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EXECUTIVE SUMMARY

This report outlines the activities of Te Awakairangi Health Network for thegId§cember 2017 period. It reports on achievements and service provision, and outlines ke
issues and risks across thervices and programmes delivered by Te Awakairangi staff and contracted practices and providers. It has been prepaidd taf@mation to
the Board of Te Awakairangi Health Network (TeAHN) and Hutt Valley DHB.

During this periodthe Health Care Hoe (HCH) ppgramme went live with the appointment of a programme leaddan EOI process that resulted in five local practices being
selected to commence their transition from July 2018taff from the five practiceslong witha number ofTeAHN staffattended training sessions hosted by Compass Health
whichprovided a good grounding in the key elements of the programme.

With the implementationof the National Enrolment System (NES)eingwell advanced, the Patient Experience Survey is now rollingaowaiss our Network. 10 practices
participated in the most recent survey, with around 350 patients responding to the invitation to completethe@urvey.A portal allows the practices to look at thed#sults,
with comparative graphs and commentsettly from the patients participating in the surveyhe early indications are that theracticesare finding thér results interesting and
informative.

TeAHN team members and practice stadf’econtinued to support a range oflutt INCintegration iritiatives, participating in theClinical Networkgincluding Acute Demand,
Long Term Conditions and Child Hepéthd their multiple projects and initiativesTeAHN is also participating in Hutt Valey . Q& / 2 YYdzy A (i & drdebBiHicd S &
will lead change in the way services are delivered to our community.

Work has continued in partnership with Te Omanga Hospice and HVDHB in extending the palliative care strategy. Pragiosgiegmith a revised tool for completiog-
line end of life planswhich area way of documenting thwishes of thepatient andtheir family, supported by appropriate clinical care arrangements. Thakepof the plans
and packages of care has been slow to hlitvever a very well attendedducation session in October was helpful in highlighting what is available.

TeAHN has continued to support the enrolment of refugees settling in the Hutt Valley at local practices. Although thbserémger than initially expected, due in part to
the size of the groups arriving, the availability of suitable accommodation and the capacity across the primary care systemnoadate their needs remain key concerns.

All TeAHN practices have now been transitioned onto bulk fuhded Term Condition (LTCpractice plans. These provide the practice with a greater degree of flexibility to
LINE JARS OIFINB Ay gl &8a oKAOK 0SGUSNI YSSO GKSANI LI GA Sifdsis@emytttaSaiod them to raoBitoripgkeBs add2 N.
are developing a system to track the outcomes being achieved.

The Community Radiology scheme was exterfdenh July 20170 include peopldiving in Quintile 4areaswho meet the clinical criteria. The referrals indicate GPs are taking
up thisoption and people who &y previously have been unable to access these investigations are now receiving them in a timely manner. The oversifge t@mmi
continued to actively monitor this programme with regular audits and feedback to providers tarders.  While the additional activity has placed some pressure on funding,
the programme istill within budget.



We are very encouraged by tis¢érengthening ofelationships with Maori and Pacific providers, with agreements being established ® guidoint work programmes going
forward and a jointly funded position to assist with the Pacific health integration work now in place.

The Health Promotion team have continued to support a range of proactive health messages across community antivitiegihe PolyfestPasifika festivalthe Faith Led
Pacific Wellness Programme (led by Pacific Health Services) in a cluster of Wainuiomata dmeatthebecks at the Riverbank Market and preparationfferRa o Te Raukura)
and healthy lifestylgprogrammes (Good Foazhd Valley Fit). These activities, together with the individual services provided by the dietitians and healthy family ¢t@aehes,
provided a range of positive referral options for patients in TeAHN practices. The team havepalsdeeixtheir focus on training for general practice and community teams,
with the development angromotion of weight management education modsléor children and adultsTresemodules equip practice and community teams with the skills to
assess, monitoand intervene withpeopleregarding weight management.The team are working closely with Healthy Families Lower Hutt, supporting the development c
W¢ dzNY A Y Ja sicklShatge Rdveédnent to make the Hutt a healthier pladize, learn, work anglay) and with Hutt Valley DHB in the development of a Wellness Plan.

In summary, this has beembusyand productivesix months for TeAHN. The support offeredHytt ValleyDHBfor primary care improvement (particularly théealth Care
Homeprogramme)has been very encouragingsignasii K S Edmmi@rient to a system perspectiveith the support required tachievethe change many practice teams
are keen to embrace. We have seen the pressure on pradtitassifyover the past few months, withatient complexity, winter pressures and workforce issues contributing
to this. Ongoing improvementsill be essentiaas wework toembed long term changesvith the strong and active support of all our partners, and the clinical and community
allianceghat are building across the health system.



OUR CONTEXT

Everyone in the Hutt Valley

Our Vision is healthy and well

Our Goals People and whanau are Enhanced and sustainable More connected health
empowered and resilient general practices and community services
*  Partnering for a healthy and *  Supporting practices to * Improving information
) resilient community. become Health Care Homes systems
Our 5t rategies s  Improving family/whanau & |Improving access and # Using data to better focus
health literacy and enhancing delivery of care efforts across the system
promoting self care and s  Developing the primary care s  Strengthening quality
self management waorkforce improvement
»  Connecting people to the s  Advocating for investment in +  Strengthening the patient
care and support that meets primary and community care voice
their needs
People Aiming for Excellence in Working co- :
Qur Values P g g Innovating

Centred equity allwe do operatively




OURPEOPLE

1 As at 31 December 2017, TeAHN had 119,373 funded patients, continuing the steady growth of the last year. The differemcealietitted and funded patients
was 2,072.

T ¢S 1 gF1FANIYAA |1 SFEEGK bSig2N] Qa KA 3 KpreyiGus yeard Ruk dtigfributio” & kigh N&&ds Ipatights actoss practicesem@ia
fairly stable, with five practices over 50% and one at 85%.

Enrolled Population Enrolled Population
Funded Not funded
140,000 3,000
I 2 B 2 B -
100,000 B B = &= == ¥
SeSSRosBBEE 2w B B S B
2000 & 8 8 @B PSS 8@ s & 2 B8 2 e 598
1500 & g 3 g 3B
60,000 @
1,000
40,000
20,000 500
0 0
e g b e I g < ‘] -3 g Y T "3 ol ] B g 43 ] B o o
o 0 7 60 0 0T 0% 0% A ¢ o7 & o 80 60 0 4 0% 9% A o7 o
CU Gl G U G L G S U g S P G U G C P U g
O U I M A A
Enrolled Population by LCAF Criteria Percentage of High Needs Patients by Practice
Oct 17 to Dec 17 October 17 to December 17
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
Maori ® Pacific Q5 - Non-Maori Pacific B Non-LCAF c fwebwuwvg Il ry omi idth j aKk



GENERAL PRACTICE WORKFORCE

Enrolled Ratio of GPs to Ratio of Nurses to
Period Population | GP FTH Nurse FTE EnrolledPopulation | Enrolled Population
1 October 2017 to 3]
December 2017 119,373 69.0 54.2 1,730 2,202

At 1,730 patients per GP FTE, Te Awakairangi practices have an equivalent GP to patient ratio as the national averagaséhn GFPTHfrom 74.9 FTE in June 2017 to 69.0
FTE at Decembei§ due tosomepracticeshaving difficulties in replacing GPs who have left, and to some practices not having a GP registrar in the six month period.

At 2,202 patients per practice nurse, TeAHN pcasthave a slightly lower nurse to patient ratio than nationally. Our current practice nurse to GP ratio is 0.8. Natwaatige
nurse to GP ratio of 1 is regarded as ideal; however considerations such as practice size, demographic profilectal tieane used by a practice also need to be taken into
account.
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9 FTE figures for TeAHKaken from TeAHN Provider Lists as at December 2017
Patient numbers taken from the Karo Register Analysis at December 2017
1 National averagestaken from Healthy Practice Subscriber Analysis Report

=

www.healthypractice.co.nzorrect as at June 2017.



http://www.healthypractice.co.nz/

1.0 ENHANCED AND SUSTAINABLE GENERAL PRACTICES

Goall - Enhanced and sustainable general practices

Strategyl.1:
Strategyl.2:
Strategyl.3:
Strategyl.4:

Supporting practices to become Health Care Homes
Improving accesand enhancinglelivery ofcare
Developinghe primary care workforce

Advocating for investment in primary and community care

STRATEGY.1: SUPPORTING PRACTITEBECOMBEEALTHCAREHOMES

Action

Measure

Reporting for the period

Healthcare Home ¢ Sustainable Genera
Practice

TeAHN will be working with its alliance (Hutt IN
partners to commence implementation of th
Health Care Home model, a programme offer
practice teams a pathway to transform the
practice to meet the challenges of 2018 a
beyond. This initiative Wibuild on the work
commenced under the practice sustainabil
initiative that has been active over the past
The Health Care Home implementation
commence in late 2017 with the recruitment
up to 5 local practices. TeAHN and its allia
partners wil work with them to introduce &
range of system improvements, taking in
account different practice contexts ar
configurations. The system improvements g

to enhance practice ability to manage acu

1 No. of Practices engaged
HCH

T Number of enrolled patients
served by HCH practices

I Patient experience surve
(PES) resultsee Strategy 3.4
reporting)

The first five practiceto participate inTranche lof the Health Care Hom
(HCH) Programmbave been selectedollowing the Expression of Interej
process.The five practices have staggered go live dates to balance
availability of change management resourrel the fundingrequirements(as
the total population coverage was higher than previously modelled in
business cse).

- Ropata Medical Centrel July 2018

- Hutt City Health Centre 1 July 2018

- Silverstream Health Centre 1 October 2018

- Naenae Medical Centrel January 2019

- Waiwhetu Medical Centrel January 2019

The population coverage in tranche 1 equates to 57,771 (42% of the popu
enrolled in Hutt Valley practicesyith a high heedsaverageof 17,699 (38% 0]
the high needs population enrolled in Htalley practices). Thishgher than
the target of 30%set by the steering group to ensuoeverage of high need
patients.




cases, enhance their capacity to support peo
with long term conditions, and leverage ne
technology to manage the evolving workload.
This work will be guided by a HCH steering gr
and led by a small team based in TeAl
supported by the practice facilitators and wid
teams. Funding has been approvéy the
HVDHB to support the HCH initiative, includ
funding for change management and additior
capitation funding for HCH practices.

TeAHN will continue to work with the small
practices to ensure they have continuity plans
place to manage the chianges of sole practice
and to prepare for future transitions.

The HChtrogramme has started for these practices with full attendance by
HCH Practice Leads at tineroductoryworkshopgielivered by Compass Heal
in November and December 2017. These workshops covered:

- HCH Induction and Open Day (visiting three KZTHDHB flagshi
practice$

- GP Triage
- Change Management arigkan
- ProactiveCare Planning

The HCH Programme Lead wasruited and started in early Octobdtlanning
has started on the HCH outcome framework including the data measur
national HCH dataset is also being progressed by the national HCH Collab|
and the governance group is currently clarifying thepmse, hosting, and E
analysis tools to support thiSe Awakairangi Health Netwohlas appointed ar|
existing staff member as a HCH Business Analyst, and this person is att
the national HCH Business Analyst meetings to progress the national da
Once the outcome framework has been approved by the steering group
service specification and business rules can be disseminated to practices

Presentations for tranche 1 HCH practice staff have been scheduled in J4
and February 2018. The HCEkep review training programme for the clinic
leads and practice managehss also been developed, and is due to star
March 2018. Both of these will be delivered in conjunction with the |
Clinical Lead Dr Kirsty Lennon.

The Lean framework and pgeamme for 2018 has also been developed
conjunction with the Compass Health Lean Facilitator. This programmy
begin with practices in the first quarter of 2018, with a full practice trair|
session on Lean as well as the development of their Leplementation plan.
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The HCH Programme Lead has als@rdinated the Primary Care Practi
Assistant (Health Care Assistants) training for 2018. This training progran
delivered by Wintec (Waikato Institute of Technology), who have K
providing thistraining with Compass Health since 2014. Te Awakairangi H
Network have committed to partially subsidising the cost of this one
training course (for one staff member from each TeAHN practice over the|
three years).

Supporting practices to implementRrimary Care Practice Assistant (PAP;
a key element within the Model of Care Domaihusiness efficiency, withil
the Hedth Care Home Programme, as it allostaff to workto the top of their
scope, andmprovesthe utilisation of the wider general practice team. It al
flows into standardised workflows and consulting rooms, -wark with
patients, as well as huddles and team boards most PCPAs lead the
components of work within their Health Care Home practiear the first year
training programmeTe Awakairangi Health Netwotave eight participant
registered.

Supporting HYDHB Community Services
integration initiative

TeAHN will work with practices and DHB
community service teams, seeking opportuni
ties to bring these services closer to patients.
Where feasible and sustainable, TeAHN wiill
support celocation of services, particularly
where new facilities are developed to
accommodateexpanded omerged practices.
TeAHN will also support increaseukiages
between general practices and community
providers.

Evidence of increase
participation of DHB staff i
primary care settings
Number of practices with DH
staff participating in MDTs
Evidence of increase
participation of community
provider staff in primary care
settings

Number of practices with
community provider staff
participating in MDTs

Hutt Valley DHB has been undertaking a projecimprove how DHB an
community services can work in a more integrated way with primary cai
improve care ér our community. A working group was established eaitie
2017 and has reviewed the current state and the evidence. Two worksl|
were held in November and the information from these have been use
develop a new model of care that will supptite DHB services to implemer
new ways of working witlthe Health Care Home practices and commur
services.

11



Planning, engagement and establishment of project group
(February - May 2017)

Development of model: engagement, understanding current state,
evidence, feedback & confirm direction {April - November 2017}

Development and transition: identify future state requirements,
develop new ways of working, identify efficiencies and capacity
release with staff/services {November 2017- June 2018)

Implementation plan: confirm new ways of working between DHB
services, primary care and community to implement

{June 2018 -Jan 2019}

Implementation: pilots with tranche 1 HCHs (Jan 2019)

Note with on-going monitoring, evaluation and improvement

12




STRATEGY.2: IMPROVINR\CCESS ANENHANCINGELIVER®FCARE

Action Measure

Reporting for the period

Strategic focus on equity
In 2017/18,TeAHN will work with the local T wSLR2NIAY3

AYLX SYSyid GKS 51.. an measures
Pacific Health Services (Hutt Valley) to

implement Paolo mo Tagata ole MoarRacific measures
Health Ation Plan 20152018

an2NA KSIfGdK LINBOARS Health Plan  performanc

TeAHN will continue to work with the DHB an| § Reporting against the Pacif
Health Action Plan performanc

TeAHN has 119,373 people enrolled, equivalent to approximately 84.¢
the Hutt Valley DHB populan. We understand that 13.8% are enrolled w
Ropata Medical Centre, with others being enrolled with Wellington practi

Using the population of the HuialleyDHB from the 2013 Census, TeA
practices havenrolled the equivalent of 96.3% of tivaori population, and
91.0% of the Pacific Island population.

TeAHN has continued to assist practices to impletrtteNational Enrolmen;
System including an audit proce&AT that assists practices to improve tf
accuracy of their ethnicity recordinglhe Stage audit showed all practice
doing well, scoring 14/15.The next partof the EDATprocesswill be
implemented in the next six months

TeAHN has been working closeliyh Pacific Health Services (PHS) on sey
initiatives that are contributing to the Pacific Health Action Plan, including
faith-led health promotion work with clusters of Pacific churches. Ano
initiative is focusing on integratinBHS staffvith general practics, initially
starting with Naenae Medical Centre. PHS and Naenae have sigl
Memorandum of Understandingnd work has commenced on practicg
arrangements that bring members of these teams togetiogrrovidea more
integrated model 6 care forPacific patientsReferral from Naenae Medic;
Centre will start in March 2018.

We are very encouraged by the progress on this initiativeillbe evaluated
in May 2018, with the intention of extending this service to other Hutt Ve
pradices with high Pacific populationghis work was initiallgupported by
2yS 2F ¢S! 1 bQa Tl OAf Al (Gandicapalwho
has been appointed to a position, based in EIBPacific Health Uniand

13



funded jointly by HVDHB drTeAHN.

I t1{ adl¥F YSYOSNI KIa I|faz
strengthening the connections between the services.

