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EXECUTIVE SUMMARY 
 

This report outlines the activities of Te Awakairangi Health Network for the July ς December 2017 period. It reports on achievements and service provision, and outlines key 

issues and risks across the services and programmes delivered by Te Awakairangi staff and contracted practices and providers.  It has been prepared to provide information to 

the Board of Te Awakairangi Health Network (TeAHN) and Hutt Valley DHB. 

During this period, the Health Care Home (HCH) programme went live with the appointment of a programme lead, and an EOI process that resulted in five local practices being 

selected to commence their transition from July 2018.   Staff from the five practices, along with a number of TeAHN staff, attended training sessions hosted by Compass Health 

which provided a good grounding in the key elements of the programme. 

With the implementation of the National Enrolment System (NES) being well advanced, the Patient Experience Survey is now rolling out across our Network.   10 practices 

participated in the most recent survey, with around 350 patients responding to the invitation to complete the on-line survey.  A portal allows the practices to look at their results, 

with comparative graphs and comments directly from the patients participating in the survey.  The early indications are that the practices are finding their results interesting and 

informative.   

TeAHN team members and practice staff have continued to support a range of Hutt INC integration initiatives, participating in the Clinical Networks (including Acute Demand, 

Long Term Conditions and Child Health) and their multiple projects and initiatives.   TeAHN is also participating in Hutt Valley 5I.Ωǎ /ƻƳƳǳƴƛǘȅ {ŜǊǾƛŎŜǎ LƴǘŜƎǊŀǘƛƻƴ project which 

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.   Practices were provided with a revised tool for completing on-

line end of life plans, which are a way of documenting the wishes of the patient and their family, supported by appropriate clinical care arrangements.   The uptake of the plans 

and packages of care has been slow to build; however a very well attended education 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 these have been lower 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 system to accommodate their needs remain key concerns.   

All TeAHN practices have now been transitioned onto bulk funded Long Term Condition (LTC) practice plans.  These provide the practice with a greater degree of flexibility to 

ǇǊƻǾƛŘŜ ŎŀǊŜ ƛƴ ǿŀȅǎ ǿƘƛŎƘ ōŜǘǘŜǊ ƳŜŜǘ ǘƘŜƛǊ ǇŀǘƛŜƴǘǎΩ ƴŜŜŘǎΦ   ²Ŝ ŀǊŜ ǿƻǊƪƛƴƎ ŎƭƻǎŜƭȅ ǿƛǘƘ ǘƘŜ ǇǊŀŎǘƛŎŜǎ ǘƻ ŜǎǘŀōƭƛǎƘ ǊŜǇƻǊǘing systems that allow them to monitor progress and 

are developing a system to track the outcomes being achieved. 

The Community Radiology scheme was extended from July 2017 to include people living in Quintile 4 areas who meet the clinical criteria.   The referrals indicate GPs are taking 

up this option and people who may previously have been unable to access these investigations are now receiving them in a timely manner.   The oversight committee has 

continued to actively monitor this programme with regular audits and feedback to providers and referrers.    While the additional activity has placed some pressure on funding, 

the programme is still within budget. 
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We are very encouraged by the strengthening of relationships with Maori and Pacific providers, with agreements being established to guide our joint 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 activities (including the Polyfest Pasifika festival, the Faith Led 

Pacific Wellness Programme (led by Pacific Health Services) in a cluster of Wainuiomata churches, health checks at the Riverbank Market and preparation for Te Ra o Te Raukura) 

and healthy lifestyle programmes (Good Food and Valley Fit).  These activities, together with the individual services provided by the dietitians and healthy family coaches, have 

provided a range of positive referral options for patients in TeAHN practices. The team have also expanded their focus on training for general practice and community teams, 

with the development and promotion of weight management education modules for children and adults.  These modules equip practice and community teams with the skills to 

assess, monitor and intervene with people regarding weight management.   The team are working closely with Healthy Families Lower Hutt, supporting the development of 

Ψ¢ǳǊƴƛƴƎ ǘƘŜ ¢ƛŘŜΩ (a social change movement to make the Hutt a healthier place to live, learn, work and play) and with Hutt Valley DHB in the development of a Wellness Plan.  

In summary, this has been a busy and productive six months for TeAHN.  The support offered by Hutt Valley DHB for primary care improvement (particularly the Health Care 

Home programme) has been very encouraging. It signals ǘƘŜ 5I.Ωǎ commitment to a system perspective, with the support required to achieve the change many practice teams 

are keen to embrace.  We have seen the pressure on practices intensify over the past few months, with patient complexity, winter pressures and workforce issues contributing 

to this.  Ongoing improvements will be essential as we work to embed long term changes, with the strong and active support of all our partners, and the clinical and community 

alliances that are building across the health system. 
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OUR CONTEXT 
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OUR PEOPLE 

¶ As at 31 December 2017, TeAHN had 119,373 funded patients, continuing the steady growth of the last year. The difference between submitted and funded patients 

was 2,072.  

¶ ¢Ŝ !ǿŀƪŀƛǊŀƴƎƛ IŜŀƭǘƘ bŜǘǿƻǊƪΩǎ ƘƛƎƘ ƴŜŜŘ ǇƻǇǳƭŀǘƛƻƴ ǊŜƳŀƛƴǎ ŀǘ от҈Σ ŎƻƴǎƛǎǘŜƴǘ ǿƛǘƘ previous years. Our distribution of high needs patients across practices remains 

fairly stable, with five practices over 50% and one at 85%. 
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GENERAL PRACTICE WORKFORCE 

 

 Period 

Enrolled 

Population GP FTE Nurse FTE 

Ratio of GPs to 

Enrolled Population 

Ratio of Nurses to 

Enrolled Population 

1 October 2017 to 31 

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 average. The decrease in GP FTE (from 74.9 FTE in June 2017 to 69.0 

FTE at December) is due to some practices having 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 practices have a slightly lower nurse to patient ratio than nationally. Our current practice nurse to GP ratio is 0.8. Nationally a practice 

nurse to GP ratio of 1 is regarded as ideal; however considerations such as practice size, demographic profile and the model of care used by a practice also need to be taken into 

account. 

 

¶ FTE figures for TeAHN - taken from TeAHN Provider Lists as at December 2017 

¶ Patient numbers - taken from the Karo Register Analysis at December 2017 

¶ National averages - taken from Healthy Practice Subscriber Analysis Report  

www.healthypractice.co.nz  correct as at June 2017.

http://www.healthypractice.co.nz/
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 1.0 ENHANCED AND SUSTAINABLE GENERAL PRACTICES  
 

Goal 1   - Enhanced and sustainable general practices 

Strategy 1.1: Supporting practices to become Health Care Homes    

Strategy 1.2:  Improving access and enhancing delivery of care   

Strategy 1.3: Developing the primary care workforce  

Strategy 1.4: Advocating for investment in primary and community care 

 

STRATEGY 1.1:  SUPPORTING PRACTICES TO BECOME HEALTH CARE HOMES    

Action Measure Reporting for the period 

Healthcare Home ς Sustainable General 

Practice 

TeAHN will be working with its alliance (Hutt INC) 

partners to commence implementation of the 

Health Care Home model, a programme offering 

practice teams a pathway to transform their 

practice to meet the challenges of 2018 and 

beyond.   This initiative will build on the work 

commenced under the practice sustainability 

initiative that has been active over the past  

The Health Care Home implementation will 

commence in late 2017 with the recruitment of 

up to 5 local practices. TeAHN and its alliance 

partners will work with them to introduce a 

range of system improvements, taking into 

account different practice contexts and 

configurations.  The system improvements aim 

to enhance practice ability to manage acute 

¶ No. of Practices engaged in 

HCH 

¶ Number of enrolled patients 

served by HCH practices   

¶ Patient experience survey 

(PES) results (see Strategy 3.4 

reporting)  

 The first five practices to participate in Tranche 1 of the Health Care Home 

(HCH) Programme have been selected, following the Expression of Interest 

process. The five practices have staggered go live dates to balance the 

availability of change management resource and the funding requirements (as 

the total population coverage was higher than previously modelled in the 

business case).  

- Ropata Medical Centre ς 1 July 2018 

- Hutt City Health Centre -  1 July 2018 

- Silverstream Health Centre  ς 1 October 2018 

- Naenae Medical Centre ς 1 January 2019 

- Waiwhetu Medical Centre - 1 January 2019 

 

The population coverage in tranche 1 equates to 57,771 (42% of the population 

enrolled in Hutt Valley practices), with a high needs coverage of 17,699 (38% of 

the high needs population enrolled in Hutt Valley practices). This is higher than 

the target of 30% set by the steering group to ensure coverage of high needs 

patients.   
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cases, enhance their capacity to support people 

with long term conditions, and leverage new 

technology to manage the evolving workload. 

This work will be guided by a HCH steering group 

and led by a small team based in TeAHN, 

supported by the practice facilitators and wider 

teams.  Funding has been approved by the 

HVDHB to support the HCH initiative, including 

funding for change management and additional 

capitation funding for HCH practices. 

TeAHN will continue to work with the smaller 

practices to ensure they have continuity plans in 

place to manage the challenges of sole practice, 

and to prepare for future transitions.  

 

The HCH programme has started for these practices with full attendance by the 

HCH Practice Leads at the introductory workshops delivered by Compass Health 

in November and December 2017. These workshops covered:  

- HCH Induction and Open Day (visiting three HCH CCDHB flagship 

practices)  

- GP Triage  

- Change Management and Lean  

- Proactive Care Planning  

The HCH Programme Lead was recruited and started in early October. Planning 

has started on the HCH outcome framework including the data measures. A 

national HCH dataset is also being progressed by the national HCH Collaborative 

and the governance group is currently clarifying the purpose, hosting, and BI 

analysis tools to support this. Te Awakairangi Health Network has appointed an 

existing staff member as a HCH Business Analyst, and this person is attending 

the national HCH Business Analyst meetings to progress the national data set. 

Once the outcome framework has been approved by the steering group, the 

service specification and business rules can be disseminated to practices.  

Presentations for tranche 1 HCH practice staff have been scheduled in January 

and February 2018. The HCH peer review training programme for the clinical 

leads and practice managers has also been developed, and is due to start in 

March 2018.  Both of these will be delivered in conjunction with the HCH 

Clinical Lead Dr Kirsty Lennon.   

The Lean framework and programme for 2018 has also been developed in 

conjunction with the Compass Health Lean Facilitator. This programme will 

begin with practices in the first quarter of 2018, with a full practice training 

session on Lean as well as the development of their Lean implementation plan.  
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The HCH Programme Lead has also co-ordinated the Primary Care Practice 

Assistant (Health Care Assistants) training for 2018. This training programme is 

delivered by Wintec (Waikato Institute of Technology), who have been 

providing this training with Compass Health since 2014. Te Awakairangi Health 

Network have committed to partially subsidising the cost of this one year 

training course (for one staff member from each TeAHN practice over the next 

three years).  

Supporting practices to implement a Primary Care Practice Assistant (PCPA) is 

a key element within the Model of Care Domain - business efficiency, within 

the Health Care Home Programme, as it allows staff to work to the top of their 

scope, and improves the utilisation of the wider general practice team.  It also 

flows into standardised workflows and consulting rooms, pre-work with 

patients, as well as huddles and team boards, as most PCPAs lead these 

components of work within their Health Care Home practice. For the first year 

training programme, Te Awakairangi Health Network have eight participants 

registered.  

Supporting HVDHB 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 will 

support co-location of services, particularly 

where new facilities are developed to 

accommodate expanded or merged practices. 

TeAHN will also support increased linkages 

between general practices and community 

providers.  

¶ Evidence of increased 

participation of DHB staff in 

primary care settings  

¶ Number of practices with DHB 

staff participating in MDTs 

¶ Evidence of increased 

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 project to improve how DHB and 

community services can work in a more integrated way with primary care to 

improve care for our community. A working group was established earlier in 

2017 and has reviewed the current state and the evidence. Two workshops 

were held in November and the information from these have been used to 

develop a new model of care that will support the  DHB services to implement 

new ways of working with the Health Care Home practices and community 

services.  
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STRATEGY 1.2:  IMPROVING ACCESS AND ENHANCING DELIVERY OF CARE 

Action Measure Reporting for the period 

Strategic focus on equity  

In 2017/18, TeAHN will work with the local 

aņƻǊƛ ƘŜŀƭǘƘ ǇǊƻǾƛŘŜǊǎΣ ŀƴŘ Iǳǘǘ ±ŀƭƭŜȅ 5I. ǘƻ 

ƛƳǇƭŜƳŜƴǘ ǘƘŜ 5I. aņƻǊƛ IŜŀƭǘƘ tƭŀƴ.  

TeAHN will continue to work with the DHB and 

Pacific Health Services (Hutt Valley) to 

implement Paolo mo Tagata ole Moana: Pacific 

Health Action Plan 2015 - 2018  

 

 

¶ wŜǇƻǊǘƛƴƎ ŀƎŀƛƴǎǘ ǘƘŜ aņƻǊƛ 

Health Plan performance 

measures  

¶ Reporting against the Pacific 

Health Action Plan performance 

measures 

TeAHN has 119,373 people enrolled, equivalent to approximately 84.9% of 

the Hutt Valley DHB population.  We understand that 13.8% are enrolled with 

Ropata Medical Centre, with others being enrolled with Wellington practices.   

Using the population of the Hutt Valley DHB from the 2013 Census, TeAHN 

practices have enrolled the equivalent of 96.3% of the Maori population, and 

91.0% of the Pacific Island population.  

TeAHN has continued to assist practices to implement the National Enrolment 

System including an audit process (EDAT) that assists practices to improve the 

accuracy of their ethnicity recording.  The Stage 1 audit showed all practices 

doing well, scoring 14/15. The next part of the EDAT process will be 

implemented in the next six months.  

TeAHN has been working closely with Pacific Health Services (PHS) on several 

initiatives that are contributing to the Pacific Health Action Plan, including the 

faith-led health promotion work with clusters of Pacific churches.  Another 

initiative is focusing on integrating PHS staff with general practices, initially 

starting with Naenae Medical Centre. PHS and Naenae have signed a 

Memorandum of Understanding and work has commenced on practical 

arrangements that bring members of these teams together to provide a more 

integrated model of care for Pacific patients. Referral from Naenae Medical 

Centre will start in March 2018.   

We are very encouraged by the progress on this initiative. It will be evaluated 

in May 2018, with the intention of extending this service to other Hutt Valley 

practices with high Pacific populations. This work was initially supported by 

ƻƴŜ ƻŦ ¢Ŝ!IbΩǎ ŦŀŎƛƭƛǘŀǘƻǊǎΦ Lƴ нлмуΣ ƛǘ ǿƛƭƭ ōŜ ǎǳǇǇƻǊǘŜŘ ōȅ Candice Apelu who 

has been appointed to a position, based in the DHB Pacific Health Unit, and 
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funded jointly by HVDHB and TeAHN.    

