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Kua tawhiti ki te haereka,
Kia Kore e haere tonu

He tino nui rawa ou mabhi
Kia kore e mahi nui tonu.

We have come too far, not to go further.
We have d one too much, not to do more.
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Caveats/status

This business case is a work -in-progress. Many clinicians and managers have contributed to its
development, and to the thinking and analysis that lies behind it. That does not mean they all
agree with eve rything in it.

The business case has been endorsed by the respective boards of the DHB and the PHO, but
not yet endorsed by the Ministry of Health.

The business case presents a number of options for future delivery of health services. These
are options for consideration and input, rather than proposals ready for formal consultation.

If and when the business case gets to the point of being a proposal, the necessary formal public
and employee consultation processes will be undertaken, prior to any decisio  ns being made in
regards to implementation.

On Thursday 25th Feb 2010 the board of the DHB passed this resolution:
"That the West Coast District Health Board endorses the direction of travel envisaged in the
iBetter, Sooner, Mo r e Buisiness Ease, sulnject tofhecessasy futherCar e 0
analyses, development, revision and consultation, and with particular focus on: budgets and
financial sustainability; the West Coast Model of Care (Sustainability Project); and governance
arrangement;
and
That the West Coast District Health Board authorises management to proceed with its continuing
development and its submission to the Ministry of Health."

On the same day the PHO board passed this resolution:
"The board endorses the direction of travel envisaged in this business case, subject to necessary
further analyses, development, revision and consultation, and authorises management to
proceed with its continuing development and its submission to the Ministry of Health for their
approval.”
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Executive sum mary

The drivers for change are:

1 Clinical sustainability: the current model of care in most health centres requires GP
numbers we have not been able to achieve consistently onthe West Coast for at least
five years, and leads to long waiting times fora  ppointments (often > three weeks) and
lack of continuity and consistency of care

9 Limited integration of community  services with primary care leading to lack  of
co-ordination and consistency of care and some duplication of services

1 Financial: primary ca re medical practices and community services owned by the DHB
contribute significantly to the DHB overspend each financial year. Hospitals in Reefton
and Buller together also contribute significantly to the DHB overspend each financial
year.

What will be different as a result of implementing this business case?

1 Three Integrated Family Health Centres (  IFHCs) will be established based in Westport,
Greymouth and Hokitika with  associated clinics in rural areas. Each of these will become
a one-stop-shop in terms of accessing primary and community health services

1 Wewillb ed in a team based partnership model for core general practice care so that
the majority of first contact care and long term condition care is provided by
appropriately skilled nurses suppor ted closely by GPs and, in time, Nurse Practitioners
(NPs). This s likely to mean resident (non locum) GP:patient ratios of 1:2000 and
increased practice/rural nurse:patient ratios from 1:1180 to 1:900 (with additional GP
and nurse time for more rural ar eas andto reflect teaching commitments) .

1 Development ofa Mb o team within each IFHC that will focus on improving access and
health outcomes for Mb o.r i

1 Devolution of community nursing , allied health and mental health services into the
IFHCs, or the IFH  system, with integration of reception, appointments, electronic
clinical records, care pathways and discharge planning, and consequent reduction of
duplicate service provision .

1 Fullimplementation of a best practice, proactive approach to the management  of long
term conditions (LTC) , including mental health.

1 Development of a strong primary care/community care organisation able to lead &
manage the Integrated Family Health System  (IFHS) within the available budget .

We are committed to achieving important  changes in health care , as reflected in the significant
targets set out below.
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Current situation By three years

Waiting times for a routine appointment in

general practice

Average of 10 days Maximum 3 days

Integrated F amily Health C entres 0 3

Fully integrated community nursing and

primary care nursing

Not present In place

Introduce nurse practitioners to skill mix

Many nurses with 3 nurse practitioners
potential as nurse

practitioners interns

Patients supported in the long term

condition management

1,419 2,500

Reduction in A mbulatory Sensitive

ASH rates at NZ average 5% reduction in ASH

Hospitalisations (ASH) & inappropriate ED ED Triage 5 =81 rates

attendances patients/week 35% reduction in ED
triage 5

PHO Performance Programme clinical 79% >90%

indic ators met

Financial situation $5.4m deficit $1.4m deficit

a. Assessment criteria summary

1. The nature and expected magnitude of benefits that will flow from the proposed service

improvement initiatives, including how the proposal expects t o:

Support the delivery of
t he
health targets

Gover nme

The key health targets are an integral part of this plan. Activities

to improve our performance and monitor changes have been

incorporated in the planning documents as follows:

il

shorter stays in emergency departments: See Appendix Three:
Acute care

improved access to elective surgery: See appendix Seven:
Integration - HealthPathways

increased immunisation: See Appendix Four: Keeping people
healthy

better help for smokers to quit See Appendix F  our: Keeping
people healthy

better diabetes and cardiovascular services. See Appendix

Five: Long term conditions
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Contribute to health
sector productivity and
quality improvement ;

Health sector productivity will be improved by the following
initiatives:

1 Change in model of primary care with greater role for nurses
leading to better access to care, (see Appendix Two: Core
general practice redesign).