22 Ay

TeAHN is continuing to work closely with Takiri Mai Te(#&& whanau ora
collective, based at Kokiri marae) assigtthe various teams and services
link more closely with TeAHN general practices, to improve uptak
prevention programmes such as immunisations, cervical and bi
screeningrespiratory health, sore throats Rird smoking cessation.

TeAHN is comuing discussions with Te Runanga o Te Atiawa, identi
areas of mutual interest. As always, TeAHN teams have been prepari
our participation in the major festival, Te Ra, held at Te Whiti Park
summer.

Better help for smokers to quit
TeAHN will continue to

o Provide ABC smokefree training and supp

to practices

o0 Improve referral systems from primary ca
to specialist cessation services for prior

3 NP dzLJa

6anz2NhZ

t I OA

to enable the achievement and maintenance
the Better Help for Smokers to Quit heal

target.

)l

% of enrolled patients who hav
had their smoking statu
recorded

% of enrolled patients wh
smoke and have been offere

advice from their genera
practice to quit
% of smokers referred ti

specialist cezation services.

All by Total Population, High Neec

anzNRA

t I OAF

Iy R

Results for Smoking Status recorded (sourced from Karo Data Managel

T 95.6% Total Population
T 94.2% High Needs

Results for Brief Advice and/or Cessation Support (souftced Karo Datg
Management):

1 87.3% Total Population
1 86.6% High Needs

14



Brief Advice to Quit Smoking
Total Population

100%

(U  eeeescessscetesscnstttteasennntennnaeteanenneneenesnannantnasnssessenes
80%

70%

60%

50%

40%

30%
20%
10%

0%

d} ] B o o B O?t o‘\ & el 02\ g O')a
EAIC e G I e I Gt
+ R A, S A . U A M S S

------ Programme Target 0ld method New method

8 out of 20 practices achieved 90% or better for the Smoking Brief A
target, and a further 8 practices achieved over 80%¥hile practices remair
very committed to achieving this target, many of them still struggle with
correct documentation and offering timely brief advice.S! | b Qa
Development Facilitator (PDF) is supporting tRegional Stop Smokir
Service (RSJ Manager and Quit Coachtesestablish stronger relationshig
with practices (particularly those where cessation clinics are bagudytices
are being encouraged to provide brief advice and make ongoing referra
cessation to the RSSS.

The otherchallenge is the support required to reach smokers who do
attend the practice.ln 2016/17, TeAHN invested in a six month supf
package with Vensa that provided every practice with support to run
based campaigns targeting smokers who had notrbeeached by the
practice. An incentive programme accompanied this, providing practices
access to additional resources linked to performance. The Vensa texting

15



came to an end in early June with a number of Practices opting to con
with the service as they have found it very effective in engaging smoker:

While text messaging systems can help to reach some of these smokers|
smokers require more intensive folleup. As more and more of trenoker
population quit or consider quittig, it is harder fopractices to engage witl
andreach longterm smokers. Often these smokers need to have the
advice on many occasions to start to consider quitting.

TeAHN has been contracted Hytt ValleyDHB to lisse and manage claimin
for a project (from 1 October 2017 to 30 Jur018) wherecommunity
pharmacists and pharmacy technicians provide willing smokers with
advice and referral to smoking cessation serv{csng the RSESTo date 27
pharmacies have received the ABC trairfiogn the DHB agreement letters
are inplace with TeAHIdnd referrals are beginning to flow from pharmac|
to RSSS

Improve uptake of childhood immunisatior
services

This programme aims to improve immunisati
coverage for all children with the aim of reduci
rates of vaccine preventable disease as par
better health services for children.

TeAHN will continue to provide practiq
facilitator support to practicegp assist them to
reach and maintain high immunisation covera
TeAHN will link with community organisatio
and agencies to reach families/whanau who ¢
not well engaged with their general practice.

month  olc
immunisations complete

immunisations complete
All by Total Population, High Neec

an2 N t I OAF

TeAHNpractices came very close to achievihg 95% target for the Octobe
to December 2017 quarter, reaching 94.0% for 8 month olds and 94.7%
year dds. Despite significant work across the sectonjgher numbers of
familiesare declining immunisation@shas been reported around NZThis
has affected the numbers for both the 2 year and 8 month immunisatil
with 11 and 15amilies decliningespedively.

The lower rates for MaoendPacific children are a conceffreAHNstaff have
beenworkingclosely with Regional Public Heailthmunisations cebrdinator,

the NIR administrator based at Regional Public Healtthe practice
immunisation championand the Outreach Immunisation Service to ens|
that all Hutt Valley childremeceivetheir scheduled immunisations on timi
TeAHN have been closely supporting the Outreach Immunisation Serv
develop improved systems and processes to track children referred, al

16



engage with the wider community to increase immunisation rates.

In November 2017 TeAHNIR and Regional Blic Healthprovided an
immunisation training session for nurses, health care assistants a
administration staff. The implementation within MedTech of the July 20
changes tothe Childhood Immunisation Scheduled caused confusio
across practicesandthe training addressed théata entryissues arising fron
the new schedule.

Childhood Immunisations
As at 31 December 2017
Ethnicity/ .
. .ty Eight Months Two years
Quintile
Maori 91.8% 93.0%
Pacific 89.2% 100.0%
Quintile 5 97.0% 95.8%
Total 94.0% 94.7%
Immunisations 8 month Olds*
Total Population
100% .......................................................
g e ————mmahiiie
80%
70%
60%
50%
40%
30%
20%
10%
0%
& s &> & & > 4 ¥ & > & [\
EAIC P P S R R T i e
» ® » » + » ® » » » ® »
*Since 2016/17, results have been taken directly
from the National Immunisation Register a
the ertld GfNIIEs qualrterbyTs.’t\HN: agnatlyst‘.NlR) BRI Programme Target Actual
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Immunisations 2 yr Olds*
Total Population

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

*Since 2016/17, results have been taken directly
from the National Immunisation Register (NIR) at
the end of the quarter by TeAHN's analyst.

Reduced influenza morbidity

TeAHN will promote influenza vaccinatiofts
eligible people across Hutt Valley genera
practiceswith | LJ- NIi A Odzf | NJ ¥
people.

1 % of enrolled population wht
are 65+ years who are eligib
for and completed season:
influenza immunisation.

All by Total Population, High Neec

an2NR YR tI OAT

TeAHN practices achieved the following percentages for flu vaccine cov
in the 2017 influenza campaign, with results collated as at 30 Septel
2017.
9 Flu Vacc >=65 years

o0 Total Population = 59.8%

o High Needs Population =58.5%

9 Flu Vacc <65 years and diabetes
o0 Total Population = 67.6%
o High Needs Population = 65.4%

TheseNB &adzf 6& IINB GF1Sy FNRBY ¢S! 1 b
gathered from practice management systems and may not include g
vaccinationsas some people are immunised outside the practice. PlA@s
previouslyreceivel flu vaccinatiordata fromDHBS®ut this service has beg
discontinued.

18



Practices proactively recall their eligible population for influe
immunisation and also immunise opportunistically. The autumn and ¢
winter is a very busy time and most practices have ded@at@munisation
clinics.

TeAHNcontinues to supporvinter planningefforts at HVDHBfacilitating:

1 Acute appointment availability and managemenganeralpractice

1 Active follow up for people with frequent admissim(respiratory anc
other long term condions) who needflu vaccinatios.

In the Hutt Valley, a number of pharmacies are taking up the option to prc
immunisation to people 65 years and over (including retiramallages) anc
pregnant women The Hutt Valley population appears to have regged to
the flexibility and convenience that the pharmacy service offers.

While greater patient choice and convenience is valuable, this changg
means that there will always be discrepandiefiu vaccination datadue to
pharmacies providing flu eainations.This makes it impossible for prima|
care providers to know who among their patients has received
vaccination, resulting in practices wasting time and money trying to ri
patients who have already had their immunisations at pharmacies.

All practice staff are offered free influenza immunisation. Although thi
optional, there is an expectation that staff will be immunised.
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65yrs and over Flu Vaccine Coverage
by various populations*
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*From 2015/16 Q2, data is sourced from the
Bestpractice Intelligence system. This does not
include vaccinations performed outside of
TeAHN practices.

Pacific

——High Needs

Total

Rheumatic Feveg Prevention Programme

In 2017/18, TeAHN will partner with practic
and local pharmacieso maintain and improve
access to timely assessmenf ohildren and
young people with sore throat&Ve will partner
with community agencies to promote theg
services and spread key messages around
risks of rheumatic fever. These actions aim
improve timely access to treatment and redu
the risk of this disease spreadingVe will work
with the Well Homes service (a mudtijency
partnership helping whanau with housin
problems and connecting them to health a
social services) to increase referralsirgeneral

Number of people presenting ¢
walk in clinics with sore throats
by ethnicity, age and gender
Number of walk in clinic
operating

Number  of  under 13
assessed/treated for  sor
throats

TeAHN élinical advisory team and some practsaff have supporied the
development of a nevapproachfor the Rapid Response Sore Throat Prir]
and Community Servida 2017/18 Thisapproachhas been approved by Hu
Valley DHBNew agreementsvith the eightpractices andgixteenpharmacies
involvedtook effect from November 2017.

Sore throat assessments by GPs andimses that include a throat swaand
assessments by pharmacist that do not include a throat s\aed covered.
As at he end of December 2017, the genepahctices that have engaden
the delivery of Rapid Response Sadtwoat checks are Naenae MS8tokes
Valley MCEpuni MC, Taita M&/hai OrangadC and_ower Hutt Afer Hours
The pharmacists that are engaging in the programme are from Unic
Owles Naenae, Wainuiomata Pharmad&ueen Street Pharmacy, Tai
Pharmacy, Cli@ Chemist, and Woburn Pharmacy.

We are working with other practices and pharmacies to increase
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practices.

FodFAfLFroAEtAGE 2F agl AY LILRZAY
resource as demand variable
The rumber of patients seen hasincreased during the period. This is

reflection of the winter period and the new plan that took effect from
November 2017.

Total Number of| Number Number seen
Patients  Seen treated with | but not
Date o .
(based on| antibiotics treated with
claims) antibiotics
July 2017 46 21 25
August 2017 43 24 19
September 2017 22 12 10
October 2017 32 25 7
November 2017 66 40 26
December 2017 111 84 27
Total 320 206 114

Note: the December total also includes 53 back claims approved for S
Valley MC (due to previous claiming issues at the practice).

Consistent messaging across all the RF programmes has been a focus ¢
past quarter.Several communitproviders(includirg Pacific Health Servict
Kokiri Marae Health and Social Services, Tu Kotahi Maori Asthma Trust
Runanga o Te Atiawa based at Waiwhetne doing ongoing awarene!
raising General practices and pharmacies involved in the program have
providedwith up to date advertising material on RF and sore throats from
Health Pronotion Agency, so that they can promote awareness as wad.
Well Homes programme at RPH halso supportedincreased community
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awareness of RF and sore throats.S ! | b Qwebsifethdludes updatec
material andinks on RF and the sore throat assessments.

Tu Kotahi has been contracted to develop a toolkit of resources that w
used to promote sore throats awareness and rheumatic fererentionto

hard-to-reach communities. The development of this RF toolkit is mg
forward with a set of draft posters for the kit being collectively reviewed

made ready for print.

1 Total number of clients The Outreach Nurses continue to administer monthly prophylactic injeci
Rheumatic Fever ManagemenBicillin 1 Number of new clients joining | to young adults aged between 16 years and 21 years of age.
Programme . . T Number of clients transferrini
TeAHN provides a followp treatment sevice '
for young peopldaged 16 to 21 years)ho have out _ N Clients receiving monthly Bicillin InjectionsJuly¢ December2017
been diagnosed with rheumatic fever, {1 Number clients administere| | Total number of clients Start of period- 17
prevent recurrences and cardiac damage, ¢ prophylaxis by TeAHN End of period 23
support healthy lifestyle choices Number of new clients joining service 9
In 2017/18, TeAHN widupport up to 20 young Number of clients transferring out 3
people in the community, to ensure they a Number of prophylaxis administered 119
receiving their monthly prophylactic antibiot (Total number of injections given)
injections.Where possible, the team will work t
connect each of these young people to th
general practice team.
Acute Care 1 ED visits by quarter TeAHN continues to be active in supporting and encouraging the involve
In partnership with local practices and Hy q§ Acute medical admissions I of practices in managing acute demand.ARN does this by providin
Valley DHB, TeAHN works to build the capa quarter ongoing support and clinical advice to practices in order to increase
and capability of general practice to mana § List of supported POA| uptake of POAC across the Network.
people W'_th acut_e conditions. This is supp_o_rl conditions Since October 2017, the number of approved conditions under POAC
through links with the Acute Demand Clinig 9 Practice uptake, as evidence

in winter

Network; participation planning;

increased from four to six (headache, acute asthfor adults, renal colig
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promotion of Health Pathways; uptake

packages of care linked to Health Pathw

conditions, and promotion of effective loc
after hours arrangements. The over
effectiveness of these efforts are shown by

In 2017/18,

0 The number of enditions supported by the
Primary Options for Acute Care (PO
programme will be expanded;

0 TeAHN will continue to work with Lowg
Hutt After Hours (LHAH) and local practig
to promote joined wup after hours
arrangements that meet local needs and ¢
suwstainable. This will include promotir
ongoing involvement of patients in €
design, building stronger links with hospit
acute service and promotion of LHAH rolg
support of POAC,;

0 TeAHN will continue to work with practice
to promote improvements totheir triage,
acute assessment and access to urg
appointments;

0 The practices participating in the Healthcg
Home implementation will focus on the
acute care model, with support to transitig
to new arrangements including GP triag
enhanced telepbny options, patient porta
activation and streamlined acut
assessment and management;

by POAC claims

acute urinary retention, DVT, and cellulitis). In 2018, two additional condil
are being considered for inclusion in the POAC in order to expand the ca
for acute care and demand. The 2 conditions are acute asthma flolremi
(below 16), and IV fluid replacement for dehydration. With clinical overg
being provided by the Clinical Advisory Group, the intent is to further exj
the number POAC conditions by the middle of 2018. Specific businessg
will need to be degloped and match existing clinical pathways to supy
these additional conditions.

From JuDec 2017 there has been a total of 145 POAC claims acros
network of practicesDVT and cellulitis remain as the most claimed condit
The 4 highest userof POAC are Lower Hutt After Hours, Ropata Mel
Centre, Upper Hutt Medical Centre, and Naenae Medical Centre. (
TeAHN practices also utilise POAC in smaller volumes.

POAC Type JutDec 2017
Acute asthma 10
Cellulitis 23
Dehydration 4
DVT 78
Headache/migraine 6
Acute urinary retention 12
Other* (included general claims pre Oct 2017 12
Total 145

As part of winter planning, TeAHN has continued to work with the DHE
local practices to raise awareness of the acute pressures faced bypspéal
services. All Network practices now make provision for acute slots and
that these are well usedin the larger practices, nurse triage is used to as
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TeAHN will also continue work with practic
implementing long term condition (LTC) plg
that promote proactive planning, enhanced s
management around acute egerbations. Seg
section on LTC for more detail.

Number under 13s seen |
practices

Number of practices offering
extended hours/walk in clinics
For HCH practices, introductic
of acute slot metrics (subject t
development).

these slots and in smaller practices, the GP/reception team work to fit g
people h. There is ongoing work with the DHB SPO team and DHB spe
services to proactively followp respiratory and diabetic patients in order
ensure that they have sefthanagement plans in place prior to winter.

We are continuing tanonitor the utilizdaion at a practice level and to wor
with the Lower Hutt After hours to monitor demand. It is clear that while
under 6 numbers at practices, including after hours appear to be levellini
there has been a sustained higher level of activity in#i8 age groups.

Extended hours options are now offered in around half our practice!
particular the larger ones. We are aware of discussions in the rema
larger practices around how this might be accommodated through t
staffing models with a iew to introducing evening and early mornir
appointment options. While most practices report that they have syste|
Ay LXIFOS G2 GNARF3AS FyR FaaSaa |If¢
have not proved to be sustainable due to pressuresstaffing from this
model. Those where this was being trialed have adapted the model ang
offer a fixed number of wooked appointments for people calling on ti
same day.

Metrics to assist with the measurement of acute slots in practices are k
developed as part of HCH with our team being part of the national
collaborative, a forum in which this work is being refined.