! tI{ ǎǘŀŦŦ ƳŜƳōŜǊ Ƙŀǎ ŀƭǎƻ ƧƻƛƴŜŘ ¢Ŝ!IbΩǎ /ƭƛƴƛŎŀƭ DƻǾŜǊƴŀƴŎŜ /ƻƳƳƛǘǘŜŜΣ 

strengthening the connections between the services.  

TeAHN is continuing to work closely with Takiri Mai Te Ata (the whanau ora 

collective, based at Kokiri marae) assisting the various teams and services to 

link more closely with TeAHN general practices, to improve uptake of 

prevention programmes such as immunisations, cervical and breast 

screening, respiratory health, sore throats RF and smoking cessation.  

TeAHN is continuing discussions with Te Runanga o Te Atiawa, identifying 

areas of mutual interest. As always, TeAHN teams have been preparing for 

our participation in the major festival, Te Ra, held at Te Whiti Park each 

summer. 

Better help for smokers to quit   

TeAHN will continue to  

o Provide ABC smokefree training and support 

to practices  

o Improve referral systems from primary care 

to specialist cessation services for priority 

ƎǊƻǳǇǎ όaņƻǊƛΣ tŀŎƛŦƛŎΣ ǇǊŜƎƴŀƴǘ ǿƻƳŜƴύ 

 

to enable the achievement and maintenance of 

the Better Help for Smokers to Quit health 

target. 

¶ % of enrolled patients who have 

had their smoking status 

recorded  

¶ % of enrolled patients who 

smoke and have been offered 

advice from their general 

practice to quit  

¶ % of smokers referred to 

specialist cessation services.  

All by Total Population, High Needs, 

aņƻǊƛ ŀƴŘ tŀŎƛŦƛŎ ŜǘƘƴƛŎƛǘȅ  

Results for Smoking Status recorded (sourced from Karo Data Management): 

¶ 95.6% Total Population 

¶ 94.2% High Needs 

Results for Brief Advice and/or Cessation Support (sourced from Karo Data 

Management): 

¶ 87.3% Total Population 

¶ 86.6% High Needs 
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8 out of 20 practices achieved 90% or better for the Smoking Brief Advice 

target, and a further 8 practices achieved over 80%. While practices remain 

very committed to achieving this target, many of them still struggle with the 

correct documentation and offering timely brief advice. ¢Ŝ!IbΩǎ tǊŀŎǘƛŎŜ 

Development Facilitator (PDF) is supporting the Regional Stop Smoking 

Service (RSSS) Manager and Quit Coaches to establish stronger relationships 

with practices (particularly those where cessation clinics are based).  Practices 

are being encouraged to provide brief advice and make ongoing referrals for 

cessation to the RSSS.   

The other challenge is the support required to reach smokers who do not 

attend the practice. In 2016/17, TeAHN invested in a six month support 

package with Vensa that provided every practice with support to run text 

based campaigns targeting smokers who had not been reached by the 

practice.  An incentive programme accompanied this, providing practices with 

access to additional resources linked to performance.   The Vensa texting pilot 
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came to an end in early June with a number of Practices opting to continue 

with the service as they have found it very effective in engaging smokers.   

While text messaging systems can help to reach some of these smokers, other 

smokers require more intensive follow-up.   As more and more of the smoker 

population quit or consider quitting, it is harder for practices to engage with 

and reach long-term smokers.  Often these smokers need to have the brief 

advice on many occasions to start to consider quitting.   

TeAHN has been contracted by Hutt Valley DHB to liaise and manage claiming 

for a project (from 1 October 2017 to 30 June 2018) where community 

pharmacists and pharmacy technicians provide willing smokers with brief 

advice and referral to smoking cessation services (using the RSSS).  To date 27 

pharmacies have received the ABC training from the DHB, agreement letters 

are in place with TeAHN and referrals are beginning to flow from pharmacies 

to RSSS.   

Improve uptake of childhood immunisation 

services 

This programme aims to improve immunisation 

coverage for all children with the aim of reducing 

rates of vaccine preventable disease as part of 

better health services for children.  

TeAHN will continue to provide practice 

facilitator support to practices, to assist them to 

reach and maintain high immunisation coverage. 

TeAHN will link with community organisations 

and agencies to reach families/whanau who are 

not well engaged with their general practice. 

¶ 95% of eight month old 

immunisations complete 

¶ 95% of two year old 

immunisations complete 

All by Total Population, High Needs, 

aņƻǊƛ ŀƴŘ tŀŎƛŦƛŎ ŜǘƘƴƛŎƛǘȅ 

TeAHN practices came very close to achieving the 95% target for the October 

to December 2017 quarter, reaching 94.0% for 8 month olds and 94.7% for 2 

year olds. Despite significant work across the sector, higher numbers of 

families are declining immunisations (as has been reported around NZ).  This 

has affected the numbers for both the 2 year and 8 month immunisations, 

with 11 and 15 families declining respectively.   

The lower rates for Maori and Pacific children are a concern. TeAHN staff have 

been working closely with Regional Public Health immunisations co-ordinator, 

the NIR administrator based at Regional Public Health, the practice 

immunisation champions and the Outreach Immunisation Service to ensure 

that all Hutt Valley children receive their scheduled immunisations on time.  

TeAHN have been closely supporting the Outreach Immunisation Service to 

develop improved systems and processes to track children referred, and to 
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engage with the wider community to increase immunisation rates.  

 

In November 2017 TeAHN, NIR and Regional Public Health provided an 

immunisation training session for nurses, health care assistants and 

administration staff.  The implementation within MedTech of the July 2017 

changes to the Childhood Immunisation Schedule had caused confusion 

across practices, and the training addressed the data entry issues arising from 

the new schedule.   

 

 

 

 

 

 

 

 

 

 

 

Childhood Immunisations 

As at 31 December 2017 

Ethnicity/ 

Quintile 
Eight Months Two years 

Maori 91.8% 93.0% 

Pacific 89.2% 100.0% 

Quintile 5 97.0% 95.8% 

Total 94.0% 94.7% 
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Reduced influenza morbidity  

TeAHN will promote influenza vaccinations for 

eligible people across Hutt Valley general 

practices with ŀ ǇŀǊǘƛŎǳƭŀǊ ŦƻŎǳǎ ƻƴ ƻƭŘŜǊ aņƻǊƛ 

people. 

¶ % of enrolled population who 

are 65+ years who are eligible 

for and completed seasonal 

influenza immunisation.  

All by Total Population, High Needs, 

aņƻǊƛ ŀƴŘ tŀŎƛŦƛŎ ŜǘƘƴƛŎƛǘȅ 

TeAHN practices achieved the following percentages for flu vaccine coverage 

in the 2017 influenza campaign, with results collated as at 30 September 

2017.   

¶ Flu Vacc >=65 years  

o Total Population = 59.8%  

o High Needs Population  = 58.5%  

¶ Flu Vacc <65 years and diabetes  

o Total Population = 67.6%  
o High Needs Population  = 65.4%   

These ǊŜǎǳƭǘǎ ŀǊŜ ǘŀƪŜƴ ŦǊƻƳ ¢Ŝ!IbΩǎ .Ŝǎǘ tǊŀŎǘƛŎŜ LƴǘŜƭƭƛƎŜƴŎŜ ό.tLύ Řŀǘŀ 

gathered from practice management systems and may not include all flu 

vaccinations, as some people are immunised outside the practice. PHOs have 

previously received flu vaccination data from DHBSS but this service has been 

discontinued.  
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Practices proactively recall their eligible population for influenza 

immunisation and also immunise opportunistically. The autumn and early 

winter is a very busy time and most practices have dedicated immunisation 

clinics.  

TeAHN continues to support winter planning efforts at HVDHB, facilitating: 

¶ Acute appointment availability and management in general practice 

¶ Active follow up for people with frequent admissions (respiratory and 
other long term conditions) who need flu vaccinations.  

In the Hutt Valley, a number of pharmacies are taking up the option to provide 

immunisation to people 65 years and over (including retirement villages) and 

pregnant women. The Hutt Valley population appears to have responded to 

the flexibility and convenience that the pharmacy service offers.   

While greater patient choice and convenience is valuable, this change also 

means that there will always be discrepancies in flu vaccination data, due to 

pharmacies providing flu vaccinations. This makes it impossible for primary 

care providers to know who among their patients has received the 

vaccination, resulting in practices wasting time and money trying to recall 

patients who have already had their immunisations at pharmacies.   

All practice staff are offered free influenza immunisation. Although this is 

optional, there is an expectation that staff will be immunised.  
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Rheumatic Fever ς Prevention Programme 

In 2017/18, TeAHN will partner with practices 

and local pharmacies to maintain and improve 

access to timely assessment of children and 

young people with sore throats. We will partner 

with community agencies to promote these 

services and spread key messages around the 

risks of rheumatic fever.  These actions aim to 

improve timely access to treatment and reduce 

the risk of this disease spreading.   We will work 

with the Well Homes service (a multi-agency 

partnership helping whanau with housing 

problems and connecting them to health and 

social services) to increase referrals from general 

¶ Number of people presenting at 

walk in clinics with sore throats, 

by ethnicity, age and gender 

¶ Number of walk in clinics 

operating 

¶ Number of under 13 

assessed/treated for sore 

throats 

 

TeAHNΩǎ clinical advisory team and some practice staff have supported the 

development of a new approach for the Rapid Response Sore Throat Primary 

and Community Service in 2017/18. This approach has been approved by Hutt 

Valley DHB. New agreements with the eight practices and sixteen pharmacies 

involved took effect from November 2017.   

Sore throat assessments by GPs and/or nurses that include a throat swab, and 

assessments by pharmacist that do not include a throat swab, are covered.  

As at the end of December 2017, the general practices that have engaged in 

the delivery of Rapid Response Sore Throat checks are Naenae MC, Stokes 

Valley MC, Epuni MC, Taita MC, Whai Oranga HC and Lower Hutt After Hours.  

The pharmacists that are engaging in the programme are from Unichem 

Owles Naenae, Wainuiomata Pharmacy, Queen Street Pharmacy, Taita 

Pharmacy, CliveΩs Chemist, and Woburn Pharmacy.   

We are working with other practices and pharmacies to increase the 
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practices.  ŀǾŀƛƭŀōƛƭƛǘȅ ƻŦ άǿŀƭƪ ƛƴ ŀǇǇƻƛƴǘƳŜƴǘǎέ ōǳǘ ǘƘŜǎŜ ŀǊŜ ŘƛŦŦƛŎǳƭǘ ǘƻ ǎǘŀŦŦ ŀƴŘ 

resource as demand is variable.   

The number of patients seen has increased during the period.  This is a 

reflection of the winter period and the new plan that took effect from 1 

November 2017.  

Date 

Total Number of 

Patients Seen 

(based on 

claims) 

Number 

treated with 

antibiotics 

Number seen 

but not 

treated with 

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 Stokes 

Valley MC (due to previous claiming issues at the practice).  

Consistent messaging across all the RF programmes has been a focus over the 

past quarter. Several community providers (including Pacific Health Service, 

Kokiri Marae Health and Social Services, Tu Kotahi Maori Asthma Trust and Te 

Runanga o Te Atiawa based at Waiwhetu) are doing ongoing awareness 

raising.  General practices and pharmacies involved in the program have been 

provided with up to date advertising material on RF and sore throats from the 

Health Promotion Agency, so that they can promote awareness as well. The 

Well Homes programme at RPH has also supported increased community 
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awareness of RF and sore throats.  ¢Ŝ!IbΩǎ ƴŜǿ website includes updated 

material and links on RF and the sore throat assessments. 

Tu Kotahi has been contracted to develop a toolkit of resources that will be 

used to promote sore throats awareness and rheumatic fever prevention to 

hard-to-reach communities.  The development of this RF toolkit is moving 

forward with a set of draft posters for the kit being collectively reviewed and 

made ready for print.  

Rheumatic Fever Management ς Bicillin 
Programme 
TeAHN provides a follow-up treatment service 

for young people (aged 16 to 21 years) who have 

been diagnosed with rheumatic fever, to 

prevent recurrences and cardiac damage, and 

support healthy lifestyle choices.  

In 2017/18, TeAHN will support up to 20 young 

people in the community, to ensure they are 

receiving their monthly prophylactic antibiotic 

injections. Where possible, the team will work to 

connect each of these young people to their 

general practice team. 

¶ Total number of clients 

¶ Number of new clients joining 

¶ Number of clients transferring 

out 

¶ Number clients administered 

prophylaxis by TeAHN 

The Outreach Nurses continue to administer monthly prophylactic injections 

to young adults aged between 16 years and 21 years of age. 

 

 

 

Clients  receiving monthly Bicillin Injections  - July ς December  2017 

Total number of clients Start of period - 17  

End of period - 23 

 

Number of new clients joining service 9   

Number of clients transferring out 3  

Number of prophylaxis administered  

(Total number of injections given)  

119 

 

 

Acute Care  

In partnership with local practices and Hutt 

Valley DHB, TeAHN works to build the capacity 

and capability of general practice to manage 

people with acute conditions.   This is supported 

through links with the Acute Demand Clinical 

Network; participation in winter planning; 

¶ ED visits by quarter 

¶ Acute medical admissions by 

quarter 

¶ List of supported POAC 

conditions 

¶ Practice uptake, as evidenced 

TeAHN continues to be active in supporting and encouraging the involvement 

of practices in managing acute demand. TeAHN does this by providing 

ongoing support and clinical advice to practices in order to increase the 

uptake of POAC across the Network.  

Since October 2017, the number of approved conditions under POAC have 

increased from four to six (headache, acute asthma for adults, renal colic, 
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promotion of Health Pathways; uptake of 

packages of care linked to Health Pathway 

conditions, and promotion of effective local 

after hours arrangements. The overall 

effectiveness of these efforts are shown by  

In 2017/18,  

o The number of conditions supported by the 

Primary Options for Acute Care  (POAC) 

programme will be expanded;  

o TeAHN will continue to work with Lower 

Hutt After Hours (LHAH) and local practices 

to promote joined up after hours 

arrangements that meet local needs and are 

sustainable.  This will include promoting 

ongoing involvement of patients in co-

design, building stronger links with hospital 

acute service and promotion of LHAH role in 

support of POAC;  

o TeAHN will continue to work with practices 

to promote improvements to their triage, 

acute assessment and access to urgent 

appointments;    

o The practices participating in the Healthcare 

Home implementation will focus on their 

acute care model, with support to transition 

to new arrangements including GP triage, 

enhanced telephony options, patient portal 

activation and streamlined acute 

assessment and management;    

by POAC claims 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

acute urinary retention, DVT, and cellulitis). In 2018, two additional conditions 

are being considered for inclusion in the POAC in order to expand the capacity 

for acute care and demand. The 2 conditions are acute asthma for children 

(below 16), and IV fluid replacement for dehydration. With clinical oversight 

being provided by the Clinical Advisory Group, the intent is to further expand 

the number POAC conditions by the middle of 2018. Specific business rules 

will need to be developed and match existing clinical pathways to support 

these additional conditions.    