1 Closer integration of community based services and primary
care, with a multidisciplinary approach and shared electronic

clinical records will lead to decreased duplication and better

targeting of services : (see Appendix Six: Integration 0 DHB
community based services).

9 Stratification and targeting of services for those with long
term conditions so that those w ith the highest need receive
the most support and those with lesser needs receive lesser
support. (see Appendix Five: Long term conditions).

1 Increased support for patient self care will lead to less
demand for services. (see Appendix Five: Long term condit ions
and Appendix Four: Keeping people healthy).

1 Use of HealthPathways will streamline referral processes: (see

0 HealthPathways).

9 Direct access to radiological investigations with less need for

FSAs: (see Appendix Eight: Improv ed access to diagnostics)

Appendix Seven: Integration

1 Development of patient pathways for the frail elderly and
closer links between Care Link (West Coast's NASC) and
IFHCs will lead to more focused care. Appendix Eleven: Fralil
older people
The approach to quality improvement and saf ety across the system
and within IFHCs is covered in Section 5.9.

Lead to the rapid
establishment of
Integrated Family
Health Centres in
appropriate locations ;

IFHCs will be established covering the whole region within three
years: (see Section 6.2 and Ap pendix Thirteen: IFHCs & Facilities).

Support the shift of
services from
secondary care to
primary care;

A shift of Community based services to the Integrated Family
Health System is proposed: (see Sections 5.1, 5.4 and Appendix Six:
Integration 8 DHB community based services).

Reduce acute demand
on publicly funded
hospital services ;

The Acute Care plan will result in less use of the emergency
department for triage 5 patients and more appropriate care in
IFHCs. (see Appendix Three; Acute care).

Currently, the primary care system on the Coast is not in a good
position to take on clinical tasks currently performed in secondary

care settings. Similarly, Greymouth hospital services are generally
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staffed on a capacity model & in which staff costs do notv ary with

reductions in activity.  However, in the medium term, with the
strengthening of the primary care sector, and the development of
more activity based staffing for some services, associated with a
closer working relationship with Canterbury DHB, ther e may be an
opportunity to move some clinical work from the hospital setting

into IFHCs.  (see Appendix Seven: Integration 8 HealthPathways).

Ensure a wider range of
health services are

A wider range of services that improve access will be ava ilable

within IFHCs, leading to better access as described in Sections 5.1,

delivered 5.4 and Appendix One: Core general practice redesign.
Support better Long term condition management is a key aspect of this plan. (see
management of patients | Appendix Five: Long term conditions).

with chronic conditions
fo slow disease
progression;

Increase the use of the
wider primary health
care workforce and
support
multidisciplinary teams

This is a key aspect of the development of the IFHCs: Sections 5.1,
5.4 and Appendix T wo: Core general practice redesign and Appendix

Six: Integration 8 DHB community based services.

Provide for workforce
development, training
and innovation in the

primary care setting

Key initiatives have been developed for recruitment, retention,
professional development and quality initiatives as described in
Appendix Twelve; Workforce.

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

Extensive modeling around the cost effectiveness o f primary care
has been carried out: (see Section 9.2.).
Quiality and safety issues are addressed in Section 5.9 and

Appendix Twelve; Workforce.

2. The capability and capacity of the respondent to deliver major service improvement

initiatives  in support of these benefits, including:

Ownership and Robust ownership and governance arrangement are core to the

governance success of this plan and potential options are summarised in Section

arrangements; 7. Both DHB and PHO boards wish to take a considered ap proach
to this and require a more in depth paper to be developed prior to
their making a decision by 30 April.