Patient-centred Acute Community Care (PAC
PACC is the coordinated delivery of primary &
community based health services and resour
to support general practice teams to mana
patients in the community, and reduce hospi
demand.

Practice feedback on ease
access tpand effectiveness o
support

Number of casegeferred to
district nursing through this

pathway

The service is now provided on a scaled back basis byteHBdistrict
YydzZNEAY 3 GSEHY Ay 02y edzy O liTheigtricenarsing
team have continued to receive calls but are not adyv@romoting the
service or option.
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In 2017/18 the PACCQCole will transition back to
the district nursing team based tathe DHB.
TeAHN will continue to work with this team

connect practices to the support they require
manage acute cases in the community.

Health Pathways { Evidence of Health Pathwaj TeAHN continues to suppotthe development and implementation ¢
In 2017/18, TeAHN will continue to support th being given exposure at CM HealthPathwaysThere are now 355 live pathways that support GPs with
implementation ofHealth Pathways, with and other training | delivery of topof-scope primary care practice and ensure that they m
exposure of relevant pathways at CME and opportunities. appropriate referrals to secondary care and community agencies, V
other training sessions. 1 GP uptakeg based on websitd relevant.
TeAHN wilparticipate in expansion dhe page view data HealthPathways continue to be given exposure during CME training ses
number of services shifted to the community andrecent examples include the CME on Palliative Care on 30 October
through Primary Options for Acute Care (POA Dr Hans Snoek contributed to the Bowel Cancer Pathways video clip thi
been produced to promte user uptake of the cancer pathways.
Work on pathways to support POAC funding for adult dehydration
migraine is underway.
Community Referred Radiology 1 Number of patients referred fo| The total number of procedures funded for tHest six months of the
This programme provides primary care referrg radiology services through | 2017/2018 year waS367, significantly higher than in the s@ period in the
and patients with access to cestfective primary care provider previous year, reflecting the extension of eligibility to people living in Quij
imagng services that facilitate accurate al § Referrals by quintile 4 areas.
GAYSté& RALFIy2arad 27F|q Casemixacross modalities
concerns and/or condition. f Number of quality audits

In 2017/18 TeAHN will beworking to embed
both the electronic referral system (end to e
referrals across all providers) and the CH
refinements (six monthly updates).

The clinical advisory committee, providin
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overnance and oversi ht, will continue t Community Referred Radiology
g g

. . . Total Number of Procedures provided
monitor uptake and condtt quality audits. 1,200 1 July 2017 o 30 June 2018
1,100

From July 2017, access will expand to incl 1,000
people from Quintile 4 areas. oo

800 /—_\/\
700
600
500

400
300
200
100

0

Number of Procedures

Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

——Total No. of
Procedures| 800 951 973 884 951 708
2017/18

— 2016/17

Procedures 512 695 646 621 655 568 560 718 802 666 830 741

NOTE: Some patients had multiple procedures in the same session.

The following graph shows the number of procedures by type. ifdrease
in breast and ultrasound casegen in Q1 has decreasédt appear to be
resetting at a consistently higher rates the extension forQ4 patients
becomes embedded into practice.

Procedures by Type
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Radiology Expenditure

$300,000
$250,000
$200,000
$150,000
$100,000
$50,000
$0
Q1 Q2 Q3 Q4
2014/2015 $242,096 $226,921 $241,734 $215,662
2015/2016 $243,003 $253,132 $228,034 $196,086
mm 2016/2017 $180,142 $180,377 $206,878 $225,805
2017/2018 $262,746 $247,134
Budget 2016/2017 $261,730 $261,730 $261,730 $261,730

The clinical advisory group has continued to monitor progress of
community radiologyprogramme ando monitor individual referresactivity.

We have noted an increase in the number of patients receiving more thar
investigation on the same day and are looking at these examples in

detail.

In November the advisory group completed an audit of around

ultrasound referralsvith a focus on understanding variation across referr¢
The results highlighted a significant improvement in the quality of refe
data (86.2% deemed sufficient) and where a guideline was present, €
were consistent with the CRAC guidelines/hegltthways. The committee
highlighted a number of areas where the CRAC guidelines may
enhancement.

Based on the audit findings, members of the coittee will be working with
representatives from Compastealth, Hutt Valley DHB ai@hptal andCoast
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DHBto update the CRAC as a part of its continuous improvement. AS |
guidelines move into frequent use we are receiving encouraging feed
from practices around their usefulness. We are expecting these tq
updated every six months with key changdso being transitioned into thi
BPAC referral form once they are approved by the team undertaking
updates.

Skin Lesion Programme
This programme provides cost effective, eq
access for the removal of eligible skin lesio
free of charge to patiets with Community|
Service Cards. This is a service provided thrg
referral and within the primary care practice.
In 2017/18, TeAHN will evaluate this servi
completing a detailed assessment of currg
caseload with the aim of repositioning th
servie to achieve best outcomes with
available resources. Clinical governance wil
reshaped, with enhanced audit being put
place to enable the service to be refocused o
time.

Total number of patientg
referred for skin lesion remove
Number of cases managed b
each trained GP

Clinical outcomes (subject t
further development of
metrics)

The skin lesion service funded 244 lesion removals in primary care durir]
period, in line with the same period in previous yealote: The target fol
skin lesionremovals was reducefilom 162 down to 144t 1 July 2018

Skin Lesion Service

160 Total Removals
140

Sk
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Julto Sep
m 2014/2015
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2015/2016 mmmm 2016/2017

Apr to Jun
2017/2018 ——1/A4ly Target

There were no GP training sessions held in the Hutt Valley between J
December 2017. The total number of approved GPs in the Hutt Valley.is
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Transport Service

The transportservice improves access to
primary health services by providing free
transport to patients for whom the lack of
transport is a barrier to attending primary
health services. The service largely supports
Mnori, Pacific and Quintile 5 peoplathough
othersreceive transport in exceptional
circumstances.

In 2017/18, the transport service will continue
to be available for primary care appointments
and hospital visits in the Hutt Valley.

9 Number of trips delivered by
destination; patient ethnicity]
and Quintie

The TansportService continues to provide a service to those who are eligi
enabling them to reach appointments until they can make permar
transport arrangements. The service continues to operate within budget

Of the total 139 trips made in thperiod July to December 2017, 93 ftri
(67%) were to primary health appointments (including medical prac
podiatry and radiology appointments), and 46 (33%) were to hos
appointments.

o . Number of
1 Julg 31 Dec 2017 Destination of Trips .
Trips
s darv health Boulcott Hospital 0
econdary hea .
. y Hutt Hospital 42
appointments _ _
Wellington Hospital 4
Medical Practice 60
Primary health Podiatrist 28
appointments Radiology 1
Other 4
Grand Total 139

The number of trips has stabilised at the lower level expeatdtbn the
criteria changed in July 2016 (generally supporting trips to care delivert
Hutt Valley providers).
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Number of Transport Service Trips
January 2016 - December 2017
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The Community Health Worker (CHW) teamraised concerns over th
difficulties for SIA patients getting to and from CCDHB Eye Depart
Outpatients Clinic appointmentsegardless of day or time. This has sif
been escalated, with TeAHN CE seeking information from CCD}
determine the exacextent of this problem and possible solutions. Unti
resolution has been sought, CiH\Wave been given permission to utilise tl
Transport Service for affezd patients inexceptional circumstances.

Interpreting Service

TeAHN contracts with the Office of Ethnic
Communitiedor the Language Line telephone
interpreting service which provides interpretel
in 44 different languages. General practices g
call the service to enable patients who do not
speak Englishto communtate in their own
language and get appropriate healthcare.

In 2017/18, TeAHN will monitor the demand f
the service to assess the likely budget neede
future.

' Number of calls made b
language and Medical Practict

Language Line continues to providetelephone service for noinglish
speaking patients so that they are not disadvantaged in seeking approj
care.

From July to December 201205calls were made by 12 general practices ¢
2 calls were made by TeAHN clinical stgi¥ing a total of 20¢alls. The mos
frequent users of the service were Hutt Union and Community Health Set
(Petone and Pomare sites) whose combined usage accounted for 6¢
(33%) of the overall total. The next highest user was Petone Medical C
with 42 calls (2%), followed by Naenae Madl Centre with 25 calls (12%)

The graph below shows the range of languages requested for the JU
December 2017 period:
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Interpreters Requested by Language
July 2017 to December 2017

) Dari Other
Cambodian/khmer 2% 3%

3%
Chinese Dialects
4%

Burmese/Myanmar
5%

Spanish
32%
Cantonese
7%

Arabic
21%

The Office of Ethnic Communities continue to monitor requests for langu
they do not currently provide (g. Karen and Chin speaking refugees fr
Burma) and work with their suppliers to secure new languages when pas
This is verymportant for TeAHNpractices thaenrol and care fothe refugees
coming to the Hutt Valley.
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Refugee Services

TeAHN will continue to support the eight loca
practices now actively enrolling and supportin
refugee families who settling into the Hutt
Valley under the Red Cross scheme.

In 2017/18, thee are likely to be 8 refugees
resettled in the Hutt Valleyslightly lower than
last year as a result of other settlement areas
opening up around the country. The practice
funding model ($350 first year, $150 second
year) andhe number of cases acceptdyy
practices is contingent on TeAHN receiving
ongoing financial support fromutt ValleyDHB.

Number of refugees enrolle
with local practices

Funding allocated for first yee
and second year

Number of practices acceptin
enrolments

TeAHN has been workirmdpsely with practices over the last few months
understand and address issues practices may have with refugee enroln
The practices that take refugee enrolments are committed to worl
alongside their refugee patients to improve health and soce&llbeing.

Quota Refugees

Practice \ Intake # Refugees
Waiwhetu MC | August 2017 4
Petone MC August 2017 3
Petone MC October 2017 2
Epuni MC October 2017 2
Waiwhetu MC | October 2017 5
Naenae MC December 2017 4
HUCHS Pomare| December 2017 1
Petone MC December 2017 2
Total 23

The numbers in the table above do not include refugee patients from
Family Reunification Programme, who join existing families and are eni
at the practices used by the family.

From December 2017 there are 2 practices that are open to taking ir
future allocations of refugees (Petone MC and Epuni MC). Other praj
(including Waiwhetu MC, HCHC, Soma MC, HUCHs Pomare/Petor
Naenae MCare either closed to refugee intakes for the near future or |
only consider taking refugee enrolments on a case by case basis: the
past six months, practices have expressed frustration about some diffic
with the refugee programme, arisingroim limited support from the
organisations responsible for orienting the refuged®AHN is working
closely with Red Cross, RPH and other services to support practices
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teams and processes to develop future capacity to take ongoing ref
enrolmentsin 2018.

Interpreting services for refugees from Burma (including Chin and K
speakers) are causing some issues for practices and other health practit
in the Wellington region working with refugee patients. There is

interpreter available in the Wellgton Region. TeAHN is currently looking
solutions to resolve this and any other areas of concern for practices.
1st year

Refugee

development

one off $
$2,500

Funding
allocated

2nd year

$15,400 $3,000

Cardiovascular Risk Screening and Educatiof
This programme is specifically targeted towa
screening populations at higher risk
cardiovascular disease, and aims to red
cardiovascular disease mortality and morbid
through cardiovascular disease risk assessn
(CVDRA) and education.

In 201718 TeAHN will continue to work wit
primary care and community providers
encourage people to get their checks, with
particular focus on increasing the number
an2zNA YR tFOAFAO YS
will support practices to undertake actiy
treatment and management of high rig
patients, under the Long Term Conditio

Programme.

% of eligible people who have
CVD risk assessment, by Tc
t 2Ldz F GA2y S | |
and Pacific ethnicity

During 2017/2018, TeAHN has continued to supmoéctices to meet the
Health Target of 90% uptake for CVD Risk Assessnigridecember 2017

1 86.9% of eligible patients have a completed CVDRA in the last 5 y

1 85.7% of eligible high needs patients have a completed CVDRA
the last 5 yearsandthis included a success rate of 83.3% for Mag
and 86.4% for Pacific.

9 Nine out of 20 TeAHN practices had surpassed the 90% target fo
Risk Assessments

Each quarter, the Network has to undertake over 1650 CVD risk assess

as people reach the ag# eligibility for a CVDRA, or need a reassessmer

We have integrated the follow up of our CVDRA population into LTC pr:
LX Fyas adFrNIAYy3I gAGK GKS W/ fAYyAC(
had a cardiac event). Practices will use th&i€ funding to manage this grot
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Te Awakairangi Health Network CVDRA
By ethnic group*
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*Maori and Pacific figures are estimates from the Bestpractice report
tool. Official figures are no longer supplied by the ministry.

Bowel Screening
TeAHN will support the implementation of th
national bowel screening programme, as it
rolled out in the Hutt Valley (and Wairarapa)
2017/18. TeAHN will implement a BPAC refe
form anda claiming system, and will continue
support  communications  between th
programme and general practices.

No of claims for consultation
relating to positive screenin
results by Total population,
an2 N FYR t |
(data not provided by TeAH

The Practice Development Facilitator (PDF) has worked closely wi
practices over the first quarter to introduce and embed tdational Bowel
Screening Programme (NBSEferral and claiming processe3.here were
some initial implementation request for further information and/or
education at individual practitioner levehs is expected when embeddir
new programmes. To date the programme is running smoothly with cl;
and referrals moving through expected channels.

During the implementation mrcess;some GPs voiced concern about equ
for some population groupsTo remedy this, TeAHN has sought to proy
samplefaecal immunochemical tesE(T) kits to practices with high Maori an
Pacific populations so that GPs and practice nurses can providersoee
education to patients concernedlThe FIT kit provides a visual and pract
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resource that alleviates many of the concerns that whanau/famae about
sending samples back for testinffeAHN have worked closely with the NE
coordinaton team at the HVYDHB to educdi#aori and Pacific communitigy
including kaumatua programmes facilitated by Kokiri Marae Health and §
Services and the PéiciHealth Service staff.

Number of patients with positivé=-IT and outcome(i.e. Referral on t(
colonoscopy in public, private colonoscopy or not appropreate ethnicity

QL NBSP1 1 |1 |1
July/Septl7 NBSP2 2
Q2 NBSP1 28 |3 |1 |1
Oct/Dec 17 NBSP2 1

CervicalScreening % of eligible women withug! & 4G on WdzyS HamtzZ ¢S! 1 bQa LIS

TeAHN workwith practices, Mana Wahine an
the Regional Screening Service to increase
rates of cervical screening in the high neg
population by removing the cost barrier ar
SyO02dzN» 3Ay 3 LINY OGAOS
health.
In 2017/18, €AHN will continue the screenir
subsidy for Maori, Pacific and Quintile 5 wome

using SIA funding.

to-date screening for cervicd
cancer, by Total populatior
| A3K ySSRazI a

ethnicity
Number of primary care
practice nurses who ar

qualified smear takers

Intelligence (BPI) showed that 67.5% of all eligible women (total popula
and 62.2% of high needs women have received a cervical smealod3nbt
capture smears done elsewhere, although these are captured in the Naf
Screening Unit agical screening register (CSR)ich the MoH uses for it]
FAYLEE OSNBAOIE &aONBSyAy3a NBadzZ ia
final result (ageported by the MoH) by between 6 and 10%.
In this six month period, TeAHN continued to fund smears for Maori, P|
and Quintile Svomen with 712 women receivirfgnded smear$44% Maori,
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23% Pacific, 14% Quintile 5 and 20&ter).

At present, thereare 63 authorised smear takeasrosst S! | b Qa H,J
with all practices having at least onBeAHN has approved funding for 3 n
practice nurses to attend cervical screening training in March 2018.

Mana Wahine reports that since the formationtbe Mana Wahine Allianc
with Te Awakairangi Health Network, there has been an immense increg
referrals for priority group women. Mana Wahine have received totdl19
referrals for Q2 compared to 26 referrals 2015/16.

Over Q2 Mana Wahine ad the Practice Development Facilitator (PDF)
TeAHN have visited the following practices to support them to refer hai
reach priority women for screening (Upper Hutt Health Centre; Pretoria S
Surgery; Manuka HC; Waiwhetu MC; Gain Health; HU@H&®and Petone
Naenae MC; Whai Oranga HC; Hutt City Health Centre; Epuni MC anc
MC).

