Committee Chair
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PUBLIC
HEALTH SYSTEM COMMITTEE
INFORMATION PAPER
Date: 7 February 2019
Authors

Taulalo Fiso, Director Community Partnerships, Child, Youth & Localities
Te Pare Meihana, General Manager Child, Youth & Localities

Endorsed by

Rachel Haggerty, Director Strategy Innovation & Planning (SIP)

Subject

LOCALITIES DIAGRAM

RECOMMENDATION
It is recommended that the Health System Committee:

(a) Endorses and adopts the attached Localities diagram developed from the November Committee
discussion.

Capital & Coast District Health Board
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