Strength and The PHO has strong clinical leadership:

experience of the
clinical leadership ;

1 Dr Greville Wood, FRNZCGP, Chair Clinical Governanc e
Committee (also Regional Co-ordination Rural Medical
Immersion Training Programme, University of Otago)

1 Dr Jocelyn Tracey, FRNZCGP, PhD, PHO Clinical director and
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GP Liaison
1 Helen Reriti, RN, Clinical Manager, WCPHO
Also involved from a DHB perspective have been:
1 Vicki Robertson, FRANZCOG, Chief Medical Officer
Od Mall ey, PhD, Di
1 Maureen Frankpitt, Nurse manager community and primary

T Jane rector

health care
1 Karyn Kelly, Associate Director of Nursing, Clinical Practice
Development

1 Janette Anderson, Physiotherapy team leader
(see also Section 5.6).

Financial strength and
viability ;

This business case has been costed on a preliminary basis and
opportunities to reduce expenditure towards breakeven identified.
However, we note thatt hese potential initiatives and costings are
subject to further review and consultation before decision can be
taken.

West Coast DHB is substantially in deficit. Its primary and
community services are responsible for a considerable proportiono f
t h e D pr@jeBted deficit. (see Sections 4.2 and 9.).

The PHO is in a position of financial strength and has allocated

funds for change management. (see Section 10.3.).

Change management
ability and experience
in the health sector

Both DHB and PHO senior management have an in depth
understanding of the local situation and of both drivers and
barriers to change. In addition, both organisations draw on outside

across the primary and expertise as required, including the likes of LECG and PHOcus on
secondary sector ; Health. These two organisations have assisted with the
development of this plan, and have extensive experience in change
management in primary and secondary care throughout New
Zealand.
Information The PHO has a considerable track record of utiliz  ing enrollment and
management experience | clinical services data to identi fy service gaps, and to design and
that enables new implement responses/projects to address such gaps. The PHO ha s

models of care, and
improves quality and
efficiently deliver
services.

made successful use of the PHO Performance Programme to assist
practices with their continuous quality improvement initiatives. GP
facilitation has been key to this success.

Specific information systems developments have been prioritized,
beginning wit h the adoption of MedTech 32 as the PMS and clinical
notes platform for all community and primary care services. (see
Appendix Fourteen: IFHCs & information technology)

3. The strength of relationships between the various parties, and partnership

arrange ments with key stakeholders, including;

The degree of
engagement anad/or

Wide consultation has occurred with front line staff: GPs, primary
care nurses, secondary care cli nicians, community nurses, allied
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support from DHBSs,
specialist clinicians,
practitioners from a
range of disciplines;

health, and with DHB senior management team (see Section 5.6).

Experience in
meaningful engagement
with consumers and the
community.

While given the time frames this has not been extensive, input
from community, iwiand M b o r i providers has bd
Section 5.7). Each IFHC will establish a community reference group
who can assist in the development of plans for their districts.

These groups will include local mayors (or their representation),

community leaders, b usiness leaders and iwi leaders.
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Introduction

b. Strategic context

On 10th September 2009, the Chair of the West Coast DHB wrote to the Minister of Health as
follows:

The West Coast District Health Board sees two strategic pathways for the future sustainable delivery
of health and disability services on the West Coast.

The first is for ‘the West Coast District Health Board to accelerate collaborative work with the
Canterbury District Health Board to provide more fully integrated hospital services. We are making
excellent progress on this and will report further in the near future.

The second strategic pathway is in respect of non-hospital health and disability services, where the
Board sees the most sustainable future as being a more complete integration of the Board's non-
hospital services with the other services provided on the West Coast, particularly by the West Coast
Primary Health Qrganisation and other private and non-government providers, to provide services of a
sustainable scale within the Integrated Family Health Centre framework. The Board will be
enthusiastically seeking the opportunity to pilot this arrangement.

The recently released report by LECG (  Analysis of gptions. Models of care for West Coast

District He alth Board , 16 Nov 09) gives some flesh to the bones of the first suggestion - closer
working relationships with Canterbury DHB (CDHB) in the provision of secondary hospital

services, which are increasingly likely to be concentrated in Greymouth.

This business case begins to flesh out the second of the two strategic options suggested in the
above letter to the Minister. It articulates the sector's aspirations for better, sooner and

more convenient primary care services for the residents of the West Coast. It explores how
the medical centres on the West Coast on the one hand, and the various community delivered
services of the DHB on the other hand, might be better integrated so that patients' experience

of the health care they receive on the West Coast is significantly improved. It explores how
primary and community care together, might make a greater contribution to improving the

quality and timeliness of health care, while helping save scarce resources. It outlines how a
different mix of clinical skill s will be aligned in a service delivery model to more efficiently and
effectively match a variety of patient needs for care.

c. Financial context

A major system wide problem for the West Coast health care system is its parlous financial
situation. West Co ast District Health Board (WCDHB) was allocated $106m of government
funding in 2009/10, but is projected to spend more than $114m.
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Annual government health funding per person on the West Coast is over $1,000 higher than the
NZ average ($3,255, compared to  $2,248).