Long Term Conditions (LTC) programme
TeAHN will progress the new model of care &
support for practices to improve the care
patients with long term conditios (LTC)
continuing the use of LTC practice plans and |
funding for flexible careWith all 20 practiceg
participating inthe LTQorogramme, the focus if
2017/18 will be on developing systems a
refining the framework for monitoring ang
evaluating theeffectiveness of the programme
There will be a focus on strengthening linkag
of the LTC programme with thgracticebased

Clinical Pharmacists programme and ot}

No. of practices set up to acce
their LTC programmy
information  through their
practice portal
Reports  for

identify:

o Utilisation of their funding
o0 Volume of activity/outputs

each pretice

0 Access to and use (
relevant  services b
ethnicity

o Progress against a set

clinical indicators (using

TheLong Term Conditior(t TCprogrammeis continuing to progress, withl

20 practicesnow participating, and most now in their second year of delivi
The programme is guided by consistent governance fitbm LTCPeer
Advisory Group (PAG), comprising two general practitioners, one nurse
practice manager, one pharmacist representative and one const
representative from the Network. The PAG is tasked with guiding the bus
rules of the programme, providinguidance and support to the Programn
Facilitator, and reviewing draft LTC practice plans submitted by practice

TeAHN has developed operational processes and systems to support tf
programme A new monitoring tool Analytique)enablespractices to better
manage their LTC pladeliverablesand funding. This todias improvedhe

scope and efficienayf reporting at both practice and PHO leveach pactice
isnow able to see a suite of reportsrhugh their secure practice portal (usir
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relevant TeAHN servicesand on initiating
linkages with the HealthCare Hon
implementaion.

The monitoring framework wilhitially provide
reports for practices on theirLTC funding
activity and outputs (through the use ofthe
Analytique data extraction toaddnd aitomated
reports made availableto practices through 3
secure practice portal The second phase w
develop reports that provide practicesith a
population view on the clinical outcomes f
their patients with long term conditions.

In 2017/18, he evaluation of the LTC
programme will use the Results Base
Accountability methodology to build on what
has been already achieved in the 2016/17 yed
with a view to designinga dashboard of
performance measures

BPI)

i Dashboard of performanci
measures to evaluate th
effectiveness of th@rogramme
(using RBA) sompleted.

a unique log irto this cloud based system

A dashboard of performance measures has been developed, usiftegdts
Based Accountability approach to measuring the effectiveness of
programme.

Fopulation All adults with a diagnosed Long Term Condition(s), enrolled in a general practice within
S ) the Te Awakairangi Health Network, are living healthy independent lives. )

the

enable them to: maintain the
o manege their awn

Far with a lang term
" I ta episodie/
be cared for at all times ina culturally appropriate way with respect and dignity.

le health gt 8l

e b

fram their general pr

T ih
of their

How much did we do? How well did we do it

2. % Bried advice 1o Uit smvaking given
3. % Diabetes Annual Reviews
sempleted

{1l by tatal, high nesd papulaticns and
ey ethnic groups)

Is the PRACTICE better off for peing |
on the LTC Programme?

[Data can be either objective or subjective and
subjective data is valid!)

We are currently in the
process of surveying
our practices for this

component

Te Awakairang !.‘?..'.'Eh

The performance measures (at PHO level) are provided to the DHB
quarterly reports. Over the next six months, these graphs will be n
available to practices through their practice portal, so ttiey can monitor
their own pogress againghe measures.

The LTC programme undertakes regular reporting and engagement with
ING the dinical networks and secondary care.

Respiratory Care

In 2017/18, TeAHMill build on thepartnership

1 10new referrals per month

T 120 referrals per annum

Currently around a quarter of TeAHN practices regularlyereto the Tu
Kotahi service, and TeAHN staff are supporting Tu Kotahi to promo
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with Tu KotahMaori Asthma and Research Tru
to strengthen their links with local practice
teams and their patients. This work will focus
increasing the awareness and self managen
capacity of local patients and their whanau.
TeAHN will continue to work with the HVDH
specialist respiratory services and ngeal
practices to improve the reach of services
patients with established respiratory diseas
Respiratory conditions will become a key fog
in LTC practice plans, as teams improve
coding within their patient management systef

i 400 face to face contacts pe
quarter

1 % ofclient group who are of
anz2NRzX t | GOthér/
ethnicity

9 number of practices referring ti

the service

service to other practices. Those practices that do refer report very pos

interactions

They may be helpful in encouraging their peers to use the service for th

risk families with respiratory conditions.

Diabetes Care Improvement PIgDCIP)
The DCIP aims to improve equity of diabe)
outcomes through increased access by h

T Number of Diabetes Annus
Reviews given by Tof;

Reporting Total Total under active | New Discharges
Quarter contacts management  |Referrals
JulSept 2017 749 407 44 14
OctDec 2017 443 453 23 17
There is good uptake of the service by Maori patients.
Breakdown of new referrals by ethnicity
Reporting Maori | Pacific | NZ Eur| Other | Not Total
Quarter opean stated
JulSep 2017 34 1 4 2 1 42
(81%) | (2%) (10%) | (5%) | (2%) | (100%)
OctDec 2017| 17 1 2 1 2 23
(74%) | (4%) (9%) (4%) | (9%) | (100%)
Breakdown of contactdy ethnicity
Reporting | Maori | Pacific | NZ Eur | Other | Not Total
Quarter opean stated
JulSep 532 73 70 24 50 749
2017 (71%) | (10%) (9% (3%) | (7%) | (100%)
OctDec 292 14 90 9 38 443
2017 (66%) | (3%) | (20%) | (2%) | (9%) | (100%)
5AloSGSa KIFra O2ydGAydzs$SR G2 0SS |

Conditions. The result&s at December 201 8re showing the impact g
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needs patients.

In 2017/18 TeAHN will support practices
implement the components in their LTC pract
plans that focus on diabetes (e.g. diabel
annual revews (DAR), CVD risk assessmg
,care plans, insulin starts and settnagement
support) with an emphasis on improving accs
and outcomes for Maori and Pacific patien
TeAHN will assist practices to refine outco
measures for these initiatives (as dodd under
the LTC programme section).

There will be a continued focus on professio
education, in particular extending the experti
and advanced skills of practice nurses to eng
them to manage more complex cases. This re
on the ongoing supportand input of the
specialist diabetes team from Hutt Valley DHE
TeAHN will also participate in a DHB project
implement effective selfnanagement tools
We will be working with practices to encoura
them to fully use local initiatives that promot
hedthy lifestyle choices and equip people

take steps to improve their health. In particuld
we are looking to link the Healthy Family Cog
service to people identified through practic
plans as having early emerging health conditi
that may be amenadle to change.

In 2017/18 TeAHN will continue to provig

t 20Ldz FdA2y > |
and Pacific ethnicity

% of people with diabetes witl
glycemic control (measured b
HbAlc), by Total Populatiol
| AAK bSSR&a:zZ a
ethnicity

Number of nurses certified &
the generalist level on Nationg
Diabetes Knowledge and Skill
Uptake of advanceddiabetes
training

] aSOSNI ¢

2SI NEQ 62N

TeAHN has 800 patients coded as having diabete@PI) Of these,69.8%
were up to date withtheir diabetes annual reviewwith high needs patient;
having a similar resul68.3%). BPI @ta shows 64.9% of Maqgpatients were
up to date, and8.8%of Pacificpatients

BPI data also showed thatn ® 1"z 2 Fpatiends withdidbétes ha
good glycemic control (i.e. <= 64mmol/maolhile53.1% othe high needs
patients withdiabetes ha good glycemic control.

ny 2F ¢S! 1 bQa on LINBktE gefeRalisylazlBnSH
National Diabetes Knowledge and Skill Framework.

BPI data also shows th&i043 TeAHNpatients are classified as ptiabetic

A number of TeAHN pracéis are including work on prdiabetes as part o
their Long Term Conditions plans. TeAHN supportslfaeetes work through
health promotion, early screening, and the development of training
clinical staff.

Count of Pre-Diabetics
Mar 2016 to Dec 2017

7,000 B,172

Ln
L
(V=]
-~
Ln
=]
[¥s)
[N, )
o
[=]
=
[45)

.
5,441 5,534 5,634

40



support to Hutt Union and Community Heal
Services (HUCHS) through the investment
TeAHN staff time to support their quali
improvement project in diabetes. This project
in partnership with he Health Quality Safet
/I 2YYAaaArzyQa 2 K11
project aims to reduce the average HbAl1c of
HUCHS population with diabetes by 10% by
Dec 2017. The project is also likely iden
successful change ideas, which could then
spreadto other practices in the Network.

The Whakakotahi project at Hutt Union and Community Clims now
concluded¢ KAa @2NJ] =X 6AGK GKS adzLJJ2 NI
has highlighted what can be achieved by applying quality improver
methodology and engaging the wider team as veasllpatients in a range ¢
activities. We expect that the findings will be helpful as we work w
practices serving high need communities.

Community Podiatry

As part of the DCIP, TeAHN funds actedsee
podiatry sessionfor people with diabetes wo
require regular footare

In2017/18 TeAHNWill redesign the community
podiatry model of care to ensure people wi
diabetes are consistently screened by practid
and those with moderate to high risk foot issu
are referred to podiatry for assesemt and
management. A key challenge will be ensul
there is a sustainable system of care, with {
limited resource being well directeg
Engagement with podiatry and practice teai
will occur in Q1, seeking input for the redesig
with change being impmented during Q2.

1 Number of unigue patients
receiving podiatry sessior
delivered by the Hutt Valle
community podiatrists under
the scheme.

1 Number of community podiatry
sessions delivered

In the six month reporting period, a total of 823 podiatry sessions wel
delivered.There arel,104 patients covered by this servi¢&,035 podiatry
maintenance, 69 GP referred). This service has been experieraritigued
pressure for some time, witlincreased demand arising from thgher
numbersof people with diabetes

TeAHN have completed a review of podiatry utilisation. TeAHN will en
the DHB in discussions and expect to agree the parameters for a
approach to be introduced in this service. These changes will need
worked through with practices and podiatry providers, with the ne
approach commencinigp Q4.

PracticeBased Clinical Pharmacist Programmn

Following the promising results seen in 2016

i Data recording systems ar

processes are well establishe(

The prgect to have clinical pharmacists integrated into general pract
began in late 2016, witmore practicestaking upthe opportunity toinclude
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and documented in theixmonth impact report
TeAHN has decided to continuestimitiative for
a further year.

In 2017/18 TeAHN will extend the initiative
that nine practices within the Network hay
some dedicated clinical pharmacist tim
embedded in the practicélhe outcomes sough
from this initiative are:

system improvemets;

improved patient safety;

Improved patient experience;

improved clinical outcomes;

extending independence of elderly patient
reduced acute demand; and reduc
pharmaceutical costs.

A 12 month report willdocument the resultg
over a year. If the iniative is successful, TeAH
will prepare a business case that identifies
sustainable way to expand the practibased
clinical pharmacist initiative to cover all gene
practices within the Network.

The practicebased pharmacist model will alg
continue to facilitate the development ¢
linkages between community pharmacists a
general practice teams.

O O O O O o

1 12 month report is completed
i Business case completed f
TeAHN Board and HVYDHB

a pharmacistin the practice team in July 201The primary purpose @
embedding TeAHN clinical pharmacisit® thesepractices is to

1 provide a complementary skilet to fellow clinicians

1 support GPs and the wider clinical staff to minimise the risks associg
with medicines,

1 develop and ensure best practice in prescribing systems and proces

by reducng inappropriate use of medicines,

optimise patient outcomes through the quality use of medicirsew

support practice system enhancements through quality improvemen

audits.

1
1

The 12month update report (available on requestiocuses primarily or
guality improvements and outcomes, some of which have implications ag
the wider DHB with respect to improving patient safety and enhan
linkages beaween primary and secondary care.

The Continuous Quality Improvement (CQI) activities and interventiewes
all contributed to systems improvements within the practceto staff
learning and education individually or collectivety to improved patient
health outcomes. Evaluation of these indicates that of ttapproximately
30,500 patients enrolled in thiirst tranche practicesalmost 13% of patient;
have benefited directly or indirectly from a practice pharmacist activity
intervention.

These interventions are contributors to cost savings and cost avoid
across the DHB. Although it is challengimgalculate the actual dollar valuy
by extrapolating clinical research data and national data, and by usini
costing information available,@nservativeestimate for cost saving and co
avoidance resulting from practice pharmacist interventionshire¢ general
practices over 12 months is in the vicinity of $630,000. While there
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limitations to calculating these estimates, the intervention of practice bg
clinical pharmacists has the potential to make a significant impact on
cost savings ahcost avoidance.This is in the context of improved heal
outcomes for the people who are impacted by this service.

The next step is ttalk through the potential of this work withlVDHBwith a
view to developng a business casghat enables ashared tinding model,
supported by having a structured improvement and accountability framey,
in place, which will provide a sustainable solution to expanding this se
across the Hutt Valley practices.

Pharmacy Facilitation

TeAHN will continue to provide a practig
focused education and support functio
promoting evidence based prescribingaking
outcome and prescribing data more available
local GPs.

In 2017/18 TeAHN will focus on promoting b
practice management foadults with poorly
controlled long term conditions and providin
unbiased and independent  medicin
information that can be used by prescribers.

We will do this by supporting practices in t
planning of their LTC practice plans, &
providing educatiorsessions for practice nurse
on medicines that are considered high risk, 4
on the safe and quality use of medicines rela

Number of clinical audit
conducted
Number of medicines
information inquiries
completed

Number of practice/pharmacy
contacts

Involvement in primary cari
nurse education sessions
Number of Prescriber tips
Clinical updates/contribution!
to TeAHN weekly bulletin
Annual analysis of the bpé
pharmaceutical utilisatior
report (due Q3 2018) for TeAH

Pharmacist facilitation activitieguring this periodncludedclinical visits td.6
practices with 54 GR=ntacts madewhere faceto-face meetings could no
be arranged, an information package was provided to individual GPs. 1
covered during the git included:

1 Polypharmacy in the elderly

1 Goutmanagemenit g K2 Qa
1 Monitoring methotrexate

1 Melatoninupdate

YAaaAy3d 2dzik

As a result of the visits, two practices requested audits to identify people
65 years of age on ten or more medicines marked asg-lerm, for their
review. Two additional audits were done for individual G&spropriate
LINBAONROGAY3I 2F AYTFIy(d F2N¥dzZ Kalernt
used to describe the adverse effect of combinations of diuretics, NS
(including CO%2 inhibitorg, and ACE inhibitors (or angiotensin recep
antagonists).

In addition tomedicineinformationrequests within the practices involved
the onsite clinical pharmacist service, the pharmacy team also prov
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to long term conditions.

information for 7medicineinformation requests, with topics including:

1 Interaction between terbinafine and-HTP

9 Appropriate statin and artihrombotic therapy postmyocardial
infarction

9 Teriparatide discontinuation

1 Impact ofSSRiherapyon male fertility and birth defects

1 Asthmaihaler deposition comparison

The pharmacy team continues to provide a86weekly medicines
managementPrescriber Tipgublication which is used to maintain contg
with GPs irbetween clinical visits. Articles and updates are taken frol
variety of sourcede.g. Prescriber Update, Medscape, bpac, Goodfe
Gemg and summarise clinical information and updates that may$eful in
day-to-day practice. Updates from PHARMAC are generally sent throug
TeAHN weekly bulletin as an alternative means of keeping practices up t(
with medication changes.

Community pharmacy is kept up to date with feoeface visits whereer
possible. Attempts have been made to arrange education sessions wit
Chair of the local PSNZ branch but to date, this has been unsuccessful.

Community pharmacy is surveyed on occasion for examples\afHB
discharge prescriptions that have reced followup on clinical (nof
administrative) reasons. These are provided to the DHB Medication S
and Patient Care working group for discussion where necessary.
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STRATEGY.3: DEVELOPINGHE PRIMARY CARE WBBRCE

Action Measure Reporting for theperiod

Workforce development ¢ recruitment and| § Number and FTBf practice| TeAHN hasontinued to work with practice managers and owners to supy
retention staff by profession their recruitment efforts.  While nursing recruitment has been positive wi
In 2017/18 TeAHN will continue to work wil § Workforce planrevised and | number of new nurses joining practices attracted from other specialties
local practices to promote the Hutt Valley ag shared with general practicg recruitment remains verghallenging. Anecdotally, practica noticingmore
preferred place to settle and provide service and HVDHB movement across the GP workforce, particular in younger doctors who te|
We will work with the DHB professional advis{ § |mprovements in practicd Stay forone to twoyears before moving on, often to other parts of NZ. Tk
(CMO, DON DAHST)}o identify options to nurse to GP ratios across Hi IS very strong competition for those who exgs interest in the roles witl
further enhance the skills of practice teams. Valley practices practices often having to significantly lift their package values to secure s
During 2017/18 we will be looking to establi T Number of nurses acceptin people.

opportunities for nurses to explore primary ca
nursing as a career choice. This will aim prima
at early and mietareer nuises with an interes
in gaining long term employment in a gene
practice role.