From Jul-Dec 2017 there has been a total of 145 POAC claims across the 

network of practices - DVT and cellulitis remain as the most claimed condition. 

The 4 highest users of POAC are Lower Hutt After Hours, Ropata Medical 

Centre, Upper Hutt Medical Centre, and Naenae Medical Centre. Other 

TeAHN practices also utilise POAC in smaller volumes.  

POAC Type Jul-Dec 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 DHB and 

local practices to raise awareness of the acute pressures faced by the hospital 

services. All Network practices now make provision for acute slots and report 

that these are well used.  In the larger practices, nurse triage is used to assign 
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TeAHN will also continue work with practices 

implementing long  term condition (LTC) plans 

that promote proactive planning, enhanced self 

management around acute exacerbations. See 

section on LTC for more detail.    

 

 

 

 

¶ Number under 13s seen in 

practices 

¶ Number of practices offering 

extended hours/walk in clinics 

¶ For HCH practices, introduction 

of acute slot metrics (subject to 

development). 

these slots and in smaller practices, the GP/reception team work to fit acute 

people in. There is ongoing work with the DHB SPO team and DHB specialist 

services to proactively follow-up respiratory and diabetic patients in order to 

ensure that they have self-management plans in place prior to winter. 

We are continuing to monitor the utilization at a practice level and to work 

with the Lower Hutt After hours to monitor demand.   It is clear that while the 

under 6 numbers at practices, including after hours appear to be levelling off, 

there has been a sustained higher level of activity in the 7-18 age groups. 

Extended hours options are now offered in around half our practices, in 

particular the larger ones.  We are aware of discussions in the remaining 

larger practices around how this might be accommodated through their 

staffing models with a view to introducing evening and early morning 

appointment options.    While most practices report that they have systems 

ƛƴ ǇƭŀŎŜ ǘƻ ǘǊƛŀƎŜ ŀƴŘ ŀǎǎŜǎǎ ŀƭƭ ǿŀƭƪ ƛƴ ŀŎǳǘŜ ŎŀǎŜǎΣ ŦƻǊƳŀƭƛȊŜŘ άǿŀƭƪ ƛƴ άŎƭƛƴƛŎǎ 

have not proved to be sustainable due to pressures on staffing from this 

model.  Those where this was being trialed have adapted the model and now 

offer a fixed number of un-booked appointments for people calling on the 

same day. 

Metrics to assist with the measurement of acute slots in practices are being 

developed as part of HCH with our team being part of the national HCH 

collaborative, a forum in which this work is being refined. 

Patient-centred Acute Community Care (PACC)  

PACC is the coordinated delivery of primary and 

community based health services and resources 

to support general practice teams to manage 

patients in the community, and reduce hospital 

demand.  

¶ Practice feedback on ease of 

access to, and effectiveness of 

support  

¶ Number of cases referred to 

district nursing through this 

pathway 

The service is now provided on a scaled back basis by the HVDHB district 

ƴǳǊǎƛƴƎ ǘŜŀƳ ƛƴ ŎƻƴƧǳƴŎǘƛƻƴ ǿƛǘƘ ¢Ŝ!IbΩǎ ƻǳǘǊŜŀŎƘ ǘŜŀƳΦ The district nursing 

team have continued to receive calls but are not actively promoting the 

service or option. 
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In 2017/18, the PACC role will transition back to 

the district nursing team based at the DHB.   

TeAHN will continue to work with this team to 

connect practices to the support they require to 

manage acute cases in the community. 

 

 

Health Pathways   

In 2017/18, TeAHN will continue to support the 

implementation of Health Pathways, with 

exposure of relevant pathways at CME and 

other training sessions.  

TeAHN will participate in expansion of the 

number of services shifted to the community 

through Primary Options for Acute Care (POAC).  

¶ Evidence of Health Pathways 

being given exposure at CME 

and other training 

opportunities. 

¶ GP uptake ς based on website 

page view data 

TeAHN continues to support the development and implementation of 

HealthPathways. There are now 355 live pathways that support GPs with the 

delivery of top-of-scope primary care practice and ensure that they make 

appropriate referrals to secondary care and community agencies, when 

relevant. 

HealthPathways continue to be given exposure during CME training sessions, 

and recent examples include the CME on Palliative Care on 30 October 2017. 

Dr Hans Snoek contributed to the Bowel Cancer Pathways video clip that has 

been produced to promote user uptake of the cancer pathways. 

Work on pathways to support POAC funding for adult dehydration and 

migraine is underway. 

 

Community Referred Radiology  

This programme provides primary care referrers 

and patients with access to cost-effective 

imaging services that facilitate accurate and 

ǘƛƳŜƭȅ ŘƛŀƎƴƻǎƛǎ ƻŦ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ƘŜŀƭǘƘ 

concerns and/or condition.   

In 2017/18 TeAHN will be working to embed 

both the electronic referral system (end to end 

referrals across all providers) and the CRAC 

refinements (six monthly updates).  

The clinical advisory committee, providing 

¶ Number of patients referred for 

radiology services through a 

primary care provider 

¶ Referrals by quintile 

¶ Case mix across modalities 

¶ Number of quality audits 

 

The total number of procedures funded for the first six months of the 

2017/2018 year was 5367, significantly higher than in the same period in the 

previous year, reflecting the extension of eligibility to people living in Quintile 

4 areas.  
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governance and oversight, will continue to 

monitor uptake and conduct quality audits.  

From July 2017, access will expand to include 

people from Quintile 4 areas.   

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

The following graph shows the number of procedures by type.  The increase 

in breast and ultrasound cases seen in Q1 has decreased but appear to be 

resetting at a consistently higher rate, as the extension for Q4 patients 

becomes embedded into practice. 

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

Total No. of
Procedures

2017/18
800 951 973 884 951 708

2016/17
Procedures

512 695 646 621 655 568 560 718 802 666 830 741
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The clinical advisory group has continued to monitor progress of the 

community radiology programme and to monitor individual referrersΩ activity.   

We have noted an increase in the number of patients receiving more than one 

investigation on the same day and are looking at these examples in more 

detail.   

In November the advisory group completed an audit of around 300 

ultrasound referrals with a focus on understanding variation across referrers.   

The results highlighted a significant improvement in the quality of referral 

data (86.2% deemed sufficient) and where a guideline was present, 66.5% 

were consistent with the CRAC guidelines/health pathways.  The committee 

highlighted a number of areas where the CRAC guidelines may need 

enhancement. 

Based on the audit findings, members of the committee will be working with 

representatives from Compass Health, Hutt Valley DHB and Capital and Coast 

Q1 Q2 Q3 Q4

2014/2015 $242,096 $226,921 $241,734 $215,662

2015/2016 $243,003 $253,132 $228,034 $196,086

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
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DHB to update the CRAC as a part of its continuous improvement.   As these 

guidelines move into frequent use we are receiving encouraging feedback 

from practices around their usefulness.  We are expecting these to be 

updated every six months with key changes also being transitioned into the 

BPAC referral form once they are approved by the team undertaking the 

updates. 

Skin Lesion Programme  

This programme provides cost effective, early 

access for the removal of eligible skin lesions, 

free of charge to patients with Community 

Service Cards. This is a service provided through 

referral and within the primary care practice.  

In 2017/18, TeAHN will evaluate this service, 

completing a detailed assessment of current 

caseload with the aim of repositioning this 

service to achieve best outcomes within 

available resources.   Clinical governance will be 

reshaped, with enhanced audit being put in 

place to enable the service to be refocused over 

time. 

 

¶ Total number of patients 

referred for skin lesion removal  

¶ Number of cases managed by 

each trained GP 

¶ Clinical outcomes (subject to 

further development of 

metrics) 

The skin lesion service funded 244 lesion removals in primary care during this 

period, in line with the same period in previous years. Note: The target for 

skin lesion removals was reduced from 162 down to 141 at 1 July 2018. 

 

 
 

There were no GP training sessions held in the Hutt Valley between July to 

December 2017. The total number of approved GPs in the Hutt Valley is 113. 
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Transport Service 

The transport service 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 

Mņori, Pacific and Quintile 5 people, although 

others receive 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.  

¶ Number of trips delivered by: 

destination; patient ethnicity; 

and Quintile  

The Transport Service continues to provide a service to those who are eligible, 

enabling them to reach appointments until they can make permanent 

transport arrangements. The service continues to operate within budget. 

Of the total 139 trips made in the period July to December 2017, 93 trips 

(67%) were to primary health appointments (including medical practice, 

podiatry and radiology appointments), and 46 (33%) were to hospital 

appointments. 

 

 

The number of trips has stabilised at the lower level expected when the 

criteria changed in July 2016 (generally supporting trips to care delivered by 

Hutt Valley providers). 

 

 

 

 

 
 

1 Jul ς 31 Dec 2017 Destination of Trips 
Number of 

Trips 

Secondary health 

appointments 

Boulcott Hospital 0 

Hutt Hospital 42 

Wellington Hospital 4 

Primary health 

appointments 

Medical Practice 60 

Podiatrist 28 

Radiology 1 

Other 4 

 Grand Total 139 
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The Community Health Workers (CHW) team raised concerns over the 

difficulties for SIA patients getting to and from CCDHB Eye Department 

Outpatients Clinic appointments, regardless of day or time. This has since 

been escalated, with TeAHN CE seeking information from CCDHB to 

determine the exact extent of this problem and possible solutions. Until a 

resolution has been sought, CHWs have been given permission to utilise the 

Transport Service for affected patients in exceptional circumstances. 

 

Interpreting Service  

TeAHN contracts with the Office of Ethnic 

Communities for the Language Line telephone 

interpreting service which provides interpreters 

in 44 different languages. General practices can 

call the service to enable patients who do not 

speak English, to communicate in their own 

language and get appropriate healthcare.  

In 2017/18, TeAHN will monitor the demand for 

the service to assess the likely budget needed in 

future.  

¶ Number of calls made by 

language and Medical Practice 

Language Line continues to provide a telephone service for non-English 

speaking patients so that they are not disadvantaged in seeking appropriate 

care. 

From July to December 2017, 205 calls were made by 12 general practices and 

2 calls were made by TeAHN clinical staff, giving a total of 207 calls. The most 

frequent users of the service were Hutt Union and Community Health Services 

(Petone and Pomare sites) whose combined usage accounted for 69 calls 

(33%) of the overall total. The next highest user was Petone Medical Centre 

with 42 calls (20%), followed by Naenae Medical Centre with 25 calls (12%).   

 

The graph below shows the range of languages requested for the July to     

December 2017 period: 
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The Office of Ethnic Communities continue to monitor requests for languages 

they do not currently provide (e.g. Karen and Chin speaking refugees from 

Burma) and work with their suppliers to secure new languages when possible. 

This is very important for TeAHN practices that enrol and care for the refugees 

coming to the Hutt Valley.  
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Refugee Services 

TeAHN will continue to support the eight local 

practices now actively enrolling and supporting 

refugee families who settling into the Hutt 

Valley under the Red Cross scheme.   

In 2017/18, there are likely to be 80 refugees 

resettled in the Hutt Valley, slightly 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) and the number of cases accepted by 

practices is contingent on TeAHN receiving 

ongoing financial support from Hutt Valley DHB. 

¶ Number of refugees enrolled 

with local practices 

¶ Funding allocated for first year 

and second year 

¶ Number of practices accepting 

enrolments 

TeAHN has been working closely with practices over the last few months to 

understand and address issues practices may have with refugee enrolments. 

The practices that take refugee enrolments are committed to working 

alongside their refugee patients to improve health and social wellbeing.     
 

 

 

 

 

 

 

 

 

 

 

 

 

The numbers in the table above do not include refugee patients from the 

Family Reunification Programme, who join existing families and are enrolled 

at the practices used by the family.  
 

From December 2017 there are 2 practices that are open to taking in any 

future allocations of refugees (Petone MC and Epuni MC).  Other practices 

(including Waiwhetu MC, HCHC, Soma MC, HUCHs Pomare/Petone and 

Naenae MC) are either closed to refugee intakes for the near future or will 

only consider taking refugee enrolments on a case by case basis.  Over the 

past six months, practices have expressed frustration about some difficulties 

with the refugee programme, arising from limited support from the 

organisations responsible for orienting the refugees. TeAHN is working 

closely with Red Cross, RPH and other services to support practices, their 

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 
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teams and processes to develop future capacity to take ongoing refugee 

enrolments in 2018.    
 

Interpreting services for refugees from Burma (including Chin and Karen 

speakers) are causing some issues for practices and other health practitioners 

in the Wellington region working with refugee patients.  There is one 

interpreter available in the Wellington Region.  TeAHN is currently looking at 

solutions to resolve this and any other areas of concern for practices.   

 

Funding 

allocated 

1st year 2nd year Refugee 

development 

one off $ 

 $15,400 $3,000 $2,500 

Cardiovascular Risk Screening and Education 

This programme is specifically targeted towards 

screening populations at higher risk of 

cardiovascular disease, and aims to reduce 

cardiovascular disease mortality and morbidity 

through cardiovascular disease risk assessment 

(CVDRA) and education.  

In 2017/18 TeAHN will continue to work with 

primary care and community providers to 

encourage people to get their checks, with a 

particular focus on increasing the number of 

aņƻǊƛ ŀƴŘ tŀŎƛŦƛŎ ƳŜƴ ƎŜǘǘƛƴƎ ǘƘŜƛǊ ŎƘŜŎƪǎΦ ²Ŝ 

will support practices to undertake active 

treatment and management of high risk 

patients, under the Long Term Conditions 

Programme.   

¶ % of eligible people who have a 

CVD risk assessment, by Total 

tƻǇǳƭŀǘƛƻƴΣ IƛƎƘ bŜŜŘǎΣ aņƻǊƛ 

and Pacific ethnicity 

 

During 2017/2018, TeAHN has continued to support practices to meet the 

Health Target of 90% uptake for CVD Risk Assessments. At December 2017: 

¶ 86.9% of eligible patients have a completed CVDRA in the last 5 years; 

¶ 85.7% of eligible high needs patients have a completed CVDRA in 
the last 5 years, and this included a success rate of 83.3% for Maori 
and 86.4% for Pacific.   