DHB revenue per head of population
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District health board regions (and the average for NZ as a whole)

On top of this, WCDHB spends another, additional $250 per head (cf. national average of $50
per head overspend).

That is, West Coasters actually receive $3,500 per head, as spent by their DHB, well ahead
(>50%) of the NZ average of $2,300 pe r head.

The WCDHB's current financial forecast for 2009/10 is as follows:

Provider revenue - 73,468,409
Provider expenses 88,141,662
Provider deficit 14,673,253
Funder surplus - 5,422,748
DHB total deficit 9,250,505

As a result WCDHB is under significant pressure to reduce expenditure.

d. Secondary services sustainability

A series of independent reviews have identified core critical mass problems in providing acute
secondary services on the West Coast. WCDHB is currently consulting on a set of
recommendations from LECG proposing greater integration of secondary care with C  anterbury
DHB and movement to a rural hospital centre of excellence focus. There is a developing
consensus that significant change is required to maintain clinically and financially sustainable
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hospital services. It is important that the community and primary services receive the same
level of scrutiny and leadership.

e. Population & health status

The We st Coast is a region of contrasts; on one hand it is a region of great natural beauty but

on the other hand is home to one of the most socio  -economically deprived populations in New
Zealand. The geographic nature of the region, being bordered by the tower ing Southern Alps on
the east and the Tasman Sea on the west, leads to the West Coast being the most rural and

isolated region in New Zealand. The total land area covered by the West Coast District Health
Board is 23,283 square kilometres and great distan  ces separate many towns, with the distance
between Karamea in the north and Haast in the south being 516 kilometres. The West Coast
and its people are also very much influenced by the history, environment and climate of the

region.

Health Profile

Consigent with the above demographic and socio -economic issues is the picture of higher
morbidity and mortality rates and lower life expectancy on the West Coast compared with the

New Zealand average. However, life expectancy in the West Coast DHB area improve  d between
1995/97, 2000/02 and 2002/2007 for both males and females and the overall mortality rate

for the West Coast DHB reduced from 8.6 deaths per 1,000 population in 1995/1997 to 6.2

deaths per 1,000 population in 2005/2007. However, over the last dec ade the West Coast
DHBG6s overall mortality rate r e maWestnddisticvhad t he nat i o
the highest mortality rate in 1995/97 but this had reduced to the lowest in 2000/02 and

remains the highest in 2005/2007. (However, this apparen  t large reduction for Westland

District may be partly due to high variability in mortality rates, which often occurs for small
populations). Analysis of mortality data for West Coast DHB residents between 2001 and 2005
reveals that the leading causes of d eath were cardiovascular disease, respiratory disease,

cancers (particularly lung, colorectal, prostate and breast) and dementia (these cases have
increased in recent years due to the aging population).

The overall rate of hospitalisation is also high. Analysis of hospitalisation data showed that
there were nearly 7,500 discharges of West Coast DHB residents from publicly funded

hospitals in 2007. (This includes West Coast DHB residents discharged from hospitals outside
the West Coast DHB area). Some of the leading causes of hospitalisation were diseases of the
digestive system (13.3%), diseases of the circulatory system (8.8%), injury, poisoning and

certain other consequences of external causes (8.8%), and pregnancy, childbirth and the
puerperium (7.8%) .

Ambulatory Sensitive Hospitalisations (ASH) are hospital admissions that could potentially have
been avoided through community -based or primary health care services.  Standardised
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Discharge Ratios for 0 -74 year olds show that ASH rates for the West Coa st DHB do not tend
to differ significantly to the rates for New Zealand as a whole. Lead causes of ambulatory
sensitive admissions for the West Coast population over the recent years in terms of total raw
hospitalisations are angina and chest pain; cellu litis; upper respiratory and ENT infections;
diabetes; congestive heart failure; dental conditions; myocardial infarction; gastroenteritis;
pneumonia; asthma; skin cancers; epilepsy; kidney and urinary tract infections; and stroke. This
pattern has largel y continued in the twelve months to 31 December 2008.

The West Coast Mbori Health Profile 2008[1][ 1] reveal
social profile to the West Coasthon Mbori but in terms of health, West
poorer overall he alth status thanthenon Mbori in the region; this is demo
indicators, including cardiovascular disease, cancer, diabetes and respiratory disease indicators.