TeAHN will assist the DHB to implement f{
PGY1 and 2 scheme.This enables newl
qualified doctors in their first and second hou
surgeon years to gain experience in a conmity
setting.

new posts in primary car

TeAHNremains concerned at the impact of the drop in numbers for theEB}
registrar training programme for the Wellington area. Thegistrar
programme has been a key factor for many practices in securing long
associates, with many transitioning into ownership roles. We remain
concerned at the medium term outlook in light of the average age of the |
GP workforce.

TeAHN is looking to ramp up activity around our workforce strategy with a
to providing more support to practices as they work to build capacity.
The GP turnover has resulted in a number of larger practices putting a hq
enrolling new patients. nlrecent monthsthis has led to a number of ared
including Wainuiomata not enrolling new patients, requiring some to trave
Lower Hutt. While Upper Hutt is less affected by this trend, some are
Lower Huttare affected. We are monitoring thctosely and expect this t
improve as new doctors arrive over January and February.
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Continuing Professiongtducation

In 2017/18 TeAHN will provide an educati
programme designed to support the ongoi
development of teams across the Network.
Continuing Medical Educatiom TeAHN will
provide 10 topic based sessions over the cou
of the vyear, linking with secondary cal
colleagues, to cover topics that are relevant
the day to day work and/or syster
improvements across primary care.
Profesional Nursing Educatioq TeAHN will
facilitate education sessions across a range
clinical topics linked to local priorities and tl
needs of the nursing teams. The focus
2017/18 will be building skills and capability
nurses to work at the top fotheir scope,
preparing them to take up the opportunitie
offered through POAC and Health Care Hom
In 2017/18 we will run two joint CME/CPE th
involves community  physiotherapy an
pharmacy.

We will also seek to build more opportunities f
practiceadministrators and manager to exten
their skills.  This will include partnering w
organisations such as the Practices Manag
Association of NZ to encourage teams to tg
advantage of conferences and courses they T

I Number of courses offered
1 Numberof attendees

TeAHN has continued to support the primary care workforce with a rang
training opportunities. In the reporting period, the Continuing Medi
Education (CME) programme covered:

Heart Failure

Chronic Pain Management

The Health Care Home

Palliative Care and Advanced Care Planning

Management of Low Back Pain

Getting the most benefit from the Senior Medical Officers, HYDHE

=A =4 =4 -8 -8 A

There was strong mutdisciplinary interest in the Health Care Home sess|
with nurses and actice managers joining their GP colleagues.

A range of educational opportunities were offered to practice nurse!
partnership with Compass, Hutt Valley DHB and other agencies, with a ¢
focus on long term conditions and preventative programmesséhwere on
the whole well received and we are working to incorporate suggested chg
into future programmes. A calendar is published half yearly and upda
through the year as new topics or opportunities are added.

Various evening wrkshopwere runfor practice staff includingvorking with
refugees; mmunisation data entry into MedTecimmunisation training; rea
sexual health; back pain; infection control; cognitive impairment; LTC
advisory group meetings; and senior practice nurse meetings;

TeAHN invited practice managers, administrators and receptions to atten|
PracticeManagers and Administrators Association of NZ annual conferent
September 2017 and offered a subsidy of $795 per practice. Thirteen pra
staff attended from 10 practices.
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Child Protection

TeAHN will organise further Child Protection
training forthe staff of TeAHN and the genera
practices, to equip them in identifying and
responding appropriately to child abuse and
neglect.

In 2017/18, once the Health Pathways for
addressing Violence and Abuse are complete
TeAHN will promote the pathways to the
Network and across the Hutt Valley.

1 Numbers attending training
sessions

TeAHN providethe Child Protection Champions within practices with adv
support and clarification regarding child protection and family viole
concerns. TeAHN distribigereguar Child Protection ®ewsletters which
include training, reviews, research, reports and articles of interest.

TeAHN also continues to keep our Child Protection Register updéxext
2017, we had 10 identified concerns (from six families) raised btipesand
TeAHN staffcomparedto two in 2016 and two in 2015. Thiscreased
awareness arises from thehild Protection trainingessions which TeAHhas
run annually since 201%Ve expect to run a further Child Protection traini
sessiorin 2018.

For White Ribbon Dayn 25 November the Community Health Manage
organised the distribution of White Ribbon Day resourcesthte general
practices (campaign posters and brochureSheobtained permission from
White Ribbon to register and screen the new 3¢/mlzii S FAf Y W
for TeAHN staffwhichprompted RA 8 Odza aA 2y a 2y KA
respectfulrelationships between men and women.

Workforce training in lifestyle change

TeAHN aims to help equip general practice s
with the skills, systems and tools for effecti
lifestyle change. In 2017/18, TeAHN will wi
alongside practices to plan, implement a
monitor evidence based lifestyle interventio
as part of their LTC actice plan.

TeAHN will provide practice based training in {
following:

o Childhood weight management

1 No of training sessions in
child and adult weight
management and pre
diabetes interventions
delivered in practices and
other health/community
organisations.

1 Attendance at Healthy
Conversation Skills training.

Training delivered this period includes:

1 Childhood weight management trainingéight practices reaching 24
nurses and 2GPs, and TeAHBbmmunity Health Workers;

1 Adultweight management training itwo practices reachingl
nurses Upon evaluation, it was decided that Adult Weight
Management training was better suited to be delivered through LT
plans;

1 Green Prescription rerientation training supporting Sport
Wellington inone practice reaching 2 nurses and 4 GPs
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0 Adult weight management

0 Prediabetesinterventions.

This training will also be delivered to oth
health and community organisations. TeAHN
distribute recommended lifestyle resources
support brief and more uiepth lifestyle
interventions with children and adults. TeAH
oAt f Ffaz2 Kz2ad | Wi
workshop.

Uptake of recommended
lifestyle support resources
Practices demonstrate
healthy lifestyle interventions
via theirLTC practice plans

The HealtiPromotion team are developing practitbased training to suppor|
practice staff to deliver adult weight management and other priority Long T
Condition interventions. The team have developed armdult weight
management education module. It is aimed at ggping practice anc
community staff with the skills, systems and resources to assess, monitg
intervene with adults regarding weight managemernithis includedhe team
distributing MEASURE UP (adult weight management resources develo|
Waikato DHB to all practices who received or will receive the training|
response to practice feedback, TeAHN has also developed and prody
qd 221 Ay 3 resduicstdlduppbrebrief healthy lifestyle interventions.

Both of the resourcesdeveloped by TeAN (for child and adult weigh
managementhave received national support with other agencies reques
to use them. This has been offered for free and all resources are ol
website.

Health Promotion team members have been involved in the reviewe3HB
Child Weight Management Health Pathway and discussions on conte
Respiratory and Diabetes Nurse Education. In collaboration with the Di
Service at HVDHB, it was identified that upskilling of primary care practiti(
in the prevention ad management of unintended weight loss and fussy ea|
would reduce the load on DHB services. Research on whether to de
training modules has been initiated.

Service specifications were developed with HVYDHB for a contract aim
reducing childhooabesity by: refining referral ceordination and navigation
providing primary care based training and tools for healthy conversations ¢
weight; assessing the types of local services that provide intervention
overweight children; identifying gapso that where possible options are ¢
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designed that lead to an increase in uptake of appropriate activities. This
include cocreating solutions with a collective of stakeholders such as
ASNIBAOSAT {LRNI 2StfAy3il2¢Child/aangank
Ora providers, and Lead Maternity Careidle expect the contract will bi
implemented from January 2018.

Suicide Postvention and Prevention
TeAHN works with closely with other local
organisations on suicide postvention and
prevention.

In 2017/18, the Wellbeing team will maintain i

O2yySOiGA2ya GAGKAY
high need areas such as Wainuiomata and
Stokes Valley where maulients identify as
anzNho

lj

Evidence of participation il
Postvention Network anc
2GKSNJ F2NHzya

influence affecting changes

Numbers attending training
sessions

TeAHN continued to support the Hutt Valley Postvention Network by hoj
its quartaly meetings and assisg the Regional Public Health Suicic
Postvention Coordinator when suspected deaths by suicide occurred.
support includes notifying practices, assisting to identify those at ris
contagion and facilitating access to counisgliwhen needed.

A Wellbeing Service mental health nurse continues to be a member o
Wellington Region Suicide Prevention and Postvention Governance Grou|
is an initiative set up between Lifeline Aotearoa ahe three sulregional
DHBs. This group provides feedback and recommendations with regard |
Regional Suicide Prevention and Postvention Action Plan anc
implementation.This staff membehasalsobeen supervising a third year soc
work student from Whitirea wh completeda community development projec
in December 2017. This project focused understandingresilience in this
community so that future work to support them will be effective.

Improving support for family and friends affected by suicide or sugtigenpts
is one goal of seven goals of tNew Zealand Suicide Prevention Strategy 2(
16. AWavesBereaved by Suicide Group has not occurred this reporting p¢
as therehas been no interest. A renewed effort to canvas support will be ¢
in 2018 nav that the Wellbeing Team is fully staffed.
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Better access and support for people wit
disabilities
In 2017/18, TeAHN will:

(0]

Provide support and information t
practices to enhance their response
people with disabilities.

Continue to raise awareness of the isst
identified by people with disabilities, and
tools such as the Health Passport;
Provide focused training opportunitie
within the CME and PDE sessions;

Once 3DHB work on PMS adaptations
recording disabilits has been finalisec
support its implementation across TeAH
practices;

Work with HVDHB on the transition fro
child to adult services with practices, on
this has commenced.

Number of
opportunities
Evidence of working witl
HVDHB and practices once t|
HVDHB child to adu
transition programme is i
progress.

training

TeAHN has continued to work with practices to ensure that service is pro|
that aligns with the Health and Disability requirements. Praddaen members
receive training on the implementation of the Code of Health and Disal
{ SNBAOSa [/ 2y adzy dridEesurewthad thél Sodedan Righ
information about the advocacy service and the complaints procedur
displayed in their pradtes. Practices are required to provide information
that patients can make informed decisions about their health care and I
premises that are safely accessible and easily identifiable. This also in
having both waiting areas and consultation na® that meet the comfort,
safety and privacy needs of the patient. All these aspects are require
practices to achieve Foundation Standards and Cornerstone accreditatior
included in this work is the language line service, health literacy andral
requirements of each practice.

There has been no further work progressed regarding the HVDHB work
individual practices with the Child to Adult transition project and pathway
kit at this stage.
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STRATEGY.4: ADVOCATING FOR INVEENTIN PRIMARY AND COMMUY CARE

Action

Measure

Reporting for the period

Advocacy for investment

community care

TeAHN will continue to participate in nation

regional and local discussions aimed at

0 revising the primary care funding formuia
better reflect population need and improv
equitable access to primary care

0 increasing the investment in primary care
meet the demands arising from populatia
changes and burden of disease , and to

in primary an

9 Evidence of participation

i Practice survey demonstrate
positive view of TeAHI]
advocacy activities

TeAHN actively participates in national discussions about investment in pr
care. The CE is a member of a national PSAAP working party currently a
2y (GKS AYLX SYSyildlidAazy 2F GKS [ 21
patient fees.Once thiswork is completed, the focus will shift to the prima
care funding reviewTeAHN representatives will participate in the Febru
2018 simmit for the Federation of Primary Health Care New Zeajamklich
aims to strengthen a united voice for primary candNiew Zealand.

Locally, the Health Care Home initiative is supporting primary care to mee
increasingdemands arising from population changes and burden of dise
and to use the opportunities arising from new technology tools and opi

effectiveness and contribution
TeAHN will engage with agencies and Iqg
community organisations to assist in improvi
health outcomes across the Hutt Vallg
particularly for Maori, Pacific ahlow income
populations.

the opportunities arising from ney _
technolog tools and options such ashe patient portal.
A practice survey will be run @3 0f2017/18.
Enhancing local perceptions of TeAH | Stakeholder survey show TeAHN is working closely with a wide range of agencies and organis

positive perceptions of TeAH
1 Facebook interactions

aaoss the Hutt Valley, as shown by many of the other sections in this repq
the reporting period, there has been a strong emphasis on working 1
closely with Pacific Health Services and the services under Takiri Mai T
and ongoingwork with Te Runanga o Te Atiawareparing for the annual
festival event, Te Ra.

The Health Promotion team continues to maintain an active presenci
Facebook with 1,436 active followers. The page regularly profiles ev
services and topics.

TeAHN continues its arrangement with local Iwi radio station Atiawa Toa
promote health messages via regular 30 second adverts.
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The Health Promotion team provided a Christmas and New Faagbook
campaign (#keepwellthissummer). Key health messagae released eacl
day over the holiday period

TeAHN continue to work with the DHB communications team to sup
primary care content in the DHB Health Highlights (Hutt News and Upper
Leader).

Accountability to our stakeholders

The majority of ourwork, whether clinica
service, programme delivery and facilitation
systems support, is required to be reported ¢
This could be either through our contracty
quarterly and six monthly reporting, regul
reporting to Hutt INC, or individual contra
specific reporting to eitherStrategy, Plannin
and Outcomes (SPO) the Ministry of Health.
TeAHN places a high priority on its report
commitments and endeavours to provide
reporting in an accurate and timely fashion
the agreed manner. Wherdis is not possible i
will provide reasons for and notification of th
delay and expected delivery date.

TeAHN also places a high importance on o
communication with practices. We aim
provide timely communication to practices on
regular basis throgh our weekly Information
Bulletin and monthly Health Target newslettd
We also use email and fax to alert practiceg

any urgent information as required.

All reports to DHB, Ministry @
Health,Strategy, Planning an
Outcomes (SPG@nd Hutt INC
are supgied in an accurate
and timely fashion as peg
reporting agreements
Practices are kept informed (¢
key = communications a
required in a timely fashion.

Practice Communication
During this periodwe have continued to maintain strong links to the practi
in our Network as well as regular liaison meetings with Ropata Medical Ce
and the Lower Hutt After Hours.

We have a number of systematic methods including

1  Weekly electronic bulletirg, carries articles and notices of upcomi
events, reminders around actions required and links to key resour

1 Practice Programme facilitatorg a small team is charged wil
maintaining regular contact with practices, visiting on
weekly/fortnightly basior as required for issues of concern.

1 A monthly indicator letter goes out to all practice owners, GPs
practice teams outlining the results for the month, highlighting
issues of concern and celebrating good performance.

1 Bicannual formal visits arenade by the CE and GM. We also \
practices as required to address issues of concern as they arise.

1 Annual practice team forum planned for mid2018 where issues o
interest to the wider practice community may be highlighted ¢
workshop based inpus provided.

Over this period we completed visits to most practices by the end of 201
have now commenced a new round of visits by the CE and GM.
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2: PEOPLE AND WHANAU ARE EMPOWERED AND RESILIENT

Goal 2: People and whanau are empowered and resilien
Strategy2.1: Partnering for a healthy and resilient community

Strategy2.2:

Strategy2.3 Connecting people to the care and supptirat meets their needs

Improving family/whanau health literacgnd promoting self care argkelf management

STRATEGZ2.1: PARTNERING FOR A HBAY. AND RESILIENTMBMUNITY
Action Measure Reporting for the period
Addressing the determinants of health and | § Regular meetings to identif| In August2017, he Community Health Worke(CHW) teanmet with TeAHN
wellbeing of the Hutt Valley population issues /'9 YR a2YS 2F GKS . 2FNR YSY0SNH
In 201718, TeAHN Board members and 9 Evidence of participation il crisis.Of thel71patientsreceiving support from the CHW tea6b (38%) hac
management will meet regulbrwith forums and wider networkd Significant health issues, or were at risk of developing significant health js
community health workers and others to (e.g. Hutt Governance Grou| due to their poor housingsituation TeAHN is connecting with Hutt C
identify issues impacting on the health and g A 0K ¢ S1 | b Qd Council to support their efforts to addss housing issues in the district.
wellbeing of Hutt Valley people, especially thq affecting changes
most vulnerable. | Evidence of interactions wit| The CHW team continues to wotloselywith the Work and Income (W&

TeAHN will use its participation in forums and
wider networks and will interact with central
and bcal government agencids influence
factors affecting the health of Hutt Valley
people.

local and central governmer|
impacting on determinants

teamsin the Hutt Valley as the staff of the two services interact daily
weekly to address the needs of shared clieM#& have instituted regula
meetings at each of the four W&I service centres, whitie CHW and W&
teams share information, improve referral processesise concerns ang
share positive storiesWe expect these meetings to occur at least annuall
future.