¶ Nine out of 20 TeAHN practices had surpassed the 90% target for CVD 
Risk Assessments.  

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

as people reach the age of eligibility for a CVDRA, or need a reassessment.  

We have integrated the follow up of our CVDRA population into LTC practice 

ǇƭŀƴǎΣ ǎǘŀǊǘƛƴƎ ǿƛǘƘ ǘƘŜ Ψ/ƭƛƴƛŎŀƭƭȅ IƛƎƘ wƛǎƪΩ ǇƻǇǳƭŀǘƛƻƴ όƛΦŜΦ ǘƘƻǎŜ ǿƘƻ ƘŀǾŜ 

had a cardiac event). Practices will use their LTC funding to manage this group. 
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Bowel Screening 

TeAHN will support the implementation of the 

national bowel screening programme, as it is 

rolled out in the Hutt Valley (and Wairarapa) in 

2017/18. TeAHN will implement a BPAC referral 

form and a claiming system, and will continue to 

support communications between the 

programme and general practices.  

¶ No of claims for consultations 

relating to positive screening 

results, by Total population, 

aņƻǊƛ ŀƴŘ tŀŎƛŦƛŎ ŜǘƘƴƛŎƛǘȅ 

(data not provided by TeAHN) 

The Practice Development Facilitator (PDF) has worked closely with all 

practices over the first quarter to introduce and embed the National Bowel 

Screening Programme (NBSP) referral and claiming processes.  There were 

some initial implementation requests for further information and/or 

education at individual practitioner level, as is expected when embedding 

new programmes. To date the programme is running smoothly with claims 

and referrals moving through expected channels.   

 

During the implementation process, some GPs voiced concern about equity 

for some population groups.  To remedy this, TeAHN has sought to provide 

sample faecal immunochemical test (FIT) kits to practices with high Maori and 

Pacific populations so that GPs and practice nurses can provide one-on-one 

education to patients concerned.  The FIT kit provides a visual and practical 
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resource that alleviates many of the concerns that whanau/fanau have about 

sending samples back for testing.  TeAHN have worked closely with the NBSP 

coordination team at the HVDHB to educate Maori and Pacific communities, 

including kaumatua programmes facilitated by Kokiri Marae Health and Social 

Services and the Pacific Health Service staff.  

 

Number of patients with positive FIT and outcome (i.e. Referral on to 

colonoscopy in public, private colonoscopy or not appropriate) and ethnicity  

 

Positive FIT test results by Quarter  
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e
r 

Q1 

July/Sept 17 

NBSP1    11 1 1  

 NBSP2   2    

Q2 

Oct/Dec 17 

NBSP1    28 3 1 1 

 NBSP2   1    

Cervical Screening 

TeAHN works with practices, Mana Wahine and 

the Regional Screening Service to increase the 

rates of cervical screening in the high needs 

population by removing the cost barrier and 

ŜƴŎƻǳǊŀƎƛƴƎ ǇǊŀŎǘƛŎŜǎ ǘƻ ŦƻŎǳǎ ƻƴ ǿƻƳŜƴΩǎ 

health.   

In 2017/18, TeAHN will continue the screening 

subsidy for Maori, Pacific and Quintile 5 women, 

using SIA funding. 

¶ %  of eligible women with up-

to-date screening for cervical 

cancer, by Total population, 

IƛƎƘ ƴŜŜŘǎΣ aņƻǊƛ ŀƴŘ tŀŎƛŦƛŎ 

ethnicity  

¶ Number of primary care 

practice nurses who are 

qualified smear takers 

!ǎ ŀǘ ол WǳƴŜ нлмтΣ ¢Ŝ!IbΩǎ ǇŜǊŦƻǊƳŀƴŎŜ Řŀǘŀ ǎȅǎǘŜƳ .Ŝǎǘ tǊŀŎǘƛŎŜ 

Intelligence (BPI) showed that 67.5% of all eligible women (total population) 

and 62.2% of high needs women have received a cervical smear. BPI does not 

capture smears done elsewhere, although these are captured in the National 

Screening Unit cervical screening register (CSR) which the MoH uses for its 

Ŧƛƴŀƭ ŎŜǊǾƛŎŀƭ ǎŎǊŜŜƴƛƴƎ ǊŜǎǳƭǘǎΦ IƛǎǘƻǊƛŎŀƭƭȅΣ .tL Ƙŀǎ ǳƴŘŜǊŜǎǘƛƳŀǘŜŘ ¢Ŝ!IbΩǎ 

final result (as reported by the MoH) by between 6 and 10%.  

In this six month period, TeAHN continued to fund smears for Maori, Pacific 

and Quintile 5 women with 712 women receiving funded smears (44% Maori, 
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 23% Pacific, 14% Quintile 5 and 20% Other).  

At present, there are 63 authorised smear takers across ¢Ŝ!IbΩǎ нл ǇǊŀŎǘƛŎŜǎ, 

with all practices having at least one. TeAHN has approved funding for 3 new 

practice nurses to attend cervical screening training in March 2018.    

Mana Wahine reports that since the formation of the Mana Wahine Alliance 

with Te Awakairangi Health Network, there has been an immense increase in 

referrals for priority group women.  Mana Wahine have received total of 119 

referrals for Q2, compared to 26 referrals in 2015/16.   

Over Q2, Mana Wahine and the Practice Development Facilitator (PDF) for 

TeAHN have visited the following practices to support them to refer hard to 

reach priority women for screening (Upper Hutt Health Centre; Pretoria Street 

Surgery; Manuka HC; Waiwhetu MC; Gain Health; HUCHS Pomare and Petone; 

Naenae MC; Whai Oranga HC; Hutt City Health Centre; Epuni MC and Soma 

MC).  

Long Term Conditions (LTC) programme  

TeAHN will progress the new model of care and 

support for practices to improve the care of 

patients with long term conditions (LTC), 

continuing the use of LTC practice plans and bulk 

funding for flexible care. With all 20 practices 

participating in the LTC programme, the focus in 

2017/18 will be on developing systems and 

refining the framework for monitoring and 

evaluating the effectiveness of the programme.  

There will be a focus on strengthening linkages 

of the LTC programme with the practice-based 

Clinical Pharmacists programme and other 

¶ No. of practices set up to access 

their LTC programme 

information through their 

practice portal  

¶ Reports for each practice 

identify:  

o Utilisation of  their funding  

o Volume of activity/outputs 

o Access to and use of 

relevant services by 

ethnicity 

o Progress against a set of 

clinical indicators (using 

The Long Term Conditions (LTC) programme is continuing to progress, with all 

20 practices now participating, and most now in their second year of delivery.  

The programme is guided by consistent governance from the LTC Peer 

Advisory Group (PAG), comprising two general practitioners, one nurse, one 

practice manager, one pharmacist representative and one consumer 

representative from the Network. The PAG is tasked with guiding the business 

rules of the programme, providing guidance and support to the Programme 

Facilitator, and reviewing draft LTC practice plans submitted by practices.  

TeAHN has developed operational processes and systems to support the LTC 

programme. A new monitoring tool (Analytique) enables practices to better 

manage their LTC plan deliverables and funding. This tool has improved the 

scope and efficiency of reporting at both practice and PHO level. Each practice 

is now able to see a suite of reports through their secure practice portal (using 
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relevant TeAHN services, and on initiating 

linkages with the HealthCare Home 

implementation. 

The monitoring framework will initially provide 

reports for practices on their LTC funding, 

activity and outputs (through the use of the 

Analytique data extraction tool and automated 

reports made available to practices through a 

secure practice portal).  The second phase will 

develop reports that provide practices with a 

population view on the clinical outcomes for 

their patients with long term conditions. 

In 2017/18, the evaluation of the LTC 

programme will use the Results Based 

Accountability methodology to build on what 

has been already achieved in the 2016/17 year, 

with a view to designing a dashboard of 

performance measures.  

BPI) 

¶ Dashboard of performance 

measures to evaluate the 

effectiveness of the programme 

(using RBA) is completed.  

 

a unique log in to this cloud based system). 

 

A dashboard of performance measures has been developed, using the Results 

Based Accountability approach to measuring the effectiveness of the 

programme.   

 
 

The performance measures (at PHO level) are provided to the DHB in the 

quarterly reports.  Over the next six months, these graphs will be made 

available to practices through their practice portal, so that they can monitor 

their own progress against the measures.  

 

The LTC programme undertakes regular reporting and engagement with Hutt 

INC, the clinical networks and secondary care.   

Respiratory Care 

In 2017/18, TeAHN will build on the partnership 

¶ 10 new referrals per month 

¶ 120 referrals per annum 

Currently, around a quarter of TeAHN practices regularly refer to the Tu 

Kotahi service, and TeAHN staff are supporting Tu Kotahi to promote its 
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with Tu Kotahi Maori Asthma and Research Trust 

to strengthen their links with local practice 

teams and their patients.  This work will focus on 

increasing the awareness and self management 

capacity of local patients and their whanau.  

TeAHN will continue to work with the HVDHB 

specialist respiratory services and general 

practices to improve the reach of services to 

patients with established respiratory disease.   

Respiratory conditions will become a key focus 

in LTC practice plans, as teams improve the 

coding within their patient management system. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

¶ 400 face to face contacts per 

quarter 

¶ % of client group  who are of 

aņƻǊƛΣ tŀŎƛŦƛŎ ŀƴŘ Other 

ethnicity 

¶ number of practices referring to 

the service 

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

interactions  

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

risk families with respiratory conditions. 
 

There is good uptake of the service by Maori patients.  

Breakdown of new referrals by ethnicity 

Reporting 

Quarter 

Maori Pacific NZ Eur-

opean 

Other Not 

stated 

Total 

Jul-Sep 2017 34 

(81%) 

1 

(2%) 

4 

(10%) 

2 

(5%) 

1 

(2%) 

42 

(100%) 

Oct-Dec 2017 17 

(74%) 

1 

(4%) 

2 

(9%) 

1 

(4%) 

2 

(9%) 

23 

(100%) 
 

Reporting 

Quarter 

Total 

contacts 

Total under active 

management 

New 

   Referrals 

Discharges 

Jul-Sept 2017 749 407 44 14 

Oct-Dec 2017 443 453 23 17 

Breakdown of contacts by ethnicity 

Reporting 

Quarter 

Maori Pacific NZ Eur-

opean 

Other Not 

stated 

Total 

Jul-Sep 

2017 

532 

(71%) 

73 

(10%) 

70 

(9%) 

24 

(3%) 

50 

(7%) 

749 

(100%) 

Oct-Dec 

2017 

292 

(66%) 

14 

(3%) 

90 

(20%) 

9 

(2%) 

38 

(9%) 

443 

(100%) 

Diabetes Care Improvement Plan (DCIP) 

The DCIP aims to improve equity of diabetes 

outcomes through increased access by high 

¶ Number of Diabetes Annual 

Reviews given by Total 

5ƛŀōŜǘŜǎ Ƙŀǎ ŎƻƴǘƛƴǳŜŘ ǘƻ ōŜ ŀ ŦƻŎǳǎ ǿƛǘƘƛƴ ¢Ŝ!IbΩǎ ǿƻǊƪ ƻƴ [ƻƴƎ ¢ŜǊƳ 

Conditions. The results (as at December 2017) are showing the impact of 
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needs patients.  

In 2017/18 TeAHN will  support practices to 

implement the components in their LTC practice 

plans that focus on diabetes (e.g. diabetes 

annual reviews (DAR), CVD risk assessments 

,care plans, insulin starts and self-management 

support) with an emphasis on improving access 

and outcomes for Maori and Pacific patients. 

TeAHN will assist practices to refine outcome 

measures for these initiatives (as outlined under 

the LTC programme section).  

There will be a continued focus on professional 

education, in particular extending the expertise 

and advanced skills of practice nurses to enable 

them to manage more complex cases.  This relies 

on the ongoing support and input of the 

specialist diabetes team from Hutt Valley DHB. 

TeAHN will also participate in a DHB project to 

implement effective self-management tools.  

We will be working with practices to encourage 

them to fully use local initiatives that promote 

healthy lifestyle choices and equip people to 

take steps to improve their health.  In particular, 

we are looking to link the Healthy Family Coach 

service to people identified through practice 

plans as having early emerging health conditions 

that may be amenable to change. 

 

In 2017/18 TeAHN will continue to provide 

tƻǇǳƭŀǘƛƻƴΣ IƛƎƘ bŜŜŘǎΣ aņƻǊƛ 

and Pacific ethnicity 

¶ % of people with diabetes with 

glycemic control (measured by 

HbA1c), by Total Population, 

IƛƎƘ bŜŜŘǎΣ aņƻǊƛ ŀƴŘ tŀŎƛŦƛc 

ethnicity 

 

 

 

¶ Number of nurses certified at 

the generalist level on National 

Diabetes Knowledge and Skill  

¶ Uptake of advanced diabetes 

training 

 

 

  

ǎŜǾŜǊŀƭ ȅŜŀǊǎΩ ǿƻǊƪ. 

TeAHN has 6,700 patients coded as having diabetes (BPI). Of these, 69.8% 

were up to date with their diabetes annual review, with high needs patients 

having a similar result (68.3%). BPI data shows 64.9% of Maori patients were 

up to date, and 68.8% of Pacific patients.  

BPI data also showed that слΦн҈ ƻŦ ¢Ŝ!IbΩǎ patients with diabetes had 
good glycemic control (i.e. <= 64mmol/mol), while 53.1% of the high needs 
patients with diabetes had good glycemic control. 

пу ƻŦ ¢Ŝ!IbΩǎ фп ǇǊŀŎǘƛŎŜ ƴǳǊǎŜǎ ŀǊŜ ŎŜǊǘƛŦƛŜŘ at the generalist level on the 

National Diabetes Knowledge and Skill Framework.  

 

BPI data also shows that 6,043 TeAHN patients are classified as pre-diabetic. 
A number of TeAHN practices are including work on pre-diabetes as part of 
their Long Term Conditions plans. TeAHN supports pre-diabetes work through 
health promotion, early screening, and the development of training for 
clinical staff.  
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support to Hutt Union and Community Health 

Services (HUCHS) through the investment of 

TeAHN staff time to support their quality 

improvement project in diabetes.  This project is 

in partnership with the Health Quality Safety 

/ƻƳƳƛǎǎƛƻƴΩǎ ²ƘŀƪŀƪƻǘŀƘƛ ƛƴƛǘƛŀǘƛǾŜΦ ¢ƘŜ 

project aims to reduce the average HbA1c of the 

HUCHS population with diabetes by 10% by 31 

Dec 2017. The project is also likely identify 

successful change ideas, which could then be 

spread to other practices in the Network.   