Though in many instances West Coast Mbaesthanhave | ower
Mbor i nationally, it is to be not erepresemadtamdnpe West Co:
primary care utiliz ation data and have higher rates of smoking, which is a key risk factor for a

range of morbidities such as cancer and cardiovascular a nd respiratory diseases. Discrepancies

between hospitalisation and mortality rates for cardiovascular disease, and registration and

mortality rates for cancer, point to these being additional important areas of unmet need for

West Coast Mbori

The health status of children and young people on the West Coast is poorer than the New

Zealand average. In particular, children have among the worst oral health status in the country,

and the West Coast has the lowest rate of caries  -free five -year-old children in New Zealand.
The relatively high rate of dental decay in young children is a concern, especially with the

absence of fluoridation.  For children aged 0 -14 years the leading causes of death are extreme
immaturity (pre -term and low -birth weight babies), resp iratory di stress syndrome and
meningitis. For young people aged 15-24 years motor vehicle crashes account for half of all

deaths, and other injuries and accidents account for one third of all deaths. The main causes of
ambulatory sensitive hospitalisatio n for West Coast children aged 0 -4 years are respiratory
infections (29%), gastroenteritis (20%) and asthma (12%).

West Coast residents have higher smoking rates compared with other areas in New Zealand.

The 2006 Census showed that a higher proportion of ~ West Coast DHB residents (23.4%) were

regular smokers compared with New Zealand as a whole (18.9%), with Buller District home to

the highest proportion of smokers (25.7%). The recent New Zealand Health Survey 2006/07**

showed that 28.2% of West Coast res idents are current daily smokers compared to 19.1% of

New Zealand as awhole. Amongst We st Coast Mbori, 43.6% émenfsmokeo men and
A 2007 Ministry of Health report[2][2] suggested that tobacco smoking, alcohol consumption,

oral health status and avoidable hospitalisation are among the key health issues for the West

Coast DHB as these rates are high compared with New Zealand as a whole.  The West Coast

Mlwest Coast 6Te Tai O Poutinio MUori Health Profile 2008,
Coast
P25 Andi cati on of New Zeal anders Healtho (Ministry of Heal't
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cryptosporidiosis rate is also high compared with New Zealand as a whole but this may not be as
serious. Notifiable disease rates vary due to factors other than disease prevalence , such as
variations in the extent to which these conditions come to the attention of medical

professionals and variations in the completeness of reporting. With these data limitations
noted it is still possible that the high cryptosporidiosis notificatio n rate indicates that there is
a water quality issue in the West Coast DHB area that may affect population health.

Population Profile

The West Coast occupies 8.5% of New Zealand6s total
population of 32,200 people[3][3] . The population is distributed across three Territorial Local
Authority (TLA) areas: Buller, Grey and Westland Districts. The West Coast DHB is the most
sparsely populated DHB in the country with a population density of 1.3 people per square
kilometre, | ess than 10% of the New Zealand average. A total of 57.7% of the West Coast DHB
population live in urban areas, the main population centres being Greymouth, Westport and
Hokitika. Between 2001 and 2006 the West Coast DHB population increased by 3.4%, wi  th
Westland seeing the fastest growth rate (8.1%). Some Census Area Units had growth rates of
over 25% between 2001 and 2006 including Waiho, Totara River, Arnold Valley, Otira, Fox
Glacier, Coal Creek, Hokitika Rural and Greymouth Rural.

Notwithstandin g, the long term population projections indicate that the West Coast region as a

whole will observe declining population numbers but with a growing older population. Population

estimates suggest that the child and youth populations decreased slightly betw een 2001 and

2006 but during the same time period there was significant growth among the older adult

population (40 -64) and older people (65+). The West Coast DHB population has a slightly older

age structure compared with New Zealand as a whole, witha h  igher proportion of people aged

65 years or more compared with the national average. The Mbor i p op West tCoastn on t
shows a different age structure and growth pattern however; nearly one in ten of the West

Coast population i s oMo rMboand atgreer aSutskgaeentipttbswile ar s .
be reflected in the expected future increase for al

More detailed ethnicity data analysis of the West Coast population shows that over 300 people
identified as being of Asian ethnicity, nearly 200 were Pacific Island people and nearly 70
identified as Middle Eastern/Latin American/African (MELAA). Overall 9.3% of the population
identify as Mb o,rPacific people make up less than 1% (0.9%) of the region 's population, with
the balance falling into other ethnicity groups

The base populations of the three districts are shown below.