See Pppendix 3for case studiesdemonstrating the work undertaken by th
CHWs=addressing housing and income issues
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Healthy Families Lower Hutt (HFLH)

This initiative is one of 10 in communities acry
New Zealandwhich seeks to support people t
be healthier where theylive, learn work ang
play.

Most notable this year will be the launddf the
W¢ dzNJ/ A y @noveridedit whidh Riff create
platform to encourage and celebrate healtl
change in Hutt Valley communitiesd health
services.

TeAHNwiIll continue to bean active partner
across all the HFLH work streams dndthe
governance group

Evidence of participation an
support for HEHactivities
Evidence of primary car
participation with the
We¢ dzNYy Ay 3 GKS
Evaluation shows impact ¢
the programme on the health
of the population of the Hutt
Valley.

Healthy Families Lower Hutt (HFLH) is progngssvell Over the past six
months TeAHnN has supported several HFLH initiatives.

InNovemberl C[ | f I dzy OK SR ,aksbaizyakgg moveéntéd
make the Hutt a healthier place to live, learn, work and play. Settings su
workplaces, schools, community organisations and clubs can namé
changes and actions they will take through an online platform. TeishH
working withHFLH taengage gearal practices on taking action and joini
the movement For more orthe Turning the Tide concept and web platfqr
seehttp://www.turningthetide.org.nz/imin/health-practice/.

I C[ Gd&theH20(pro-water) initiative continuego gain momentum with

TeAHN supporting or showing leadership in the following streams of

initiative:

1 TeAHN supported the HFLH teamhen they presented &o the H2C
presentation tothe Hutt Valley Goernance Group in Sep 201This
introduced the agency representatives at the meeting e fTurning the
Tide platform where they can take ownership and action on their
water journey.

1 As the primary health sector sponsors of the Hutt Vadtghools Polyfes
Pasifika FestivaleAHNhosted the working group for plannirige health
promotion activitiesat the event. Two related themes were promote
Go the H20and Baby Teeth MatterTeAHNcollaborated with HFLH t
coordinate the supply and access to quality free drinking whdethe
10,000 plus attendees over tHese nights of the festivalin July atthe
Walter Nash Centrn Taita.

1 Between August and Novemb&017, TeAHN stafivere part of the
Pasifika Choice Family Fun Touch Tournament working growe
supportedthe tournamentbeing a watetonly eventand recommendeq
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the promotion of a single water messaded the H2pfor consistency of
messaging for the intended participants.

1 TeAHNcontinue to refer community leaders, event coordinators, &
sports organisers to HFL$t they can access theortable hydration
stations as a means of beginning a pro water or water only cu(sge
portable-hydrationstation)
http://healthyfamilieslowerhutt.org.nz/live/portablehydration-station/.

¢CKS FTANRG 1dzid =1 ftSe GNIAYyAy3a 7T
by Healthy Families Lower Hutt in latet@ber 2016.Te AHN had three sta
trained, and alongside Hutt Valley DHB were the first organisations to er
with this healthy workplace programmén the past six months, TeAHN h
worked on threemodules Physical Activity, Healthy Eating and Men
Wellbeingto make our workplace an even healthier onieAHNasachieved
bronzeaccreditation In 2018, we will be working towards silver accreditati
TeAHN is an active member of the Workplace Wellbeingci8p Interest
Group. This group continues its activities to bring key Human Resource
and Health and Safety staff together to improve workplace health in the
Valley. A TeAHN Wellbeing team member presented atlental Health
Awareness week samar held in support of this work

TeAHN is very involved in the Healthy Families Lower Hutt activities wit
Bridget Allan, on the Leadershzroup. TeAHN staff are alparticipating in
integrated planning sessions with HFLH and Regional Publith\Hsaled at
maximising the effectiveness of all local health promotion resources.

For more information, see the website
http://www.healthyfamilieslowerhutt.org.nz/
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Wellness plan

TeAHN will assist Hutt Valley DHB to prepare
implement a Hutt Valley Wellness Plan, that \
guide health promotion and disease preventi
work across the Hutt Valley and complement {
DHBClinical Services Plan.

9 Evidence of participation il

preparng and implementing
the Hutt Valley Wellness Plal

TeAHN sits on the Wellness Strategy Steering group to provide a pr|
health and community lens. This project is in the early planning stages ¢
currently developing the vision for the strategy.

STRATEGR2.2:

IMPROVING FAMILWHANAU HEALTH LITERAAND PROMOTING SEISRE ANISELF MANAGEMENT

Action

Measure

Reporting for the period

Health promotion
The health promotion team will plan, deliver ai
partner in health promotion events an
programmes that support high needs populati
groups to make sustainable lifestyle chang
which enhance their overall wellbeing, ai
reduce their risk of developing long ter
conditions. Key activities include:

0 Coordinated health promotion via DH
Health Highlights, Atiawa Toa FM, TeAl
Facebook page¢ S! I b 2 So6aA
Lifestyle section

o Valley Fit community exercise classes

0 Good Food growbased nutrition and
cooking education

0 Interactive and outcome focused activitig
at community events

0 Preparatiom of submissions to suppo
healthy policy change.

Number of peple receiving
Hauora WOF at Te Ra o
Raukura, Tumeke Taita at
other community events

Attendance at Good Foo

community nutrition
programmes run
Attendance at Valley F

Community exercise session
Evidence of health promotiol
messages on local Iwi Rac
station and other appropriate

media channels includin
Facebook
Number of  submission
prepared.

The Polyfest Pasifika festival was held in Julwith more than 10,000
attendees over thdive nights of the festivalThemes for this yeawere Go
the H20andBaby Teeth Matter The event was a great success frohealth
promotion point of view ashealthy kai was sold at the canteen, free wa
was available to the audiencandahealth messages quiz wasjoyed by the
participants.

Planning fo¢ S owerRaukurgon 3 Feb 2018% underwaywith preparation
for the health promotion and health screening activities in sharedHauora
tent with community providers.

TeAHN supportedhie Faith Led Pacific Wellness Programfed by Pacifid
Health Services) in a cluster Wainuiomatachurches, with e Health
Promotion team provithg a four week healthy cooking programme for t
participating churchesThis stimulated the adoption of healthyutrition

practiceswithin the churches and culminated in a cooking competition whe
the different churches showed off their new skillBhis initiative won ar
award for Excellence in Community Health and Wellbeing at the Hutt \
DHB Quality Awards.
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The HP team will also offer training for gene
practice staff to increase and improve lifesty
advice in the area of nutrition and physiq
activity and support delivered in primary care,

For Mental Health Awareness Wkea training seminar for workplaces w
organised by Te Awakairangi Health Network. This was well attended w
external organisations present. The session was delivered by the Well
team, with support from the Health Promotion team. The event v
promoted on Facebook, as well as HRINZ.

White Ribbon day was held on 25 November. All practices received can
posters and ribbons to promote the event. Internally, staff were inviteq
watch a White Ribbon campaign film.

One Good Food Programmeshbeen run over this period at the Poma
Community Housewith 100% retention and two people joining partwe
Planning for more Good Food programmes has been completed and w
carried out in the next six months.

Valley Fit attendance has increaded this 6 month period as new staff ha
become confident in their roles. The programme has been reviewed
plans for a new 12 week delivery programme have been developed for }
The focus of the new Valley Fit will be on sustainability and ingrga
confidence in the community.
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TeAHN Valley Fit Exercise Classes

Time period Valley Fit Attendees U'.”'q“e _Patlents
this period

July to December 2014 505 60

January to June 2015 811 93

July to December 2015 679 68

January to June 2016 560 63

July to December 2016 441 40

January to June 2017 522 49

July to December 2017 594 47

The Health Promotion team has delivered education talks to a numbu
groups during this period:

T Bicultural wananga training was offered by a Health Promagtaff
member to all internal staff on an eight weekly basis.

1 A Bowel screening programme awareness meeting was held wit
staff to explain the background of the screening programme and
outline expectations of TeAHN staff to promote and advocate for
the service.

Te Awakairangi Health Network hosted two Healthy Conversation tra

sessions which was attended by nurses, midwives arefddNstaff member.

A student dietitian and two physical education students were hostec
TeAHN, giving them experientethe work they could expect in the prima
care environment.

The Health Promotion team are also offerimgihing toprimary care staff in
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lifestyle change see Section 1.3 Workforce training in lifestyle change.

Messages on radio, print media drsocial media

The Health Promotion team continues to maintain an active presenc
Facebook with 1,436 active followers. The page regularly profiles eV
services and topics.

TeAHN continues its arrangement with local Iwi radio station Atiawa To
to promote health messages via regular 30 second adverts. TeAHN co
to work with the DHB communications team to support primary care con
in the DHB Health Highlights (Hutt News and Upper Hutt Leader).

TeAHN has developediaw website with key mssages clearly visible and
a0NRY DSydeNSMIé T2 Odza d

Improving health literacy

TeAHN willengage with thegeneral practices
local community providers/organisationand
Hutt Valley DHBto improve capability by
facilitating shared planning angoint work,
based on relevant analyses of local data. We
facilitate practical action across the system
increase health literacy, reduce disparities g
improve health outcomes for Maori and Paci
people.

Evidence of shared plannir
and joint wak  with
community providers (e.g
Pacific Health Services (H)
Takiri Mai te Ata, Te Runan(
o Te Atiawa)

Improved outcomes  an(
reduced disparities oapecific
indicators e.g. ASH rates fc
children; better managment
of long term conditions

As noted m Section 1.3trategic focus on equityrfeAHNhas been working
closely with Pacific Health Services (PHS) on several initiatives thg
contributing to the Pacific Health Action Plan, including the fhithhealth
promotion work with clusters of Padifichurchesand another initiative
integrating PHS staff with general practices, initially starting with Nag
Medical Centre.

TeAHN is continuing to work closely with Takiri Mai Te Ata (the whana
collective, based at Kokiri marae) assisting theowsriteams and service
(Mana Wabhine, Tu Kotahi Maori Asthma Trust, Outreach Immunisation
the Regional Stop Smoking SeeYim link more closely with TeAHN gene
practices, to improve uptake of prevention programmes such
immunisations, cervicala breast screening, respiratory health, sore thro
RF and smoking cessatioh.S ! | Bracice Development Facilitatds
assisting withimprovements to referral pathways for whanau betwee
practice, pharmacies and Takiri Maand strengthening workforce
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developmentwithin Takiri Mai.

TeAHN staff have been participating in a Child Health Network prg
analysing data from primary care, secondary care and a range of comn
providers, to identify where future projects to improve child health sho
focus.

Pacific Health Initiatives

In 2017/18, TeAHN will strengthen i
LI NIYSNEKALI 6A0K (GKS
through a joint appointment.  This positig

(supported by TeAHN SIA funds for our shg
will enable us to jointly progress a programufe
change around services for Pacific people, wit
particular focus on practice engagement.

Faith led Pacific Church programme
TeAHN will partner with Pacific Health Senase
they develop and implement the Faith Lg
Pacific Church programme. This program
focuses  on implementing  sustainab
environmental change to support churg
communities to live healthier lives and preve
development of long term conditions.

Joirt position in place

Demonstrable collaboratiof
in planning and running o
Faith Led Church programmy
Participation rates in churcl
programme

Over thissix monthperiod, TeAHN habkave signed an MOU with the Paci
Health Unit at the DHB and appog&at Candice Apelu into a jointly funde
project role. She commenced her duties in December and is working
project plan that will include aumber of activities aimed at advancing wqg
with Pacific providers while supporting practices to extend th
skills/capacity to provide care to Pacific people enrolled at their practimss
Section 1.35trategic focus on equifipr more details.

I t1{ adlFr¥F YSYOSNI KI a
strengthening the connections between tkervices.

a2 22AY)

TeAHN supported the Faith Led Pacific Wellness Programme (led by
Health Services) in a cluster of Wainuiomata churches. The Health Pron
team were involved in the planning, development, implementation :
evaluation of the programmelhe team also provided a four week healt
cooking programme for the participating churches. This stimulated
adoption of healthy nutrition practices within the churches, and culming
in a cooking competition where the different churches showed lofirt new
skills. This initiative won an award for Excellence in Community Health
Wellbeing at the Hutt Valley DHB Quality Awards.
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STRATEGZ2.3. CONNECTING PEOPLECERE AND SUPPORIAT MEETS THEIR DNEE

Action

Measure

Reporting for the period

Healthy Families Coach Service
The Healthy Families Coaches provide specig
dietary adviceandexercise prescriptioto
support lifestyle change and prevent chronic
illness2 AGK | FT20dza 2y a
people living in Quintile 5 areas who hawe
long term condition or who are at risk of
developing a long term condition such as
diabetes, heart disease or obesity. They work
with referred individuals or families using a
gKnyl dz OSYidNBR I LILINE
with the skills to make healthy lif¢yle changes

T Number of uniqueridividuals
receiving services

% of patients with
resolved/resolving nutrition
and physical activity issues
1 % of patients who lose weigk

From July2017, the Dietitian and HFC services were combined under the
name Healtly Families Coaclilhe Dietitian Report is now integrated into
this section of the report. The table differs from the previous period as i
now showshumbers for the combinedervice.

. : A . of
: : Total Unigue Patients ve.zrage.no ©
Time period . : patients in a
Contacts | this period
month
July to Dec 2017 1,292 457 180

Unique Patients by Quintile and Ethnic Group
Quintile Maori Pacific | Asian | Other Grand Total
1 4 7 3 5 19
2 11 12 2 16 41
3 36 10 1 17 64
4 58 30 7 32 127
5 91 74 4 37 206
Total 200 133 17 107 457
Of patients this reporting period, 44% werenlM2 NA | Y R H i’

Over two thirds of patients were Quintile(85%) or Quintile 4 (28%), with
the remaining patients (27%) spread over the other Quintiles.

The majority of patientsvere seen by one specialist for both nutrition af
physical activity support. In complex cases, two practitiomene assigned
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Staff have been involved in upskilling in both disciplines to ensure conti
of ahigh level of service.

Result Based Accouatiility measures have been set this year and are b
monitored either monthly or quarterly. For some measytbs data sets are
too small to be meaningful at this time. Early indicators show

approximately 60% of patients have attended mahhan one appointment
and approximately 60% have been contacted within two weeks of the ref
being received. Further analysis and discussion of these measures will ¢
in future reports.

Referral numbers have stalséd at a lower level as the new Spu¥ellington
Green Prescription model havecome imbedded Closer working
relationships with Sport Wellington ensures that patients are referred to
most appropriate service and given quality caividence of this is that n
children were referred to or service from the B4 Schools Check progran
in this period.

See Appendix 1 for HFC case study.

Funding for theDiabetes SelManagement Programmefficially ceasec
30June 2017. Four practices and Kokiri Marae intendembtdinuerunning
the DIY Diaktes programme, using the course material developed by Te/

Discussions have been held with the DidBout a new digital self
management pilot. In 2018,Melon Health will be contracted to run a 1
month pilot to deliver a 16 week online selfanagementprogramme. This
will be supported by Te Awakairangi Health Network with coaching suy
and promotion at practices.
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Improving Health Equity

In 2017/18 TeAHN will make a number
strategic investments in projects aimed
addressing key equitigsues. These will inclug
exploring investment in a fixed term Pub
Health registrar role, with a focus around usi
our data to inform local interventions. We w
also explore investment in a project role aim
at building and strengthening the linketween
general practice and NGOs working in ¢
community, seeking to leverage improved hea
outcomes.