 

The Whakakotahi project at Hutt Union and Community Clinic has now 

concluded. ¢Ƙƛǎ ǿƻǊƪΣ ǿƛǘƘ ǘƘŜ ǎǳǇǇƻǊǘ ƻŦ Iv{/ ŀƴŘ ¢Ŝ!IbΩǎ ǇƘŀǊƳŀŎȅ ǘŜŀƳΣ 

has highlighted what can be achieved by applying quality improvement 

methodology and engaging the wider team as well as patients in a range of 

activities. We expect that the findings will be helpful as we work with 

practices serving high need communities.    

 

Community Podiatry 

As part of the DCIP, TeAHN funds access to free 

podiatry sessions for people with diabetes who 

require regular foot care.  

In 2017/18, TeAHN will redesign the community 

podiatry model of care to ensure people with 

diabetes are consistently screened by practices, 

and those with moderate to high risk foot issues 

are referred to podiatry for assessment and 

management.   A key challenge will be ensuring 

there is a sustainable system of care, with the 

limited resource being well directed. 

Engagement with podiatry and practice teams 

will occur in Q1, seeking input for the redesign, 

with change being implemented during Q2. 

¶ Number of unique patients 

receiving podiatry sessions 

delivered by the Hutt Valley 

community podiatrists under 

the scheme. 

¶ Number of community podiatry 

sessions delivered  

 

In the six month reporting period, a total of 3,023 podiatry sessions were 

delivered. There are 1,104 patients covered by this service (1,035 podiatry 

maintenance, 69 GP referred). This service has been experiencing continued 

pressure for some time, with increased demand arising from the higher 

numbers of people with diabetes.  

TeAHN have completed a review of podiatry utilisation. TeAHN will engage 

the DHB in discussions and expect to agree the parameters for a new 

approach to be introduced in this service.   These changes will need to be 

worked through with practices and podiatry providers, with the new 

approach commencing in Q4.   

Practice-Based Clinical Pharmacist Programme  

Following the promising results seen in 2016/17 

¶ Data recording systems and 

processes are well established 

The project to have clinical pharmacists integrated into general practices 

began in late 2016, with more practices taking up the opportunity to include 
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and documented in the six-month impact report, 

TeAHN has decided to continue the initiative for 

a further year.   

In 2017/18 TeAHN will extend the initiative so 

that nine practices within the Network have 

some dedicated clinical pharmacist time, 

embedded in the practice. The outcomes sought 

from this initiative are: 

o system improvements; 

o improved patient safety; 

o Improved patient experience; 

o improved clinical outcomes; 

o extending independence of elderly patients; 

o reduced acute demand; and reduced 

pharmaceutical costs.   

A 12 month report will document the results 

over a year. If the initiative is successful, TeAHN 

will prepare a business case that identifies a 

sustainable way to expand the practice-based 

clinical pharmacist initiative to cover all general 

practices within the Network.  

The practice-based pharmacist model will also 

continue to facilitate the development of 

linkages between community pharmacists and 

general practice teams. 

¶ 12 month report is completed   

¶ Business case completed for 

TeAHN Board and HVDHB  

a pharmacist in the practice team in July 2017. The primary purpose of 

embedding TeAHN clinical pharmacists into these practices is to: 

¶ provide a complementary skill-set to fellow clinicians,  

¶ support GPs and the wider clinical staff to minimise the risks associated 
with medicines,  

¶ develop and ensure best practice in prescribing systems and processes, 
by reducing inappropriate use of medicines,  

¶ optimise patient outcomes through the quality use of medicines, and  

¶ support practice system enhancements through quality improvement 
audits.   

 

The 12-month update report (available on request) focuses primarily on 

quality improvements and outcomes, some of which have implications across 

the wider DHB with respect to improving patient safety and enhancing 

linkages between primary and secondary care. 

The Continuous Quality Improvement (CQI) activities and interventions have 

all contributed to systems improvements within the practices, to staff 

learning and education individually or collectively, or to improved patient 

health outcomes.  Evaluation of these indicates that of the approximately 

30,500 patients enrolled in the first tranche practices, almost 13% of patients 

have benefited directly or indirectly from a practice pharmacist activity or 

intervention. 

 

These interventions are contributors to cost savings and cost avoidance 

across the DHB. Although it is challenging to calculate the actual dollar value, 

by extrapolating clinical research data and national data, and by using the 

costing information available, a conservative estimate for cost saving and cost 

avoidance resulting from practice pharmacist interventions in three general 

practices over 12 months is in the vicinity of $630,000. While there are 
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limitations to calculating these estimates, the intervention of practice based 

clinical pharmacists has the potential to make a significant impact on both 

cost savings and cost avoidance.  This is in the context of improved health 

outcomes for the people who are impacted by this service. 

 

The next step is to talk through the potential of this work with HVDHB with a 

view to developing a business case that enables a shared funding model, 

supported by having a structured improvement and accountability framework 

in place, which will provide a sustainable solution to expanding this service 

across the Hutt Valley practices. 

 

Pharmacy Facilitation 

TeAHN will continue to provide a practice-

focused education and support function, 

promoting evidence based prescribing, making 

outcome and prescribing data more available to 

local GPs.    

 

In 2017/18 TeAHN will focus on promoting best 

practice management of adults with poorly 

controlled long term conditions and providing 

unbiased and independent medicines 

information that can be used by prescribers. 

 

We will do this by supporting practices in the 

planning of their LTC practice plans, and 

providing education sessions for practice nurses 

on medicines that are considered high risk, and 

on the safe and quality use of medicines related 

¶ Number of clinical audits 

conducted 

¶ Number of medicines 

information inquiries 

completed  

¶ Number of practice/pharmacy 

contacts 

¶ Involvement in primary care 

nurse education sessions 

¶ Number of Prescriber tips 

¶ Clinical updates/contributions 

to TeAHN weekly bulletin 

¶ Annual analysis of the bpac 

pharmaceutical utilisation 

report (due Q3 2018) for TeAHN 

Pharmacist facilitation activities during this period included clinical visits to 16 

practices with 54 GPs contacts made; where face-to-face meetings could not 

be arranged, an information package was provided to individual GPs. Topics 

covered during the visit included: 

¶ Polypharmacy in the elderly 

¶ Gout management ς ǿƘƻΩǎ ƳƛǎǎƛƴƎ ƻǳǘΚ 

¶ Monitoring methotrexate 

¶ Melatonin update 
 
As a result of the visits, two practices requested audits to identify people over 
65 years of age on ten or more medicines marked as long-term, for their 
review. Two additional audits were done for individual GPs: appropriate 
ǇǊŜǎŎǊƛōƛƴƎ ƻŦ ƛƴŦŀƴǘ ŦƻǊƳǳƭŀΣ ŀƴŘ ǇŀǘƛŜƴǘǎ ŀǘ Ǌƛǎƪ ƻŦ Ψ¢ǊƛǇƭŜ ²ƘŀƳƳȅΩ (a term 
used to describe the adverse effect of combinations of diuretics, NSAIDs 
(including COX-2 inhibitors), and ACE inhibitors (or angiotensin receptor 
antagonists)). 
 
In addition to medicine information requests within the practices involved in 

the on-site clinical pharmacist service, the pharmacy team also provided 
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to long term conditions. information for 7 medicine information requests, with topics including: 

¶ Interaction between terbinafine and 5-HTP 

¶ Appropriate statin and anti-thrombotic therapy post-myocardial 
infarction 

¶ Teriparatide discontinuation 

¶ Impact of SSRI therapy on male fertility and birth defects 

¶ Asthma inhaler deposition comparison 
 

The pharmacy team continues to provide a 6-8 weekly medicines 

management (Prescriber Tips) publication which is used to maintain contact 

with GPs in-between clinical visits. Articles and updates are taken from a 

variety of sources (e.g. Prescriber Update, Medscape, bpac, Goodfellow 

Gems) and summarise clinical information and updates that may be useful in 

day-to-day practice. Updates from PHARMAC are generally sent through the 

TeAHN weekly bulletin as an alternative means of keeping practices up to date 

with medication changes. 

 

Community pharmacy is kept up to date with face-to-face visits wherever 

possible. Attempts have been made to arrange education sessions with the 

Chair of the local PSNZ branch but to date, this has been unsuccessful.  

 

 

Community pharmacy is surveyed on occasion for examples of HVDHB 

discharge prescriptions that have required follow-up on clinical (not 

administrative) reasons. These are provided to the DHB Medication Safety 

and Patient Care working group for discussion where necessary. 
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STRATEGY 1.3:  DEVELOPING THE PRIMARY CARE WORKFORCE  

Action Measure Reporting for the period 

Workforce development ς recruitment and 

retention  

In 2017/18 TeAHN will continue to work with 

local practices to promote the Hutt Valley as a 

preferred place to settle and provide services.  

We will work with the DHB professional advisors 

(CMO, DON, DAHST) to identify options to 

further enhance the skills of practice teams. 

During 2017/18 we will be looking to establish 

opportunities for nurses to explore primary care 

nursing as a career choice.  This will aim primarily 

at early and mid-career nurses with an interest 

in gaining long term employment in a general 

practice role. 

TeAHN will assist the DHB to implement the 

PGY1 and 2 scheme.  This enables newly 

qualified doctors in their first and second house 

surgeon years to gain experience in a community 

setting.  

 

¶ Number and FTE of practice 

staff by profession 

¶ Workforce plan revised and 

shared with general practices 

and HVDHB  

¶ Improvements in practice 

nurse to GP ratios across Hutt 

Valley practices 

¶ Number of nurses accepting 

new posts in primary care 

TeAHN has continued to work with practice managers and owners to support 

their recruitment efforts.   While nursing recruitment has been positive with a 

number of new nurses joining practices attracted from other specialties, GP 

recruitment remains very challenging.  Anecdotally, practices are noticing more 

movement across the GP workforce, particular in younger doctors who tend to 

stay for one to two years before moving on, often to other parts of NZ.   There 

is very strong competition for those who express interest in the roles with 

practices often having to significantly lift their package values to secure skilled 

people. 

 

TeAHN remains concerned at the impact of the drop in numbers for the GPEP 

registrar training programme for the Wellington area.  The registrar 

programme has been a key factor for many practices in securing long term 

associates, with many transitioning into ownership roles.   We remain very 

concerned at the medium term outlook in light of the average age of the local 

GP workforce. 

 

TeAHN is looking to ramp up activity around our workforce strategy with a view 

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 hold on 

enrolling new patients.   In recent months, this has led to a number of areas 

including Wainuiomata not enrolling new patients, requiring some to travel to 

Lower Hutt.   While Upper Hutt is less affected by this trend, some areas of 

Lower Hutt are affected.   We are monitoring this closely and expect this to 

improve as new doctors arrive over January and February. 
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Continuing Professional Education  

In 2017/18 TeAHN will provide an education 

programme designed to support the ongoing 

development of teams across the Network.  

Continuing Medical Education ς TeAHN will 

provide 10 topic based sessions over the course 

of the year, linking with secondary care 

colleagues, to cover topics that are relevant to 

the day to day work and/or system 

improvements across primary care.   

Professional Nursing Education ς TeAHN will 

facilitate education sessions across a range of 

clinical topics linked to local priorities and the 

needs of the nursing teams.  The focus in 

2017/18 will be building skills and capability of 

nurses to work at the top of their scope, 

preparing them to take up the opportunities 

offered through POAC and Health Care Home. 

In 2017/18 we will run two joint CME/CPE that 

involves community physiotherapy and 

pharmacy. 

We will also seek to build more opportunities for 

practice administrators and manager to extend 

their skills.   This will include partnering with 

organisations such as the Practices Managers 

Association of NZ to encourage teams to take 

advantage of conferences and courses they run.  

 

¶ Number of courses offered 

¶ Number of attendees 

 

TeAHN has continued to support the primary care workforce with a range of 

training opportunities. In the reporting period, the Continuing Medical 

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, HVDHB 
 

There was strong multi-disciplinary interest in the Health Care Home session, 

with nurses and practice managers joining their GP colleagues.  

 

A range of educational opportunities were offered to practice nurses in 

partnership with Compass, Hutt Valley DHB and other agencies, with a strong 

focus on long term conditions and preventative programmes. These were on 

the whole well received and we are working to incorporate suggested changes 

into future programmes.   A calendar is published half yearly and updated 

through the year as new topics or opportunities are added. 

 

Various evening workshop were run for practice staff including working with 

refugees;  immunisation data entry into MedTech; immunisation training; real 

sexual health; back pain; infection control; cognitive impairment; LTC peer 

advisory group meetings; and senior practice nurse meetings;   

 

TeAHN invited practice managers, administrators and receptions to attend the 

Practice Managers and Administrators Association of NZ annual conference in 

September 2017 and offered a subsidy of $795 per practice. Thirteen practice 

staff attended from 10 practices. 
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Child Protection  

TeAHN will organise further Child Protection 

training for the staff of TeAHN and the general 

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 completed, 

TeAHN will promote the pathways to the 

Network and across the Hutt Valley.  

 

¶ Numbers attending training 

sessions 

TeAHN provides the Child Protection Champions within practices with advice, 

support and clarification regarding child protection and family violence 

concerns. TeAHN distributes regular Child Protection e-Newsletters which 

include training, reviews, research, reports and articles of interest.  

 

TeAHN also continues to keep our Child Protection Register updated. Over 

2017, we had 10 identified concerns (from six families) raised by practice and 

TeAHN staff, compared to two in 2016 and two in 2015. This increased 

awareness arises from the Child Protection training sessions which TeAHN has 

run annually since 2015. We expect to run a further Child Protection training 

session in 2018. 

 

For White Ribbon Day on 25 November, the Community Health Manager 

organised the distribution of White Ribbon Day resources to the general 

practices (campaign posters and brochures). She obtained permission from 

White Ribbon to register and screen the new 36 miƴǳǘŜ ŦƛƭƳ ΨwŀƛǎŜ hǳǊ aŜƴΩ 

for TeAHN staff, which prompted ŘƛǎŎǳǎǎƛƻƴǎ ƻƴ ǘƘƛǎ ȅŜŀǊΩǎ ŎŀƳǇŀƛƎƴ ŦƻŎǳǎΥ 

respectful relationships between men and women. 

 

Workforce training in lifestyle change  

TeAHN aims to help equip general practice staff 

with the skills, systems and tools for effective 

lifestyle change. In 2017/18, TeAHN will work 

alongside practices to plan, implement and 

monitor evidence based lifestyle interventions 

as part of their LTC practice plan.  

TeAHN will provide practice based training in the 

following:  

o Childhood weight management 

¶ No of training sessions in 

child and adult weight 

management and pre-

diabetes interventions 

delivered in practices and 

other health/community 

organisations.  

¶ Attendance at Healthy 

Conversation Skills training. 