BIE] statistics NZ Quarterly Regional Updates, March 2008. This number indicates a growth of 0.5% since the
2006 census count.
* A Portrait of Health. Key Results of the 2006/07 New Zealand Health Survey, 2008.
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0-14 1850 18.5%

15- 39 2600 26.0%
40 -64 3850 38.5%
65+ 1700 17.0%
Total 10000 100.0%
Percentage of West Coast population 31%
0-14 2850 20.7%
15- 39 4100 29.7%
40 -64 4850 35.1%
65+ 2000 14.5%
Total 13800 100.0%
Percentage of West Coast population 42%
0-14 1600 18.1%
15- 39 2640 29.9%
40 -64 3370 38.2%
65+ 1220 13.8%
Total 8830 100.0%
Percentage of West Coast population 27%
32630

The Buller are a has a higher proportion of over 65 year olds and is also more deprived relative
to the district as a whole.

f. West Coast PHO

The PHO is a community trust, governed by a board of nine trustees. It s founding documentis
its trust deed, which sets outits  objectives as being:

(@) "to improve, maintain and restore the health of people living in the West Coast Region;

(b)  "to provide or ensure the provision of accessible primary health care services to the community of
the West Coast Region;

(c) "to provide or ensurdne provision of effective, high quality integrated health services for the
community of the West Coast Region;

(d)  "to assist members of the community of the West Coast Region (particularly those on low
incomes and with high health care needs) who have diffigaining timely and appropriate
health services;

(e) "to work with the West Coast District Health Board and community groups within the West Coast
Region to achieve any of the above Objects;

® "to support any institution, society or other body of personsivenébcorporated or not whose
objects are similar to the objects of the Trust set out above, provided that any such entity is
established for charitable purposes in New Zealand."

It's trustees are derived from three sectors as follows: community, Mb o and providers (three
from each):

1 three com munity trustees are appointed from  each of the three District Councils

f twoMbori trustees ar echafthe tvo nrargd from
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1 oneMb o trustee is elected - by the Mb o heilth providers electoral c ollege

9 three provider trustees are elected - each of the general practitioner, practice nurse

and practice administration staff electoral colleges elect one trustee.

The PHO provides some health services itself, but also subsidises patient care through

its

substantial funding for  the eight medical centres across the Coast. Five  of these practices are

owned by the DHB, two by health professionals, and one by the PHO itself.

The PHO's statement of strategy and priorities is:

The purpose of the PHO is to pr omote and enable better health for the population on the West
Coast and actively work to reduce health inequalities amongst at  -risk and disadvantaged groups.
The PHO will strengthen and grow its organisational functions as funder, service provider, and
service co-ordinator within primary care, as a means to achieving this end and in alignment with
the Governmentds Primary Health Care Strategy (
STRATEGIC OBJECTIVES ARE TO
1 Work with local communities and enrolled populations
1 Identify and remove heal th inequalities
T Of fer access to comprehensive services to in
1 Coordinate care across service areas
1 Develop the primary care workforce
1 Continuously improve quality using good information and evidence
WE WILL FOCU S ON
1 Improving the management of patients with chronic care conditions
1 Closing gaps of inequality for Mb o r i
1 Improving access to mental health services, including for young people
1 Improving quality of life, eg. by cancer support
1 Improving immunisation rates
1 Enhancing disease prevention programmes
1 Improving the co -ordination of services both within and acr  0ss services
BY USING KEY MECHANISMS AND ENABLERS SUCH AS
1 Better engagement with the community, families/whanau and individuals
1 Improved collaboration at strategic and planning levels with the DHB and Community &
Public Health
1  Greater integration with o ther organisations and NGOs
1  Supporting GP practice teams
1  Supporting individuals and whanau
1  Enhanced health promotion
9 Adoption of efficient business/service models
Most of the West Coast's resident population is enrolled in the PHO's eight practices . The
distribution in the recent Oct  -Dec 09 quarter was as follows:
Mb o/P4dcific Not Mb o/Pacific
Dep 5 Not Dep 5 Dep 5 Not Dep 5 Total
Karamea 0 36 17 520 573
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Buller Medical Services 192 408 1,790 4,801 7,191
Greymouth Family Health 11 76 147 990 1,224
Greymouth Medical Centre 107 403 703 4,848 6,061
High St Medical Centre 67 288 656 5,214 6,225
Reefton Medical Centre 35 154 206 1,576 1,971
South Westland Area
Practice 0 139 0 1,425 1,564
Westland Medical Centre 122 772 505 4,178 5,577
Total 534 2,276 4,024 23,552 30,386
1.8% 7.5% 13.2% 77.5% 100.0%

The PHO's net equity as at Dec 09 was $1.1m and its

as follows:

Financial performance Jul

Revenue

Expenditure

First level services & practice V. LCA
Administration

Health Promotion

Services to Improve Access

Long Term Conditions

Other clinical services

PHO Performance Programme

Rural Premiums & Reasonable Rostering
Professional & practice development
Mental Health & MSD