1 Community level data analys
is extended
1 Registrar role in place

TeAHN has employed a public health medicine registrar for 2018, to
TeAHN irusing local data to inform intervention aimed at improving heg
outcomes and reducing health inequalities. The registrar will take up
position in Feb 2018.

Asnoted above, the Practice Delepment facilitator is working with a rang
of community or@nisations, strengtheninghe links between the genersg
practices and NGO providers in the Hutt ValleyAHN has also invested ir
joint position with the Pacific Unit of Hutt Valley DHB to strengthen the |
between the general practiceRacific Hedh Services and the Pacific Unit,
improve Pacific health outcomes.

Outreach Nursing Service

The Outreach Nurses team work alongside
general practice teams to assist them to engg
KAIK ySSR ald NRaisé
assistance with healtBducation, advocacy anc
support at home. The aim is to extend the
capacity of the practice to reach, engage and
reintegrate high need patientsack into regular
care arrangements with the practice. This ted
offers complex clinical case management,
working with and on behalf of the practice to
connect patients to ongoing support that mee
their needs.

9 Number of unique individual
receiviry  assistance b
ethnicity and Quintile

1  Number of contacts for thesi
individuals

The Outreach Nursing service comprises a small team of nurses at T
with other nurses embedded ithe HUCHS and Whai Oranga practic
Although the models of nursing dedry vary between the three services, t
types of patients are the same acrossial people with complex medice
conditions and low or no engagement with the general practice team.
service aims to meet the needs of these patients by supportirgir tre-
integration into sustainable support within the practice.

During this reporting period, 403 unique patients received assistance fror
service, with a total of 2,111 contacts filnese individuals. Of these patient
nmxE: B SNB an 2 NKiZ andi 3a% wereSQiher ethhicies. Mo
patients seen were Quintile 5 (63%) or Quintile 4 (19%), with the rema
patients (18%) spread over the other Quintiles.
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Te Awakairangi Health Network Outreach Nursing Serviéd Providers
. . Total Unique Patients Average no.
Time period . . of patients
Contacts this period .
in a month
July to December 201 1,429 Not available 162.2
January to June 2014 1,800 468 163.2
July to December 201 2,306 479 199.8
January to June 2015 1,856 418 149.3
July toDecember 2015 1,657 374 116.0
January to June 2016 1,425 311 106.5
July to December 201 1,428 281 100.0
January to June 2017 1,686 315 114.0
July to December 2011 2,111 403 141.2

There were 66 referrals in total to the TeAHN nurses in the six nymribd,
July to December 2017%vith 58 of thesebeing accepted. There were 5
discharges in the same period. At the end of December,2b&i® were 50
unigue individuals on the TeAHN Outreach Nursing register.

Lty2ad pm: 27F |t t0SKES YNGTRRSEaidstme
multiple medical conditionsand their situation isalso complex and often
requires several different providers at the same time. The reason for ref
is often not the main challenge facing the patigwhich is detemined very
guickly from the ON assessment. Other factors that are more pressing f¢
patient need to be addressed first before the reason for referral car
addressed

¢KS hdzi NS OK bdz2NBESa 2F4Sy I OG I
practicesin linking with specialist services such as palliatass, cardiology|
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and diabetes. The nurses also play an active role linking practices and p
with pharmacies and other healthcare providers.

In the reporting period, ie TeAHN outreach team algwesentedto the
Lower Hutt Liongyroup on diabetes, concentrating on the prevalence
diabetes in the community and how this affects the heaiththe population
across the valley. There is apportunity for ongoing worknkingthe Lions
and the DHB abetesSoecialist team around the Lions fundraising activiti

See Case Study under Apper@lix

Community Health Workers

The CHW team will continue farovide support
and advocacy for clientwho are experiencing
social and other issues which arapacting on
their ability to access primary carand live
healthy lives. The CHWs wilbrk with general
practices andother organisationsto facilitate
access to primary health care servicemd
services delivered by other social supp
agencies suchs Work and Income and Housi
New Zealand.

The CHWSs will work alongside communif]
assisting and empowering them to addrg
health and social issues.

Number of unique individual
receiving  assistance, [
ethnicity and Quintile
Number of contacts fothese
individuals

Evidence of community
development activitieg
empowering communities.

Duringthis reporting period617 unique patients received assistance from t
Community Health Workeservice, with a total of 821 contacts for theseg
individuals.

TeAwakairangi Health Network All Providers
. . Average no.
Time period Total Unlq_ue Pa_ltlents of pat?ents
Contacts this period .
in a month
July to December 2013 1,562 470 133.5
January to June 2014 1,477 601 149.8
July to December 2014 1,764 708 182.0
January to June 2015 1,718 666 173.3
July to December 2015 1,730 727 1770
January to June 2016 1,479 547 144.0
July to December 2016 1,722 657 168.0
January to June 2017 1,693 658 170.7
July to December 2017 1,821 617 167.3

For patients cared fdn this reporting period, 3 were My 2 NJA 3% were
Pacific. Most patients seen were Quintile 5 (61%) or Quintile 4 (21%), wil
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remaining patients (17%) spread over the other Quintiles.
See Appemnix 3 for CHW Case Studies showing client outcomes.

Community Development Activities

AHUCHS CHW was selected to sit on the Northern Ward Community
GKAOK O2yaraida 2F GKNBS 20KSNJ f
I NBY G/ 2yySOGAy3a FtyR O2ftfl 62N GA
Valleyr yR ¢l AdlF G2 YIS GKSY S@Sy 3
The Panelvorks with thesecommunities todiscuss and debate, and provi(
feedback to Council on important local issuesd to ensure that thes
interests are being coidered at Council The Panel is also responsible
distributingfunds to local community groupequiringfunding for identified
needs in theicommunity.

HUCHS CHWs had another successful ChristndasHood community even
They were involved in sourcing stage entertaent and manning the freg
fruit stall. This event enabled them to connect with other commur
organisations, faith groups and schools, which has enhanced their cU
relationships and networking opportunities so they are able to ac
appropriate andaccessible services for patients.

Followinga Meth workshop hosted by HUCHS, the CHWSs responded
NBEO23IyA&aSR I+ LI AYy GKS 1dzid =1 £ f 9
could come for advice and support. A steering group was formed from
organkations and interested parties, to look at working together to

something going in the community. The first Meth WhllClinic started on ¢
December, andhow runs every Wednesday from Pomare Taita Commu
House between 10am to 12pm. This saf®jting, nonjudgmental space, ha
a counsellor, exisers and advisors available to talk to via group ses
although oneon-onesessios can be provided. Since its inception, the grq
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has had some great feedback and an article on Stuff generate@tifderest
and support.

AHUCHS CHW continues to work with local community groups and mer,
on an emergency response plan with Wellington Regional Emerg
Management Officd WREMQ)via the Taita/Pomare Community Respon
Plan projectThey are nownto phase two of the plai€meeting with identified
stakeholders to develop a list of resources availabsiemergency situatiol
(ie food, clothing, generators and tentand plan on holding anock civil
emergency scenario to test the coordinated respofrom all involved.

TeAHN Community Health Manager joirted Emergency Management Hu
Valley Local Welfare Committee group in Februaith a particular focus or
the CHWs and the supportive activities they can offer their patients
respective commuities in the event of an emergency.

A TeAHN CHW continues to attend and participate in regular morthty
ValleyPacific Services Network fono. The Network is made up of more
15 government and nogovernment organisations who serve Pacific peo
Thefono consist okharing information an@éxamining how best to interad
with one another in order to ensure that Pasifika people are getting the
possible services the region can offer. The Network completed their MO
all providers involvedThe plan to hold an Expo in 2018, wheztemmunity
and church leaderwill hear from and learn about participating agencies &
how to utilise and access their services.

Whai Oranga CHWs successfully applied for funding to help with the
running costs o 2y i Kt @ O0&AE Ay {G20Ft0 y
newly created EMPOWERN{powering Mn 2 Rekific Of Wainuiomata to
Excel &Rise) Young Womergroup. The group was established to equip you
women aged 120 17 years living in Wainuiomata, with tools they can us
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the many challenging situations they face daihgluding high suicelrates
and teen pregnancy. The first noho was very successful, with 23 young w
and their familiesakingpart. The CHWs amow seeking more funding to ru
their EMPOWER Tama Toa programme aimed at teenage males.

AWhai Oranga CHW supported the local #HASHTAGS and hosted an ¢
at the Wainuiomata Librarfor local candidates in the 2017 General Electi
Questions to theandidates wergre-prepared by the #HASHTA&®I were
asked by each of the youth whom are part of this group.

Wellbeing Service (primary mental health)
TeAHN provides primary mental health a
addiction services to improve health outcom
for peoplewith mild to moderate mental illnesg
or with addiction issues. Services are delive
0e ¢S!I1bQa 2StftoSAy]
subcontract with Vibe, the local youth heal
provider.

In 2016/17, the 25% reduction in funding f
these services resultedn lower volumes of
clients and client sessions, compared to 2015
and earlier years, and this is expected
continue in 2017/18. The team will continue
deliver clinically effective services, includi
assessmenttalk therapies, and group sessiof
Services will continue to be run in Upper Hu
Lower Hutt, and Wainuiomata, from son
general practice sites and marae.

TeAHN will continue to offer alcohol screeni
with brief interventions by TeAHN staff af

Number of clients (unique
individuals) receiving service
by age and ethnicity
Number of client sessions fq
these individuals

With the 25% reduction in primary mental health funding from 1 July 2
referrers were advisethat TeAHN would be applyingore targetedcriteria
for access to services. This has resulted in some Community Service
Holders who do not meet high nee@NRX G SNA I 6 an 2 NRXB
years) or their referrers being redirected to other services or resources.

The number of unique individual using the service has remained fairly
from 743 (Jarmo Juin 2017) to 746 (Jub Dec 2017)while the number of new
referrals has decreased from 5ithe Janto¢ Jun periodto 475 inthe Julto
Decperiod. This may have been influenced by sa@hert termstaff vacancies
in the TeAHN Wellbeing Team which shows the biggest decrease in L
individuals using the service from 572 (Jam) to 541 (JulDec). These
vacancies have now been filled.

Unique Individuals New

JulyDecember 2017 | Referrals
HUCHS 54 22
Wellbeing ServiceTeAHN 541 405
Vibe 158 51
Service Wide 746 475
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general practice staff, as resources allaithin
the lower primary mental health funding.

In 2017/18, TeAHN will work with HVDHB &
MHAIDS to explore opportunities for integrati
care for people with more serious mental hea
conditions, with a view to improving the
physical health and ovetalwellbeing (as
2dzif AYSR Ay (KS a9l dz
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Unique Service Users
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Vibe Service Wide

HUCHS Wellbeing Service -
TeAHN

1T

Julto Dec2016 ®JantoJun 2017 mJulto Dec 2017

Thosewho accessed any primary mental health provider between July
December 2017 included:

f

278 young people (A& p&@ NA O SA UK To an?z
other ethnicities, a similar number to previous periods. One
referral was for a child i.e. below tharget adolescent age
group.

nce FRdzZ 6Ga gA0GK myn an2NRXZ
This is similar to previous periods since the reduction in fund
from July 2016

Service wide age and ethnicity profiles are shown below. Overall
demograhic profile of service users is similar to the previous repor
period. Changes of note atie increased percentage of 19 yrsclients
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(increasing fron29% to 37%andthe increased percentage dflaori clients
(increasing from 30%0 34%). Thisreflects the requirement in the DH
contract that TeAHN give priority to young people, and showséFatts to
focus on meeting the needs of target groups a@king

Ethnicity of All Service Users
Jul 17 to Dec 17

Asian
Pacific 2% Other
Island 10%
7% 4

NZ
European
A47%
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Age Groups of All Service Users
Jul 17 to Dec 17

2% ‘__,,_0.1%

14%

Otollyrs 12 to 19yrs w20 to 24yrs
W 25 to 4dyrs 45 to 64yrs 65+

Service volumes are shown beloWhile the number of nique usershas
remained faily static(as noted above), the number séssions and contact
have decreasé slightly This may indicate more of a focus on br
intervention (which ensures an appropriate number of sessions per cl
and no cliens being seen for long term interveins. There has also been

increased DNA rate in the 41D yrs clientsn the lastquarter (Q2) whictwill

have reducedgession numbers. Letters and referrals made have continue
increase indicating that more clients are being referred to other servid
Sessions with young people more frequently involve diffepmutple €.g. off
site visits at school, other agency visits, and liaison with parents, s
guidance counsellors or other agdeg to ensure a consistent approach
used by all involved
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1 Number of brief interventions
for alcohol misuse

i Evidence of integration an
shared care arrangements f(
people with more serious
mental health conditions

Service Wide Total: | Julto Dec | Janto Jun| Jul to Dec
4,143 16 17 18
Sessions (incl. DNAs a 1,456
reschedult(ad) 1.736 1,518
Intake Screening 200 244 168
Phone calls 1,832 1,766 1,670
Letters 667 686 731
Referrals Made 22 44 45
Other Meetings 35 25 73

The quarterly Primary Mental Health reports are available for more detz
information about service users and the activities of the primary me
health providers.

The Wellbeing Tearontinue to offer brief intervention$or alcohol misuse
to clients as appropriate. Whave not done specific workaining general
practice staff in this period, as TeAHN has no ongoing funding to su
practices if they undertake l&i interventions.However, we employed

psychologist In September with extensive AOD clinical experience wh
assist any clinicians at TeAHN and GP practices who are working with

with mild to moderate substance abuse issu€sAHNwould be opento a
discussion about a greater focus on screening for addictions and

interventions in 2018/19.

Increased access to Youth Mental Health
services
TeAHN will work with Hutt Valley ICAFS staff

' Number young people goin
through the new discharg
planning process

The MOU between TeAHN and ICAFS was not continued through
reporting period.The decision was made ntat renew the contract from the
end of June 2017 as there were changes in staff mix at TeAdtiiie Staff
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improve followup in primary care of youth
aged 1219 yeargeferredfrom secondary
mental health and addiction services, as
resources allow. Followp care plans will be
developed in conjunction with the yog
person their primary care provideand
secondary service as appropriate.

have continued to work with ICAFS clients under the original M@
complete their intervention Therapy has now been completed for most
these youngpeoplewith good outcomesand mosthave been discharged
Otherswho no longer meet ICAFS criteria are eligible for further sessior
standard primary mental health brief interventions.

In the reporting period, new staff were recruited to the Welllgeifieam ang
anew MOUwith ICAFS has beagreed to start in January 2018his MOU
will include support for the Wellbeing teathrough ICAFS psychiatry time
TeAHN and a regular peer supervision session with senior ICAFs staff. |
administration revew meetings wilbe heldto ensure continual progress ar]
timely discharge of clientsThe ICAFS manager and TeAHN team le
continue tomeet regularly to review service links.

The team leader of the Wellbeing team has been involved in the proje
implement Te Haika triage process for ICAFS and is on the steering gr
support the implementation of the new service delivery model for ICAFS
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3.0: MORE CONNECTED HEALTH AND COMMUNITY SERVICES

Goal3: More connectedhealth and communityservices

Strategy3.1: Improving information systems

Strategy3.2 Using data to better focus efforts across the system
Strategy3.3: Strengthening quality improvement

Strategy3.4: Strengthening the patient voice

STRATEGS3.1: IMPROWGINFORMATION SYSTEMS

are part of the Network, including the promotia
of seltaudits and register cleanps to complete
the transition to the National Enrolment Servi
(NES) which commeed during 2016/17.

TeAHN will continue to provide support aroul
key system changes including the NZ Electrg
Prescription Service (NZePS) and patient po
The focus will be on assisting practices across
Network to be ready for these changes.

With a preferred PMS system now identifie
TeAHN will work with other PHOs to finali
agreements that will support the loc:
deployment across our respective Networl
The roll out is expected to commence in ea

2018 and will link closely with the High Care

1 New PMS ready and availak

for practices to use

T Number of practices taking u

new PMS

Action Measure Reporting for the period

PMSSupport TeAHNhascontinued to provide enrolment and register management supp
TeAHN will continue to provide enrolment al § Number of Practices (an| to the practices, including the promotion of seltidits and register cleanps
register management support to practices th ENU) by PMS to complete the transition to the National Enrolment ServicegNE

TeAHN iscontinuing to work with Central PHO and Compass around
procurement of a new PMS for the wider regiorilWe have agreed the
commercial terms and are now finalizing the software agreememupport
the transition to the new system. Twail@ sites will be established i
March/April to test the local instance and system integration issues. (
these have demonstrated the system is fit for local purpose, we will prot
with full roll out over the wellington region.