Training delivered this period includes:  

¶ Childhood weight management training in eight practices reaching 24 
nurses and 21 GPs, and TeAHN Community Health Workers; 

¶ Adult weight management training in two practices reaching 11 
nurses.  Upon evaluation, it was decided that Adult Weight 
Management training was better suited to be delivered through LTC 
plans;  

¶ Green Prescription re-orientation training supporting Sport 
Wellington in one practice reaching 2 nurses and 4 GPs.  
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o Adult weight management  

o Pre-diabetes interventions.  

This training will also be delivered to other 

health and community organisations. TeAHN will 

distribute recommended lifestyle resources to 

support brief and more in-depth lifestyle 

interventions with children and adults. TeAHN 

ǿƛƭƭ ŀƭǎƻ Ƙƻǎǘ ŀ ΨIŜŀƭǘƘȅ /ƻƴǾŜǊǎŀǘƛƻƴ {ƪƛƭƭǎΩ 

workshop.  

 

¶ Uptake of recommended 

lifestyle support resources 

¶ Practices demonstrate 

healthy lifestyle interventions 

via their LTC practice plans 

The Health Promotion team are developing practice-based training to support 

practice staff to deliver adult weight management and other priority Long Term 

Condition interventions. The team have developed an adult weight 

management education module. It is aimed at equipping practice and 

community staff with the skills, systems and resources to assess, monitor and 

intervene with adults regarding weight management.  This included the team 

distributing MEASURE UP (adult weight management resources developed in 

Waikato DHB) to all practices who received or will receive the training. In 

response to practice feedback, TeAHN has also developed and produced a 

ά[ƻƻƪƛƴƎ ŀŦǘŜǊ aŜέ resource to support brief healthy lifestyle interventions.   

 

Both of the resources developed by TeAHN (for child and adult weight 

management) have received national support with other agencies requesting 

to use them.  This has been offered for free and all resources are on our 

website. 

 

Health Promotion team members have been involved in the review of the 3DHB 

Child Weight Management Health Pathway and discussions on content of 

Respiratory and Diabetes Nurse Education.  In collaboration with the Dietetic 

Service at HVDHB, it was identified that upskilling of primary care practitioners 

in the prevention and management of unintended weight loss and fussy eating 

would reduce the load on DHB services.  Research on whether to develop 

training modules has been initiated. 

 

Service specifications were developed with HVDHB for a contract aimed at 

reducing childhood obesity by:  refining referral co-ordination and navigation; 

providing primary care based training and tools for healthy conversations about 

weight; assessing the types of local services that provide interventions for 

overweight children; identifying gaps so that where possible options are co-
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designed that lead to an increase in uptake of appropriate activities. This could 

include co-creating solutions with a collective of stakeholders such as GP 

ǎŜǊǾƛŎŜǎΣ {ǇƻǊǘ ²ŜƭƭƛƴƎǘƻƴΣ aņƻǊƛ ŀƴŘ tŀǎƛŦƛƪŀ ǎŜǊǾƛŎŜǎΣ ²Ŝƭl Child / Tamariki 

Ora providers, and Lead Maternity Carers.  We expect the contract will be 

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 its 

ŎƻƴƴŜŎǘƛƻƴǎ ǿƛǘƘƛƴ ǘƘŜ aņƻǊƛ ŎƻƳƳǳƴƛǘȅ ŀƴŘ ƛƴ 

high need areas such as Wainuiomata and 

Stokes Valley where many clients identify as 

aņƻǊƛΦ  

 

¶ Evidence of participation in 

Postvention Network and 

ƻǘƘŜǊ ŦƻǊǳƳǎ ǿƛǘƘ ¢Ŝ!IbΩǎ 

influence affecting changes 

¶ Numbers attending training 

sessions 

TeAHN continued to support the Hutt Valley Postvention Network by hosting 

its quarterly meetings and assisting the Regional Public Health Suicide 

Postvention Coordinator when suspected deaths by suicide occurred. This 

support includes notifying practices, assisting to identify those at risk of 

contagion and facilitating access to counselling when needed.   

A Wellbeing Service mental health nurse continues to be a member of the 

Wellington Region Suicide Prevention and Postvention Governance Group. This 

is an initiative set up between Lifeline Aotearoa and the three subregional 

DHBs. This group provides feedback and recommendations with regard to the 

Regional Suicide Prevention and Postvention Action Plan and its 

implementation. This staff member has also been supervising a third year social 

work student from Whitirea who completed a community development project 

in December 2017. This project focused on understanding resilience in this 

community so that future work to support them will be effective. 

 

Improving support for family and friends affected by suicide or suicide attempts 

is one goal of seven goals of the New Zealand Suicide Prevention Strategy 2006-

16.  A Waves Bereaved by Suicide Group has not occurred this reporting period 

as there has been no interest. A renewed effort to canvas support will be done 

in 2018 now that the Wellbeing Team is fully staffed.  
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Better access and support for people with 

disabilities  

In 2017/18, TeAHN will: 

o Provide support and information to 

practices to enhance their response to 

people with disabilities.  

o Continue to raise awareness of the issues 

identified by people with disabilities, and of 

tools such as the Health Passport;  

o Provide focused training opportunities 

within the CME and PDE sessions;  

o Once 3DHB work on PMS adaptations for 

recording disabilities has been finalised, 

support its implementation across TeAHN 

practices;  

o Work with HVDHB on the transition from 

child to adult services with practices, once 

this has commenced.  

 

¶ Number of training 

opportunities  

¶ Evidence of working with 

HVDHB and practices once the 

HVDHB child to adult 

transition programme is in 

progress.  

TeAHN has continued to work with practices to ensure that service is provided 

that aligns with the Health and Disability requirements. Practice team members 

receive training on the implementation of the Code of Health and Disability 

{ŜǊǾƛŎŜǎ /ƻƴǎǳƳŜǊǎΩ wƛƎƘǘǎ όмффсύ and ensure that the Code of Rights, 

information about the advocacy service and the complaints procedure, is 

displayed in their practices. Practices are required to provide information so 

that patients can make informed decisions about their health care and have 

premises that are safely accessible and easily identifiable. This also includes 

having both waiting areas and consultation rooms that meet the comfort, 

safety and privacy needs of the patient. All these aspects are required for 

practices to achieve Foundation Standards and Cornerstone accreditation. Also 

included in this work is the language line service, health literacy and cultural 

requirements of each practice. 

 

There has been no further work progressed regarding the HVDHB work with 

individual practices with the Child to Adult transition project and pathway tool 

kit at this stage. 

 

 

 

  



 

 

 

51 

STRATEGY 1.4:  ADVOCATING FOR INVESTMENT IN PRIMARY AND COMMUNITY CARE 

Action Measure Reporting for the period 

Advocacy for investment in primary and 

community care  

TeAHN will continue to participate in national, 

regional and local discussions aimed at  

o revising the primary care funding formula to 

better reflect population need and improve 

equitable access to primary care;  

o increasing the investment in primary care to 

meet the demands arising from population 

changes and burden of disease , and to use 

the opportunities arising from new  

technology tools and options.  

 

¶ Evidence of participation  

¶ Practice survey demonstrates 

positive view of TeAHN 

advocacy activities  

TeAHN actively participates in national discussions about investment in primary 

care. The CE is a member of a national PSAAP working party currently advising 

ƻƴ ǘƘŜ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ƻŦ ǘƘŜ /ƻŀƭƛǘƛƻƴ DƻǾŜǊƴƳŜƴǘΩǎ ǇƻƭƛŎȅ ƛƴ ǊŜƭŀǘƛƻƴ ǘƻ 

patient fees. Once this work is completed, the focus will shift to the primary 

care funding review. TeAHN representatives will participate in the February 

2018 summit for the Federation of Primary Health Care New Zealand, which 

aims to strengthen a united voice for primary care in New Zealand. 
  
Locally, the Health Care Home initiative is supporting primary care to meet the 

increasing demands arising from population changes and burden of disease, 

and to use the opportunities arising from new technology tools and options, 

such as the patient portal.   
 

A practice survey will be run in Q3 of 2017/18.  

Enhancing local perceptions of TeAHN 

effectiveness and contribution  

TeAHN will engage with agencies and local 

community organisations to assist in improving 

health outcomes across the Hutt Valley, 

particularly for Maori, Pacific and low income 

populations. 

 

¶ Stakeholder survey shows 

positive perceptions of TeAHN  

¶ Facebook interactions  

TeAHN is working closely with a wide range of agencies and organisations 

across the Hutt Valley, as shown by many of the other sections in this report. In 

the reporting period, there has been a strong emphasis on working more 

closely with Pacific Health Services and the services under  Takiri Mai Te Ata, 

and ongoing work with Te Runanga o Te Atiawa  preparing for the annual 

festival event, Te Ra.  

 

The Health Promotion team continues to maintain an active presence on 

Facebook with 1,436 active followers. The page regularly profiles events, 

services and topics.  

TeAHN continues its arrangement with local Iwi radio station Atiawa Toa FM to 

promote health messages via regular 30 second adverts.  
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The Health Promotion team provided a Christmas and New Year Facebook 

campaign (#keepwellthissummer).  Key health messages were released each 

day over the holiday period. 

TeAHN continue to work with the DHB communications team to support 

primary care content in the DHB Health Highlights (Hutt News and Upper Hutt 

Leader).  

Accountability to our stakeholders 

The majority of our work, whether clinical 

service, programme delivery and facilitation or 

systems support, is required to be reported on. 

This could be either through our contractual 

quarterly and six monthly reporting, regular 

reporting to Hutt INC, or individual contract 

specific reporting to either Strategy, Planning 

and Outcomes (SPO) or the Ministry of Health.  

TeAHN places a high priority on its reporting 

commitments and endeavours to provide all 

reporting in an accurate and timely fashion in 

the agreed manner. Where this is not possible it 

will provide reasons for and notification of the 

delay and expected delivery date. 

TeAHN also places a high importance on open 

communication with practices. We aim to 

provide timely communication to practices on a 

regular basis through our weekly Information 

Bulletin and monthly Health Target newsletter. 

We also use email and fax to alert practices to 

any urgent information as required. 

¶ All reports to DHB, Ministry of 

Health, Strategy, Planning and 

Outcomes (SPO) and Hutt INC 

are supplied in an accurate 

and timely fashion as per 

reporting agreements 

¶ Practices are kept informed of 

key communications as 

required in a timely fashion.  

Practice Communication 

During this period, we have continued to maintain strong links to the practices 

in our Network. as well as regular liaison meetings with Ropata Medical Centre 

and the Lower Hutt After Hours. 

We have a number of systematic methods including: 

¶ Weekly electronic bulletin ς carries articles and notices of upcoming 

events, reminders around actions required and links to key resources. 

¶ Practice Programme facilitators ς a small team is charged with 

maintaining regular contact with practices, visiting on a 

weekly/fortnightly basis or as required for issues of concern. 

¶ A monthly indicator letter goes out to all practice owners, GPs and 

practice teams outlining the results for the month, highlighting any 

issues of concern and celebrating good performance. 

¶ Bi ςannual formal visits are made by the CE and GM.   We also visit 

practices as required to address issues of concern as they arise. 

¶ Annual practice team forum ς planned for mid 2018, where issues of 

interest to the wider practice community may be highlighted and 

workshop based input is provided. 

Over this period we completed visits to most practices by the end of 2017 and 

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 resilient  

Strategy 2.1:  Partnering for a healthy and resilient community    

Strategy 2.2:  Improving family/whanau health literacy, and promoting self care and self management 

Strategy 2.3 Connecting people to the care and support that meets their needs   

 

 

STRATEGY 2.1:  PARTNERING FOR A HEALTHY AND RESILIENT COMMUNITY    
 

Action Measure Reporting for the period 

Addressing the determinants of health and 

wellbeing of the Hutt Valley population  

In 2017/18, TeAHN Board members and 

management will meet regularly with 

community health workers and others to 

identify issues impacting on the health and 

wellbeing of Hutt Valley people, especially the 

most vulnerable.  

TeAHN will use its participation in forums and 

wider networks, and will interact with central 

and local government agencies to influence 

factors affecting the health of Hutt Valley 

people. 

 

¶ Regular meetings to identify 

issues  

¶ Evidence of participation in 

forums and wider networks 

(e.g. Hutt Governance Group) 

ǿƛǘƘ ¢Ŝ!IbΩǎ ƛƴŦƭǳŜƴŎŜ 

affecting changes 

¶ Evidence of interactions with 

local and central government 

impacting on determinants  

In August 2017, the Community Health Workers (CHW) team met with TeAHN 

/9 ŀƴŘ ǎƻƳŜ ƻŦ ǘƘŜ .ƻŀǊŘ ƳŜƳōŜǊǎ ǘƻ ŘƛǎŎǳǎǎ Iǳǘǘ ±ŀƭƭŜȅΩǎ ƎǊƻǿƛƴƎ ƘƻǳǎƛƴƎ 

crisis. Of the 171 patients receiving support from the CHW team, 65 (38%) had 

significant health issues, or were at risk of developing significant health issues, 

due to their poor housing situation. TeAHN is connecting with Hutt City 

Council to support their efforts to address housing issues in the district.  

 

The CHW team continues to work closely with the Work and Income (W&I) 

teams in the Hutt Valley, as the staff of the two services interact daily or 

weekly to address the needs of shared clients. We have instituted regular 

meetings at each of the four W&I service centres, where the CHW and W&I 

teams share information, improve referral processes, raise concerns and 

share positive stories.  We expect these meetings to occur at least annually in 

future.  

 

See Appendix 3 for case studies, demonstrating the work undertaken by the 

CHWs addressing housing and income issues. 
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Healthy Families Lower Hutt (HFLH)  

This initiative is one of 10 in communities across 

New Zealand, which seeks to support people to 

be healthier where they live, learn work and 

play. 

Most notable this year will be the launch of the 

Ψ¢ǳǊƴƛƴƎ ǘƘŜ ¢ƛŘŜΩ movement which will create a 

platform to encourage and celebrate healthy 

change in Hutt Valley communities and health 

services.  

TeAHN will continue to be an active partner 

across all the HFLH work streams and in the 

governance group.  

 

 

¶ Evidence of participation and 

support for HFLH activities  

¶ Evidence of primary care 

participation with the 

Ψ¢ǳǊƴƛƴƎ ǘƘŜ ¢ƛŘŜΩ ƳƻǾŜƳŜƴǘ 

¶ Evaluation shows impact of 

the programme on the health 

of the population of the Hutt 

Valley. 

Healthy Families Lower Hutt (HFLH) is progressing well. Over the past six 

months, TeAHn has supported several HFLH initiatives.   