Cancer Services

GP Liaison

HEHA (breastfeeding support)

LTC Collaborative Funding

First level services & practice VLCA
Administration

Health Promotion

Services to Improve Access

Long Term Conditions

Other clinical services

PHO Performance Programme

Rural Premiums & Reasonable Rostering
Professional & practice development
Mental Health & MSD

Cancer Services

GP Liaison

HEHA (breastfeeding support)
LTC Collaborative Funding

g. Changes underway

d Dec 09

2,387,473
197,072
100,516
115,223
344,159
31,201
166,186
769,001
35,884
228,878
146,370
40,000
43,872
37,139
4,642,974

2,387,473
341,157
83,643
92,159
200,873
12,936
87,193
742,784
16,281
198,638
124,539
24,819
38,766
32,139

4,383,400

Surplus 259,574

recent operating financial performance is

Business case Eol V38 AC 25Feb10

Pagel9



A number of initiatives have been implemented over the last three years to address some of the
health needs and service delivery concerns on the West Coast.

PHO based initiatives:
1 development of health promoti ng practices and a wide number of high profile health

promotion activities, including Smokefree,

prescription, Tai Chi classes, community activity programmes
1 breastfeeding co -ordinators and peer support programme

f kaiawhi na rol e to i mprove access for Mbori

1 long term condition management programme incorporating targeted care, self
management support, delivery system redesign and clinical information systems

1 primary mental health assessments and brief  intervention counselling

1 navigation support for those with cancer

T Mbori health plan

1 PHO Performance Programme with GP facilitator

I immunisation enhancement.

DHB based initiatives in primary and community care:
T Mbori health needs analysi s
1 investmentin n ursing competency and role extension
1 movement to models of care in which nurses provide front line services  where
appropriate

1 greater use of nurses & with nurse to GP consult ratios being the highest for any DHB in

NZ
9 closer working relationships with Can terbury in many services

1 movement to more community based mental health service delivery & with reduction to

five acute inpatient beds on the Coast

91 delivering a predominately community based mental health service delivery model,
enhancing community based support services delivered by NGOs and reducing acute
inpatient beds to five

1 establishment of an academic practice to co -train rural GPs and rural nurses and
sourcing CTA support for pilot training programmes

1 development of an IT platform which provides f  or a single shared patient record across

DHB practices with access through Healthviews to hospital sourced health information
such as discharge summaries, PACS radiology, lab results

1 through After Hours funding providing West Coast  -wide after hours triage  phone
support.

h. West Coast region service delivery issues

Business case Eol V38 AC 25Feb10 Page20

Heart

t

he



Key problems ide ntified by the steering group,  advisory group, reference group and
stakeholders that face the West Coast health care system are

Workforce shortages

Difficulties in recruiting  and retaining staff (especially GPs and allied health staff) has led to
high turnover, excessive reliance on locums and under staffing. This is exacerbated by the
relatively deprived nature of the community, the low population density and high on -call
re quirements in rural areas.

Leading to poor access to care

Difficulty in staffing GP roles has resulted in enrolled patients being unable to book routine
appointments within an acceptable timeframe (waits of longer than 3 weeks are typical in some
practi ces) and patients new to town unable to enroll in any practice. Difficulty in resourcing

also results in a tendency towards responding reactively to acute presentations and allowing
these to take precedence over proactive, planned care of patients with ¢ hronic conditions &
reducing the possibility of managing future demand. Again, the Coast geography mitigates
against easy access, with many people living more than 60 minutes travel time away from major
urban centres.

Service fragmentation
Services op erate in partial silos resulting in:
1 lack of continuity of care
9 difficulties navigating through the system
91 duplication of assessment, needless administration, disparate treatment policies and
protocols, and poor sharing of clinical information.

Within pri mary care, there is frequent use of locums, and high dependence on Emergency
Department (ED) services at Buller and Greymouth. People often  see a different GP or nurse
each time and thereby experience poorer quality care. Further, when GP numbers are
insufficient, and nursing staff are used as sole caregivers for most primary care consults,

without changes to the overall model of care to ensure adequate GP support, quality processes
and professional development, there is a risk of people operating outside their scopes of
practice and of avoidable harm to patients.

Services are not co-located in some areas , making it particularly difficult for the frail older
people or those without transport. When services are co  -located, they are often not
integrated , meaning that opportunities to schedule, for instance, a physiotherapy appointment
at the same time as a diabetes annual review (to reduce the travel burden) are missed.