The uptake of the PMf&mains a practice business decision, however we
expecting that a number will take up the offer to move to this from Mid 2|
onward.

As part of the migration to the new platform, we are also proposing shifting
shared care record across to a tam that will work across all PMS.
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Home initiative.
TeAHN will continue to augment the PMS w
other decision support and electronic referi
systems, partnering with BPAC to deliver thes

A consortium comprising TeAHN, Compass Health and Central PH
collaborate to support the roll out including providing/facilitating first a
second level support. This is expected to ensure we end up with arsjisaé
allows us to collectively reap the benefits of a cloud based PMS with of
for enabling access for community service, mental health and other se
providers.  This in conjunction with the development of an electronic,

agnostic referrabystem will position the consortium partners to provide so|
significant options to assist the DHB in their efforts to integrate services.

Shared Care Record
The SCR enables primary care practices to s
”””” 2F (K
other clinicians, by providing a summary of t
LI GASYGaQ LINAYEFNE K¢
convenient, secure place. In 2014/15, the S
was implemented irthe Hutt Valley using th¢
Manage My Health system.
In 2017/18, TeAHN will maintain support for tl
SCR, aiming to transition this to business as u
once all practices are connected. We
continue to promote the uptake and use of S
by after hoursED and acute medical services

Increase in GPs enabling the
SCR

Increase in number of
patients covered by Hutt
Valley general practices that
have enabled the SCR

Currently,84% of enrolled patients are covered by Hutt Valley general prac
that have enabled the SCR. Of that 84%:

1 83% are from TeAHN practices, and

1 17% are from Ropata Medical Centre.

We still have one practice that has not signed up to this service andviyv
Practice sites where the Manage My Health tools are not able to be used

There are some ongoing issues being encountered at the Lower Hutt
Hours mainly due to the challenges around user access and the ne
maintain separate passwords feach user which needs to be entered eg
time.

Patient Portal

Patient portalsenable patients and practices i
interact via a secure information channel,
review test results, communicate electronical

Number of general practice
that have enabled a Patier
Portal

% of patients using a Patiel

As at 31 December 20172 practices in the Te Awakairangi Health Netwi
are offering the ManageMyHealth patient portal. BateAHNpractices that
use myPractice PMS system are offering their Health 365 patient portal.

There are 1(®92patients activated to use the ManageMyHealth Patient Pol
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and book and
prescriptins.

In 2017/18 TeAHN will continue to promote al
support practices to implement patient porta

across the Network.

appointments repei

Portal (in the practices tha
have this sevice enabled)

and 4761 patients using the Health 365 portal. Timeans that13.2% of the
total TeAHN populatioare utilising a patient portal.

In the last six months, five additional practices have reckiveth onsite
training and will be going live in the near futukgth a patient portal

Primary Care Access to the Hospital Hea
Record

The expansion in the number of primary ce
clinicians accessing the hospital health rec;
will assist in providig a more complete view ¢
a persons' health record while providing ca
particularly postdischarge and for patients thg
have multiple contacts with hospital services.
During 2017/18 TeAHN will continue its supp;
for practices to increase their acgseto and use
of the Hutt Hospital patient information systel
(known as Concerto).

1 % of Primary Care Clinicia
accessing the hospital heall
records (Concerto)

In this reporting period, applications for Concerto access were processe
ten practice nuises, fifteen GPs, eight pharmacists and one administration ¢
Training was provided on site at each practice or pharmacy. Ongoing IT sl
has been requiredfom TeAHN due to various software and user login issu

The Hutt Valley DHB processingnaround times for applications was muy
improved from previous periods. Turnaround time has reduced f
sometimes up to a week to no more than 72 hours.

Electronic Request for Advice

Rapid access to specialist service advice
primary care will support the egoing care of
people in the community. The Request i
Advice project (6BDHB IM projectwill deliver
processes to enable this communication acrt
the interface. TeAHN will atinue to work with
DHB and PHO partners to promote t
development of these tools during 2017/18.

1 Evidence of participation il
3DHB IM project

No further progress to report on thigoject.

TeAHN is working with Compass Health and Central PHO aroweidcamnic
referral service, supported by BPAC. This is expected to include capac
requesting electronic advice.

Shared Car@lanning
This remains a priority in support of a range

1 Evidence of participation il
3DHB IM project

We are continuing to work with Central PHO and Compass around
procurement of a new PMS for the wider regionThe preferred new PM|
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initiatives including palliative care and care
people with bng term/complex conditions. |
2017/18, TeAHN will continue to explo
options, including those linked to the ne
PMS. TeAHN will work with the DHB &
other PHOs to confirm our requirements al
engage with potential providers of thi
service, with aview to a working system bein
in place by the end of 2017/18.

(Indic) will have a shared care planning tool which we have seen demonstj
and will be part of the system by the time it is rolled out to practftem mid-
2018

Ereferral

Electronic referrals create efficiencies
attaining specialist advice and care. ThHRAE
referral system is now in place for radiology a
bowel screening. TeAHN will continue to wc
with DHB and PHO partners, through the IMS
to further develop this functionality, aiming t
transition more services to this platform.

1 Evidence ofparticipation in
3DHB IM project

TeAHN is working with Compass Health and Central PHO around an ele
referral service, supported by BPAC. This is expected to include capac
requesting electronic advice.

STRATEGS3.2: USINGDATATO BETTEROCUH-FORTACROSIHESYSTEM

Action

Measure

Reporting for the period

Knowledge management

TeAHN now has developed a range of d
sources and is working to build these into
integrated data repository. Analytique has be
rolled out to support the LTC contracts ang
provider portal is due to be trialled wit
practices in August 2017.

In 2017/18, with the variety of data noy

1 Knowledge managemen
strategy developed

TeAHN continues to develop a range of data sources, and bus
intelligence tools, and is working to build these into an integrated ¢
repository.

Analytique has been rolled out tt9 of our 20 practices to suport their LTC
contracts. The web based practice provider portal is now up and run
allowing practices to view up to date information on their LdaCe and
spending.
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available, TeAHN will work with its practi
partners to further develop the capability to tuf
GKAE RFEGF Ayid2 aly2e
applied to monitor health outcomes an
contribute to system redesign.

TeAHN is also trialling the data visualisation tool from Microsoft ce
PowerBI. T will be used internally for complex data visualisations, and
eventually be integrated into the practice provider portal website to @
practices the ability to visualise and ddibwn into their practice data. lis
also likely this tool will besed for Health Care Home indicator reporting.

In 2018 TeAHN will continue to work with its practice partners to furth
RSPSt21L) GKS&AS OFLIoAtAGASE (ean ke
usefully applied to monitor health outcomes and contribute $ystem
redesign.

Outcomes Framework

In 2017/18 TeAHN will build on the knowled
gained through the training in Results Bas
Accountability (RBA) undertaken in 2016/17,
develop an outcomes framework for th
organisation. The initial focus will ba the long
term conditions (LTC) programme but w
extend to other areas as the teams apply t
RBA methodology.

Staff of TeAHN ani
subcontracted providers
participate in the
development of the
framework, and its

implementation

TeAHN has continued tese this methodology. The initial use has been in
Long Term Conditions programme (see Section t2nore accurately
monitor and provide feedback to practices around the performance of
LTC programmesWork is also underway to define population hia
indicators and service specific performance measures for other Te
programmes and services. It has been delayed by staff sickness and va
in the reporting period, but will be advanced further in 2018.

Decision Support

In 2017/18 TeAHN witlontinue its use of
BestPractice Intelligence tools and extend its
support for practices to include access to
electronic referral tools, building on our
experience with community radiology.

Electronic referral  too
implemented for community
radiology

During the last six monthave have continued to refine the BPAC Radiol
eReferral form and provide training and support to clinicians. All radig
providers except for Wellington and Kenepuru Hospitals are receiving
referrals electronically through web portal. BPAC has worked with Pac
Radiology and developed a direct link for the form into their Radio
Information Systems. This is working very well, saving time and minin
errors from manual entry. BPAC is currently working on a dirdcirito Hutt
Hospital Radiology as well.

All practices are now utilising the BPAC decision support risk profile
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developed by TeAHN to support practices in the management of people
Long Term Conditions. This tool is being used by practices dtettsdopment
of their LTC practice plans and as a monitoring tool. It is also very use
monitoring progress at PHO level.

STRATEGS.3. STRENGTHENING QUALNIPROVEMENT

Action

Measure

Reporting for the period

Total Quality Improvement Programme
TeAHN will continue to develop and impleme
a three yearly Quality Plan with annual acti
plans, under the oversight of the Clinig
Governance Committee.

TeAHN will support the Network practices
they continue on the annual programme fi
Cornerstone and three yearly for Foundati
Standards. TeAHN will encourage Foundal
Standard practices to work towards Cornerstg
accreditation.

TeAHN will explorehe use of Safety in Practic
tools (e.g. care bundles, trigger tools and saf
climate survey) and other Quality Improveme
tools in interested practices.

TeAHN will also expand the system for report
Adverse Events (Severity Assessment Code
andtwz Ol 4S3I2NARSa | yR |
and HQSC.

In 2017/18, we will build capacity/capability

practices to use their data to monitor the

1 All practices engaged in th

ongoing accreditationpcess

1 Number of practicesising SiF

and QI tools

1 Number of practicessetting

up processes for reporting ¢
adverse events

TeAHN has prepared @Quality Plan for 2017/18, with oversight from t}
Clinical Governance Committee.

Lff 2F ¢ SlsbrdadgagedINIhe&RNXGES accreditation prob®s
practices are on the annual programme for Cornerstone accredite
following their initial (or subsequehachievement of this programmeéor the
annual programmepractices are required to complete Iidicators and 14
mandatory criteria each yeand are assessed again in the fourth yedhe
remaining fve practices haveachievedthe Foundation Standards and a
being encouraged to progress to Cornerstone by their next assessmen
(2019).

The Clinical Governance Committee has consideredude of Safety ir
Practice tools (e.g. care bundles, trigger tools and safety climate survey
decided to postpone formal implementation locally because of compe
priorities for practices. TeAHN Wibntinue support practices to develop the
skills in quality improvement through the Health Care Home programme

TeAHNhas implementedhe system for reporting Adverse Events (Seve
laasSaaySyd [/ 2RS 2yS yR (¢ 2eAdN and
HQSC intwo practices. Their experience will then be shared with ot
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progress on key health outcomes. In particul
we will be working with teams to assist them
setting up maitoring systems to make the|
data more available to track progress. We \
be working with our BPAC partners to extend {
utility of the decision support tools and trali
teams in their use.

practices.

TeAHN is establishing systems to agwigttices to use their data to monitd
their progress on key health outcomésee earlier sections on Analytique a
practice portals).

Primary Care Emergency Management

In 2017/18, TeAHN will continue to support th
general practices to maintain their emergency
management and business continuity
arrangements, including the five geographica
Local Emergency Groups (LEG).

TeAHN will maintain its own emergency
management arrangements and competence
undertaking further exercises and developme
within the organisation.

9 Number of training session
and exercises undertaken

The Local Emergency Groups continue to meeisisst practices to maintain
their emergencypreparedness.Practice updating of Emergency Busin
Continuity Plans is ongoingccording to their due date.

TeAHN held an emergency management training for all staff 8 Noventib
included a presentation ornisunamis and an overview from Wellingtd
Regional Emergency Management Office (WREMO) on their work
changes within their organisatidie.g.the change from Civil Defeacentres
to Community Hubs Asimilartraining for all practice stafis scheduledfor
February 2018.

The Primary Care Stakeholders, 3DHB Emergency Management group &
Emergency Services Coordinating Committee initiated by the Hutt bran
WREMO continue to meet to further plan and understand the link betw
each organisation to ensure continued development.

ProviderRelationshipsand Clinical Programmg
Support

TeAHN will maintain and seek to extend i
support for its provider network. Three practi

facilitators will be working closely with &

1 Results 0f2017/18 member
surveycompared with esults
of previous surveys

1 A practice survey will be runin Q3 of 2017/18.

TeAHN have continued to support practices through its facilitators
practice system support staff.
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members of the practice teams to support the
in the roll out of new initiatives, as well ¢
assisting in the embeddingf existing system
and programmes. A key focus in 2017/18 will
around preparing practices to transition to ng
models of care, while maintaining their progre
on key performance metrics.

During 2017/18, TeAHN will explore options |
providing a comacted practice managemer
support service for local practices. This is lik
to focus on areas including HpRayroll, IT anc
business support.

TeAHN surveys its members annually, seel
advice and input around their priorities, the
views on potentiaimprovements and upcomin
issues. The feedback will be used to shape
agenda for the practice visits and to dri
internal improvements.

TeAHN will facilitate whole of Network meetin|
as required, providing a forum for discussion ¢
co-design of nev developments. TeAHN
committed to an inclusive and empowerir
culture of leadership and support.

The CE and GM, PPD will complete biant
practice visit rounds in November ai
April/May, aiming to connect with ever
business owner and manager and eih
immediate teams on important and emergir
issues.

A large number of staff from the 5 practices selected for tranche one o
HCH roll out attended training/orientation sessions provided by Com
Health.

We have trialed some contracted practice support options for pract
however these have not been extended. By necessity these have bee
dependent on the availabilitgf skilled team members with recent practi
management experience. We have seen some of our key team member
up practice manager roles which has impacted on our ability to build up
capacity.

The GM and CE have continued to meet regularly pittttices, completing
a round of visits through the latter part of 2017. These are an opportd
for us to highlight areas of good performance and provide an overvie
priorities that are emerging. The next round of these is scheduled fo
first three months of 2018.

Our bulletins continue to be published on a weekly basis and these c4
range of topics keeping practices updated on the latest developments.
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TeAHN will continue to provide a week
electronic Information Bulletin and use this as
key conduit for news, views and updates
emerging issues.

STRATEGS.4: STRENGTHENING THE IEAT VOICE
Action Measure Reporting for theperiod
Consumer representation and edesign 1 Evidence of increase| Throughthis peiiod, three staff from the Networlcompleted the Ko Awate
TeAHN will continue to have consumer consumer participation ir| Partnerdn Care programme, equipping them with thlallsto actively engage

representation on its Board and the Clinical
Governance Committee. We will increase the
involvement of consumers in groups reviewin
and developing programme and services.

development of programme!
and services

in codesign. This course involved a number of projects which offerec
team members an opportunity to apply what they were learning to Ic
issues.

As a part of the Whakakotahi initiative at Hutt Union and Community He
Services,¢ S! | tedddsupported the practice to establish a consun
group, Te Kete HauoraThis group has been instrumental in assisting
practice to reshape the services asgpport it provides to its patients.

Practice improvements

TeAHN will continue to support the gene
practices to use their patient feedback syste
for service improvement. This includes us
patient complaints to identify opportunities fa
learning and quality improvement, as well 3
using tools such as disability alerts, hed
passports and shared care planning to facilit

smoother journeys through the health system

Complaints system in place
Evidence of implementatiol
of tools in practices
Practices using insights fro
the PES to improve care.
Evdence of training including
health literacy

TeAHN continue to support the general practices to use their patient feed
systems for service improvement. This includes using patient complair
identify opportunities for learning and qualitpnprovement, as well as usir
tools such as disability alerts, health passports and shared care plann
facilitate smoother journeys through the health system

In November 2017 ten TeAHN practices participated in the Pati
Experience Surveffrom the 3516 patients who attended the 10 participat
practices during the survey week, 1518 were invited to participate in
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In 2017/18, TeAHN will support the practices
implement the new national Paht Experiencs
Survey, analyse the results and use the insig
gained from these to improve their systems
care.

Patient Experience Survey. The survey was completed by 346 (23%)
total invited, similar to the response rate achievaationally.

TeAHN staff are supporting practices to enhance their existing qu
improvement processes, using the patient experience responses to in
0KSANI AYLINRO@SYSYyG LEIFYyyAy3asd ¢S!

LINE @A RAY 3 3 dzis RorkirO&atioh & khk surSdy and Qe resul

Another three practices have indicated that they will join the February 2
round, with two more joining for the May 2018 round. The remaining
practices are discussing with their teams whether théy join the February
2018 round.
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