In November, IC[I ƭŀǳƴŎƘŜŘ Ψ¢ǳǊƴƛƴƎ ǘƘŜ ¢ƛŘŜΩ, a social change movement to 

make the Hutt a healthier place to live, learn, work and play.  Settings such as 

workplaces, schools, community organisations and clubs can name the 

changes and actions they will take through an online platform. TeAHN is 

working with HFLH to engage general practices on taking action and joining 

the movement.  For more on the Turning the Tide concept and web platform,  

see http://www.turningthetide.org.nz/im-in/health-practice/ .   

IC[IΩǎ Go the H2O (pro-water) initiative continues to gain  momentum with 

TeAHN supporting or showing leadership in the following streams of the 

initiative:  

¶ TeAHN supported the HFLH team when they presented a Go the H2O 

presentation to the Hutt Valley Governance Group in Sep 2017. This   

introduced the agency representatives at the meeting to the Turning the 

Tide platform, where they can take ownership and action on their pro-

water journey.  

¶ As the primary health sector sponsors of the Hutt Valley schools Polyfest 

Pasifika Festival, TeAHN hosted the working group for planning the health 

promotion activities at the event.  Two related themes were promoted - 

Go the H20 and Baby Teeth Matter. TeAHN collaborated with HFLH to 

coordinate the supply and access to quality free drinking water for the 

10,000 plus attendees over the five nights of the festival in July at the 

Walter Nash Centre in Taita. 

¶ Between August and November 2017, TeAHN staff were part of the 

Pasifika Choice Family Fun Touch Tournament working group.  We 

supported the tournament being a water-only event and recommended 

http://www.turningthetide.org.nz/im-in/health-practice/
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the promotion of a single water message (Go the H2O) for consistency of 

messaging for the intended participants. 

¶ TeAHN continue to refer community leaders, event coordinators, and 

sports organisers to HFLH so they can access the portable hydration 

stations as a means of beginning a pro water or water only culture (see 

portable-hydration-station) 

http://healthyfamilieslowerhutt.org.nz/live/portable-hydration-station/.    

¢ƘŜ ŦƛǊǎǘ Iǳǘǘ ±ŀƭƭŜȅ ǘǊŀƛƴƛƴƎ ŦƻǊ ¢ƻƛ ǘŜ hǊŀΩǎ ²ƻǊƪ²Ŝƭƭ ǇǊƻƎǊŀƳƳŜ ǿŀǎ ƘƻǎǘŜŘ 

by Healthy Families Lower Hutt in late October 2016.  Te AHN had three staff 

trained, and alongside Hutt Valley DHB were the first organisations to engage 

with this healthy workplace programme. In the past six months, TeAHN has 

worked on three modules, Physical Activity, Healthy Eating and Mental 

Wellbeing, to make our workplace an even healthier one. TeAHN has achieved 

bronze accreditation. In 2018, we will be working towards silver accreditation.  

TeAHN is an active member of the Workplace Wellbeing Special Interest 

Group. This group continues its activities to bring key Human Resources staff 

and Health and Safety staff together to improve workplace health in the Hutt 

Valley.  A TeAHN Wellbeing team member presented at a Mental Health 

Awareness week seminar held in support of this work.  

TeAHN is very involved in the Healthy Families Lower Hutt activities with CE, 

Bridget Allan, on the Leadership Group. TeAHN staff are also participating in 

integrated planning sessions with HFLH and Regional Public Health, aimed at 

maximising the effectiveness of all local health promotion resources.  

For more information, see the website 

 http://www.healthyfamilieslowerhutt.org.nz/ 

 

http://healthyfamilieslowerhutt.org.nz/live/portable-hydration-station/
http://www.healthyfamilieslowerhutt.org.nz/
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Wellness plan 

TeAHN will assist Hutt Valley DHB to prepare and 

implement a Hutt Valley Wellness Plan, that will 

guide health promotion and disease prevention 

work across the Hutt Valley and complement the 

DHB Clinical Services Plan.  

¶ Evidence of participation in 

preparing and implementing 

the Hutt Valley Wellness Plan  

TeAHN sits on the Wellness Strategy Steering group to provide a primary 

health and community lens. This project is in the early planning stages and is 

currently developing the vision for the strategy.   

 
 

STRATEGY 2.2:  IMPROVING FAMILY/ WHANAU HEALTH LITERACY, AND PROMOTING SELF CARE AND SELF MANAGEMENT  

Action Measure Reporting for the period 

Health promotion 

The health promotion team will plan, deliver and 

partner in health promotion events and 

programmes that support high needs population 

groups to make sustainable lifestyle changes 

which enhance their overall wellbeing, and 

reduce their risk of developing long term 

conditions. Key activities include: 

o Coordinated health promotion via DHB 

Health Highlights, Atiawa Toa FM, TeAHN 

Facebook page, ¢Ŝ!Ib ²ŜōǎƛǘŜΩǎ IŜŀƭǘƘȅ 

Lifestyle section  

o Valley Fit community exercise classes 

o Good Food group-based nutrition and 

cooking education 

o Interactive and outcome focused activities 

at community events 

o Preparation of submissions to support 

healthy policy change.  

¶ Number of people receiving 

Hauora WOF at Te Ra o te 

Raukura, Tumeke Taita and 

other community events 

¶ Attendance at Good Food 

community nutrition 

programmes run 

¶ Attendance at Valley Fit 

Community exercise sessions  

¶ Evidence of health promotion 

messages on local Iwi Radio 

station and other appropriate 

media channels including 

Facebook 

¶ Number of submissions 

prepared.  

The Polyfest Pasifika festival was held in July, with more than 10,000 

attendees over the five nights of the festival. Themes for this year were Go 

the H20 and Baby Teeth Matter.  The event was a great success from a health 

promotion point of view, as healthy kai was sold at the canteen, free water 

was available to the audience, and a health messages quiz was enjoyed by the 

participants.  

 

Planning for ¢Ŝ wņ o te Raukura (on 3 Feb 2018) is underway with preparation 

for the health promotion and health screening activities in the shared Hauora 

tent with community providers. 

 

TeAHN supported the Faith Led Pacific Wellness Programme (led by Pacific 

Health Services) in a cluster of Wainuiomata churches, with the Health 

Promotion team providing a four week healthy cooking programme for the 

participating churches. This stimulated the adoption of healthy nutrition 

practices within the churches, and culminated in a cooking competition where 

the different churches showed off their new skills. This initiative won an 

award for Excellence in Community Health and Wellbeing at the Hutt Valley 

DHB Quality Awards.   
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The HP team will also offer training for general 

practice staff to increase and improve lifestyle 

advice in the area of nutrition and physical 

activity and support delivered in primary care.  

For Mental Health Awareness Week a training seminar for workplaces was 

organised by Te Awakairangi Health Network. This was well attended with 20 

external organisations present.  The session was delivered by the Wellbeing 

team, with support from the Health Promotion team.  The event was 

promoted on Facebook, as well as HRINZ. 

 

White Ribbon day was held on 25 November.  All practices received campaign 

posters and ribbons to promote the event. Internally, staff were invited to 

watch a White Ribbon campaign film.  

 

One Good Food Programme has been run over this period at the Pomare 

Community House, with 100% retention and two people joining partway.  

Planning for more Good Food programmes has been completed and will be 

carried out in the next six months. 

 

Valley Fit attendance has increased for this 6 month period as new staff have 

become confident in their roles.  The programme has been reviewed and 

plans for a new 12 week delivery programme have been developed for 2018.  

The focus of the new Valley Fit will be on sustainability and increasing 

confidence in the community. 
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TeAHN Valley Fit Exercise Classes 

Time period Valley Fit Attendees 
Unique Patients 

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 number of 

groups during this period: 

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

¶ A Bowel screening programme awareness meeting was held with all 
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 training 

sessions which was attended by nurses, midwives and a TeAHN staff member. 

 

A student dietitian and two physical education students were hosted by 

TeAHN, giving them experience in the work they could expect in the primary 

care environment.  

 

The Health Promotion team are also offering training to primary care staff in 
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lifestyle change - see Section 1.3  Workforce  training in lifestyle change.   

 

Messages on radio, print media and social media  

The Health Promotion team continues to maintain an active presence on 

Facebook with 1,436 active followers. The page regularly profiles events, 

services and topics.  

TeAHN continues its arrangement with local Iwi radio station Atiawa Toa FM 

to promote health messages via regular 30 second adverts. TeAHN continue 

to work with the DHB communications team to support primary care content 

in the DHB Health Highlights (Hutt News and Upper Hutt Leader).  

TeAHN has developed a new website with key messages clearly visible and a 
ǎǘǊƻƴƎ άǳǎŜǊ-ŎŜƴǘǊƛŎέ ŦƻŎǳǎΦ 
 

Improving health literacy  

TeAHN will engage with the general practices, 

local community providers/organisations and 

Hutt Valley DHB to improve capability by 

facilitating shared planning and joint work, 

based on relevant analyses of local data. We will 

facilitate practical action across the system to 

increase health literacy, reduce disparities and 

improve health outcomes for Maori and Pacific 

people.  

 

¶ Evidence of shared planning 
and joint work with 
community providers (e.g. 
Pacific Health Services (HV), 
Takiri Mai te Ata, Te Runanga 
o Te Atiawa)  

¶ Improved outcomes and 
reduced disparities on specific 
indicators e.g. ASH rates for 
children; better management 
of long term conditions  

 

As noted in Section 1.3 Strategic focus on equity, TeAHN has been working 

closely with Pacific Health Services (PHS) on several initiatives that are 

contributing to the Pacific Health Action Plan, including the faith-led health 

promotion work with clusters of Pacific churches and another initiative 

integrating PHS staff with general practices, initially starting with Naenae 

Medical Centre.  

TeAHN is continuing to work closely with Takiri Mai Te Ata (the whanau ora 

collective, based at Kokiri marae) assisting the various teams and services 

(Mana Wahine, Tu Kotahi Maori Asthma Trust, Outreach Immunisations and 

the Regional Stop Smoking Service) to link more closely with TeAHN general 

practices, to improve uptake of prevention programmes such as 

immunisations, cervical and breast screening, respiratory health, sore throats 

RF and smoking cessation. ¢Ŝ!IbΩǎ Practice Development Facilitator is 

assisting with improvements to referral pathways for whanau between 

practice, pharmacies and Takiri Mai, and strengthening workforce 
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development within Takiri Mai.   

TeAHN staff have been participating in a Child Health Network project, 

analysing data from primary care, secondary care and a range of community 

providers, to identify where future projects to improve child health should 

focus.  

Pacific Health Initiatives 

In 2017/18, TeAHN will strengthen its 

ǇŀǊǘƴŜǊǎƘƛǇ ǿƛǘƘ ǘƘŜ 5I.Ωǎ tŀŎƛŦƛŎ IŜŀƭǘƘ ǘŜŀƳ 

through a joint appointment.   This position 

(supported by TeAHN SIA funds for our share) 

will enable us to jointly progress a programme of 

change around services for Pacific people, with a 

particular focus on practice engagement. 

 

Faith led Pacific Church programme 

TeAHN will partner with Pacific Health Service as 

they develop and implement the Faith Led 

Pacific Church programme. This programme 

focuses on implementing sustainable 

environmental change to support church 

communities to live healthier lives and prevent 

development of long term conditions.  

 

 

 

 

 

¶ Joint position in place 

 

 

 

 

 

¶ Demonstrable collaboration 

in planning and running of 

Faith Led Church programme. 

¶ Participation rates in church 

programme 

 

Over this six month period, TeAHN has have signed an MOU with the Pacific 

Health Unit at the DHB and appointed Candice Apelu into a jointly funded 

project role.   She commenced her duties in December and is working on a 

project plan that will include a number of activities aimed at advancing work 

with Pacific providers while supporting practices to extend their 

skills/capacity to provide care to Pacific people enrolled at their practices. See 

Section 1.3 Strategic focus on equity for more details.  

! tI{ ǎǘŀŦŦ ƳŜƳōŜǊ Ƙŀǎ ŀƭǎƻ ƧƻƛƴŜŘ ¢Ŝ!IbΩǎ /ƭƛƴƛŎŀƭ DƻǾŜǊƴŀƴŎŜ /ƻƳƳƛǘǘŜŜΣ 

strengthening the connections between the services.  

TeAHN supported the Faith Led Pacific Wellness Programme (led by Pacific 

Health Services) in a cluster of Wainuiomata churches. The Health Promotion 

team were involved in the planning, development, implementation and 

evaluation of the programme. The team also provided a four week healthy 

cooking programme for the participating churches. This stimulated the 

adoption of healthy nutrition practices within the churches, and culminated 

in a cooking competition where the different churches showed off their new 

skills. This initiative won an award for Excellence in Community Health and 

Wellbeing at the Hutt Valley DHB Quality Awards.   
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STRATEGY 2.3:  CONNECTING PEOPLE TO CARE AND SUPPORT THAT MEETS THEIR NEEDS  

Action Measure Reporting for the period 

Healthy Families Coach Service 

The Healthy Families Coaches provide specialist 

dietary advice and exercise prescription to 

support lifestyle change and prevent chronic 

illness. ²ƛǘƘ ŀ ŦƻŎǳǎ ƻƴ aņƻǊƛΣ tŀŎƛŦƛŎ ŀƴŘ 

people living in Quintile 5 areas who have a 

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 

ǿƘņƴŀǳ ŎŜƴǘǊŜŘ ŀǇǇǊƻŀŎƘ ǘƻ ǇǊƻǾƛŘŜ ǿƘņƴŀǳ 

with the skills to make healthy lifestyle changes. 

 

¶ Number of unique individuals 

receiving services   

¶ % of patients with 

resolved/resolving nutrition 

and physical activity issues 

¶ % of patients who lose weight 

 

From July 2017, the Dietitian and HFC services were combined under the 

name Healthy Families Coach.  The Dietitian Report is now integrated into 

this section of the report.  The table differs from the previous period as it 

now shows numbers for the combined service. 

 

 

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% were MņƻǊƛ ŀƴŘ нф҈ ǿŜǊŜ tŀŎƛŦƛŎΦ 

Over two thirds of patients were Quintile 5 (45%) or Quintile 4 (28%), with 

the remaining patients (27%) spread over the other Quintiles. 

 

The majority of patients were seen by one specialist for both nutrition and 

physical activity support.  In complex cases, two practitioners were assigned.  

Time period 
Total 

Contacts 

Unique Patients 

this period 

Average no. of 

patients in a 

month 

July to Dec 2017 1,292 457 180 
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Staff have been involved in upskilling in both disciplines to ensure continuity 

of a high level of service.  