Service fragmentation leads to duplication in reporting and management infrastructu re dand
siloed funding streams & reducing the ability to innovate and to use funding flexibly.

Inequalities in health outcomes
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Mbor i r e maenrolledunrthé BEHO (particularly in Grey District) leading to poor access to
proactive care for Mbori

More generally, | ack of community knowledge of the health system  in general, and in particular
about:
1 how bestto access care (including after hours)
what enrolment mean s (enrolment in health system)
what services they can expect
how to care for selfiwhan au with common ailments

what constitutes a healthy lifestyle
how to support a whanau member/oneself in managing long term health conditions such

= =4 =4 4 4

as heart disease and or diabetes
leads to poorer health outcomes and greater use of secondary health resource s by Mbori and
those living in deprived areas.

Affordability of services
As noted, the current configuration of services is unaffordable for the taxpayer funder, as well

as delivering suboptimal outcomes.
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Future m odel of care

i. The desired patient ¢ are pathway /model of care

This section describes the vision for the new model of care that will be in place once the goals
and objectives have been achieved. The intent is that, over time, total transformation will occur
consistent with the "Better, Soo  ner, More Convenient" framework.

From a patient perspective:

Patients are enrolled with an IFHC as their health care ho me. Within each IFHC are smaller
units of health care teams normally comprising two to four nurses, and one to two doctors

working in partnership to look after a population of people. Patients know the doctors and
nurses in O6theird health care team, a small er
consistency of care and builds trusting relationships.

The care provided is patient centred and holistic. All patients of all ethnicities and
socio-economic groups feel valued and respected. Service is personal and friendly; patients do
not feel lost in a large impersonal health centre.

Patients know how to access care, the h ours of opening, after hours arrangements, types of
appointments available, and are happy to be guided as to which health professional can best

meet their needs on any occasion. For acute care and long term condition management their
firstportofcallis usually one of the nurses in 6theiro
GPs is available when required. For complex consultations longer appointments are available with
their GP. Patients with serious problems are able to be seen within twenty -four h ours, or sooner
0 particularly for children and frail older people whose condition is unstable. Routine and

preventive care appointments are provided within three days. Laboratory tests samples are

collected on site and x -rays nearby and, if the pharmacy is not on site, home deliveries are
available.

ForMbor i, particularly those who have disengaged

and supporting kaiawhina or health navigator in each IFHC, who can provide outreach services
and support whanau to access care, and have their health needs metina culturally appropriate
manner that incorporates MbedWhare TiapadVed ‘sandoré Whekef. e

Often people manage their own health problems, following nurse phone advice from national
health lines, accessing information on recommended w ebsites, or following their written care
plans. Pharmacists assist patients with the management of minor ailments. Many people will be
involved in community programmes provided by the IFHS, such as Green Prescription, smoking

! Durie, M. Mauri Ora, Wellington. 1990
2 Cited at: http://www. Mb ohealth.govt.nz/2004/taaria_1.php#
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cessation, self management e ducation groups. Others are helped to access NGO support and
community group activities.

Messages about keeping healthy are everywhere in the community: libraries, shopping centres,

pharmacies, schools and IFHCs. While health promotion messages and disp lays are zany and fun,

people will also have the information they need to make healthy lifestyle choices. It is the

norm to eat healthily, breastfeed oneds babies, be
are immunised, older people and those wit h long term conditions have annual flu vaccinations, and

those in the at risk age groups have annual or five yearly cardio vascular risk assessments and

diabetes screening. Smokers are screened for chronic respiratory disease.

For those with complex hea Ith problems there is a range of extra care available. The IFHC

is considerably more comprehensive tha n the traditional medical centre; it  incorporates a range
of medical, nursing and allied healthcare professionals some of whom are permanently based in
the IFHC as part of the wider multi disciplinary team and others who may visit on a daily or
sessional basis. Whether staff are  employed by the IFHC, the DHB, the PHO, another NGO, or
in private practice , patients know that the shared electronic health rec ord means they do not
need to repeat their story to each new person they see, and that their care is well co -ordinated.
Nor do they need to wait for referrals to be processed and prioritised: appointments to see

other members of the multi disciplinary team (MDT) can be made on the spot, and can be
scheduled all for the same trip to the IFHC.

People with complex needs, such as those with LTCs and frail older persons, are assessed by
Care Link (West Coast's NASC) assessors at the IFHC and have a plan made  for how the
different members of the MDT can contribute to their care. They have a key worker they can
rely on to co -ordinate their care and if they need help in navigating the health system and
accessing the social support and benefits they need, they w il also have a health navigator to
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