Result Based Accountability measures have been set this year and are being 

monitored either monthly or quarterly.  For some measures, the data sets are 

too small to be meaningful at this time.  Early indicators show that 

approximately 60% of patients have attended more than one appointment 

and approximately 60% have been contacted within two weeks of the referral 

being received.  Further analysis and discussion of these measures will appear 

in future reports. 

Referral numbers have stabilised at a lower level as the new Sport Wellington 

Green Prescription model has become imbedded.  Closer working 

relationships with Sport Wellington ensures that patients are referred to the 

most appropriate service and given quality care.  Evidence of this is that no 

children were referred to our service from the B4 Schools Check programme 

in this period. 

See Appendix 1 for HFC case study. 

Funding for the Diabetes Self-Management Programme officially ceased 

30 June 2017.  Four practices and Kokiri Marae intended to continue running 

the DIY Diabetes programme, using the course material developed by TeAHN.   

Discussions have been held with the DHB about a new digital self-

management pilot.  In 2018, Melon Health will be contracted to run a 12 

month pilot to deliver a 16 week online self-management programme.  This 

will be supported by Te Awakairangi Health Network with coaching support 

and promotion at practices. 
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Improving Health Equity  

In 2017/18 TeAHN will make a number of 

strategic investments in projects aimed at 

addressing key equity issues. These will include 

exploring investment in a fixed term Public 

Health registrar role, with a focus around using 

our data to inform local interventions. We will 

also explore investment in a project role aimed 

at building and strengthening the links between 

general practice and NGOs working in our 

community, seeking to leverage improved health 

outcomes. 

 

¶ Community level data analysis 

is extended 

¶ Registrar role in place 

TeAHN has employed a public health medicine registrar for 2018, to assist 

TeAHN in using local data to inform intervention aimed at improving health 

outcomes and reducing health inequalities. The registrar will take up the 

position in Feb 2018.  

As noted above, the Practice Development facilitator is working with a range 

of community organisations, strengthening the links between the general 

practices and NGO providers in the Hutt Valley. TeAHN has also invested in a 

joint position with the Pacific Unit of Hutt Valley DHB to strengthen the links 

between the general practices, Pacific Health Services and the Pacific Unit, to 

improve Pacific health outcomes.  

Outreach Nursing Service 

The Outreach Nurses team work alongside 

general practice teams to assist them to engage 

ƘƛƎƘ ƴŜŜŘ άŀǘ Ǌƛǎƪέ ǇŀǘƛŜƴǘǎΣ ǇǊƻǾƛŘƛƴƎ 

assistance with health education, advocacy and 

support at home. The aim is to extend the 

capacity of the practice to reach, engage and 

reintegrate high need patients back into regular 

care arrangements with the practice.  This team 

offers complex clinical case management, 

working with and on behalf of the practice to 

connect patients to ongoing support that meets 

their needs.     

 

¶ Number of unique individuals 

receiving assistance by 

ethnicity and Quintile   

¶ Number of contacts for these 

individuals 

The Outreach Nursing service comprises a small team of nurses at TeAHN, 

with other nurses embedded in the HUCHS and Whai Oranga practices.  

Although the models of nursing delivery vary between the three services, the 

types of patients are the same across all i.e. people with complex medical 

conditions and low or no engagement with the general practice team. This 

service aims to meet the needs of these patients by supporting their re-

integration into sustainable support within the practice.   

During this reporting period, 403 unique patients received assistance from the 

service, with a total of 2,111 contacts for these individuals. Of these patients, 

пл҈ ǿŜǊŜ aņƻǊƛΣ нф҈ ǿŜǊŜ tŀŎific and 31% were Other ethnicities. Most 

patients seen were Quintile 5 (63%) or Quintile 4 (19%), with the remaining 

patients (18%) spread over the other Quintiles. 
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There were 66 referrals in total to the TeAHN nurses in the six month period, 

July to December 2017, with 58 of these being accepted.  There were 56 

discharges in the same period.   At the end of December 2017, there were 50 

unique individuals on the TeAHN Outreach Nursing register. 

!ƭƳƻǎǘ рл҈ ƻŦ ŀƭƭ ǘƘŜ ǊŜŦŜǊǊŀƭǎ ǿŜǊŜ άŎƻƳǇƭŜȄ ƳŜŘƛŎŀƭέΦ  These patients have 

multiple medical conditions, and their situation is also complex and often 

requires several different providers at the same time.  The reason for referral 

is often not the main challenge facing the patient, which is determined very 

quickly from the ON assessment.  Other factors that are more pressing for the 

patient need to be addressed first before the reason for referral can be 

addressed 

¢ƘŜ hǳǘǊŜŀŎƘ bǳǊǎŜǎ ƻŦǘŜƴ ŀŎǘ ŀǎ άōǊƻƪŜǊǎέ ōŜǘǿŜŜƴ ǎŜǊǾƛŎŜǎΣ ŀƴŘ ŀǎǎƛǎǘ 

practices in linking with specialist services such as palliative care, cardiology 

Te Awakairangi Health Network Outreach Nursing Service - All Providers 

Time period 
Total 

Contacts 

Unique Patients 

this period 

Average no. 

of patients 

in a month 

July to December 2013 1,429 Not available 162.2 

January to June 2014 1,800 468 163.2 

July to December 2014 2,306 479 199.8 

January to June 2015 1,856 418 149.3 

July to December 2015 1,657 374 116.0 

January to June 2016 1,425 311 106.5 

July to December 2016 1,428 281 100.0 

January to June 2017 1,686 315 114.0 

July to December 2017 2,111 403 141.2 
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and diabetes.  The nurses also play an active role linking practices and patients 

with pharmacies and other healthcare providers.   

In the reporting period, the TeAHN outreach team also presented to the 

Lower Hutt Lions group on diabetes, concentrating on the prevalence of 

diabetes in the community and how this affects the health of the population 

across the valley.  There is an opportunity for ongoing work linking the Lions 

and the DHB Diabetes Specialist team around the Lions fundraising activities. 

See Case Study under Appendix 2 

Community Health Workers  

The CHW team will continue to provide support 

and advocacy for clients who are experiencing 

social and other issues which are impacting on 

their ability to access primary care, and live 

healthy lives. The CHWs will work with general 

practices and other organisations to facilitate 

access to primary health care services, and 

services delivered by other social support 

agencies such as Work and Income and Housing 

New Zealand.  

The CHWs will work alongside communities 

assisting and empowering them to address 

health and social issues. 

 

¶ Number of unique individuals 

receiving assistance, by 

ethnicity and Quintile   

¶ Number of contacts for these 

individuals 

¶ Evidence of community 

development activities 

empowering communities. 

During this reporting period, 617 unique patients received assistance from the 

Community Health Worker service, with a total of 1,821 contacts for these 

individuals.  

Te Awakairangi Health Network - All Providers 

Time period 
Total 

Contacts 

Unique Patients 

this period 

Average no. 

of patients 

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 1,730 727 177.0 

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 for in this reporting period, 52% were MņƻǊƛ ŀƴŘ н3% were 

Pacific. Most patients seen were Quintile 5 (61%) or Quintile 4 (21%), with the 
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remaining patients (17%) spread over the other Quintiles. 

See Appendix 3 for CHW Case Studies showing client outcomes. 

Community Development Activities 

A HUCHS CHW was selected to sit on the Northern Ward Community Panel, 

ǿƘƛŎƘ Ŏƻƴǎƛǎǘǎ ƻŦ ǘƘǊŜŜ ƻǘƘŜǊ ƭƻŎŀƭ ŎƻƳƳǳƴƛǘȅ ƳŜƳōŜǊǎΦ ¢ƘŜ tŀƴŜƭΩǎ ŀƛƳǎ 

ŀǊŜΥ ά/ƻƴƴŜŎǘƛƴƎ ŀƴŘ ŎƻƭƭŀōƻǊŀǘƛƴƎ ǿƛǘƘ ǘƘŜ ŎƻƳƳǳƴƛǘƛŜǎ ƻŦ tƻƳŀǊŜΣ {ǘƻƪŜǎ 

Valley ŀƴŘ ¢ŀƛǘŀ ǘƻ ƳŀƪŜ ǘƘŜƳ ŜǾŜƴ ƎǊŜŀǘŜǊ ǇƭŀŎŜǎ ǘƻ ƭƛǾŜΣ ǿƻǊƪ ŀƴŘ ǇƭŀȅέΦ 

The Panel works with these communities to discuss and debate, and provide 

feedback to Council on important local issues, and to ensure that these 

interests are being considered at Council. The Panel is also responsible for 

distributing funds to local community groups requiring funding for identified 

needs in their community. 

HUCHS CHWs had another successful Christmas in da Hood community event. 

They were involved in sourcing stage entertainment and manning the free 

fruit stall. This event enabled them to connect with other community 

organisations, faith groups and schools, which has enhanced their current 

relationships and networking opportunities so they are able to access 

appropriate and accessible services for patients.  

Following a Meth workshop hosted by HUCHS, the CHWs responded to a 

ǊŜŎƻƎƴƛǎŜŘ ƎŀǇ ƛƴ ǘƘŜ Iǳǘǘ ±ŀƭƭŜȅ ŦƻǊ ŀ ǎǇŀŎŜ ǿƘŜǊŜ ŘǊǳƎ ǳǎŜǊǎ ŀƴŘ ǿƘņƴŀǳ 

could come for advice and support. A steering group was formed from local 

organisations and interested parties, to look at working together to get 

something going in the community. The first Meth Walk-In Clinic started on 6 

December, and now runs every Wednesday from Pomare Taita Community 

House between 10am to 12pm. This safe, inviting, non-judgmental space, has 

a counsellor, ex-users and advisors available to talk to via group session, 

although one-on-one sessions can be provided. Since its inception, the group 
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has had some great feedback and an article on Stuff generated a lot of interest 

and support. 

A HUCHS CHW continues to work with local community groups and members 

on an emergency response plan with Wellington Regional Emergency 

Management Office (WREMO), via the Taita/Pomare Community Response 

Plan project. They are now into phase two of the plan: meeting with identified 

stakeholders to develop a list of resources available in an emergency situation 

(ie food, clothing, generators and tents) and plan on holding a mock civil 

emergency scenario to test the coordinated response from all involved. 

TeAHN Community Health Manager joined the Emergency Management Hutt 

Valley Local Welfare Committee group in February, with a particular focus on 

the CHWs and the supportive activities they can offer their patients and 

respective communities in the event of an emergency.  

A TeAHN CHW continues to attend and participate in regular monthly Hutt 

Valley Pacific Services Network fono. The Network is made up of more than 

15 government and non-government organisations who serve Pacific people. 

The fono consist of sharing information and examining how best to interact 

with one another in order to ensure that Pasifika people are getting the best 

possible services the region can offer. The Network completed their MOU for 

all providers involved. They plan to hold an Expo in 2018, where community 

and church leaders will hear from and learn about participating agencies and 

how to utilise and access their services. 

Whai Oranga CHWs successfully applied for funding to help with the basic 

running costs of ƳƻƴǘƘƭȅ όǎƛȄ ƛƴ ǘƻǘŀƭύ ƴƻƘƻκǿņƴŀƴƎŀ ǿƻǊƪǎƘƻǇǎ ŦƻǊ ǘƘŜƛǊ 

newly created EMPOWER (Empowering MņƻǊƛ Pacific Of Wainuiomata to 

Excel & Rise) Young Women group. The group was established to equip young 

women aged 12 to 17 years living in Wainuiomata, with tools they can use in 
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the many challenging situations they face daily, including high suicide rates 

and teen pregnancy. The first noho was very successful, with 23 young women 

and their families taking part. The CHWs are now seeking more funding to run 

their EMPOWER Tama Toa programme aimed at teenage males. 

A Whai Oranga CHW supported the local #HASHTAGS and hosted an evening 

at the Wainuiomata Library for local candidates in the 2017 General Election. 

Questions to the candidates were pre-prepared by the #HASHTAGS and were 

asked by each of the youth whom are part of this group.  

Wellbeing Service (primary mental health) 

TeAHN provides primary mental health and 

addiction services to improve health outcomes 

for people with mild to moderate mental illness, 

or with addiction issues. Services are delivered 

ōȅ ¢Ŝ!IbΩǎ ²ŜƭƭōŜƛƴƎ ǎǘŀŦŦΣ ŀƴŘ ǘƘǊƻǳƎƘ ŀ 

subcontract with Vibe, the local youth health 

provider.  

In 2016/17, the 25% reduction in funding for 

these services resulted in lower volumes of 

clients and client sessions, compared to 2015/16 

and earlier years, and this is expected to 

continue in 2017/18. The team will continue to 

deliver clinically effective services, including 

assessment, talk therapies, and group sessions. 

Services will continue to be run in Upper Hutt, 

Lower Hutt, and Wainuiomata, from some 

general practice sites and marae.  

TeAHN will continue to offer alcohol screening 

with brief interventions by TeAHN staff and 

¶ Number of clients (unique 

individuals) receiving services, 

by age and ethnicity   

¶ Number of client sessions for 

these individuals 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

With the 25% reduction in primary mental health funding from 1 July 2016, 

referrers were advised that TeAHN would be applying more targeted criteria 

for access to services. This has resulted in some Community Service Card 

Holders who do not meet high needs ŎǊƛǘŜǊƛŀ όaņƻǊƛΣ tŀŎƛŦƛŎ ƻǊ vрΣ ƻǊ мн-19 

years) or their referrers being redirected to other services or resources.   

 

The number of unique individual using the service has remained fairly static 

from 743 (Jan to Jun 2017) to 746 (Jul to Dec 2017), while the number of new 

referrals has decreased from 514 in the Jan toς Jun period to 475 in the Jul to 

Dec period. This may have been influenced by some short term staff vacancies 

in the TeAHN Wellbeing Team which shows the biggest decrease in unique 

individuals using the service  from 572 (Jan-Jul) to 541 (Jul- Dec). These 

vacancies have now been filled.  

 

  

Unique Individuals 

July-December 2017 

New 

Referrals 

HUCHS 54 22 

Wellbeing Service - TeAHN 541 405 

Vibe 158 51 

Service Wide 746 475 
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general practice staff, as resources allow within 

the lower primary mental health funding. 

In 2017/18, TeAHN will work with HVDHB and 

MHAIDS to explore opportunities for integrating 

care for people with more serious mental health 

conditions, with a view to improving their 

physical health and overall wellbeing (as 

ƻǳǘƭƛƴŜŘ ƛƴ ǘƘŜ ά9ǉǳŀƭƭȅ ²Ŝƭƭέ ŀǇǇǊƻŀŎƘύΦ  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 

Those who accessed any primary mental health provider between July and 

December 2017 included: 

¶ 278 young people (12-мфȅǊǎύ ǿƛǘƘ то aņƻǊƛΣ мс tŀŎƛŦƛŎ ŀƴŘ мфм 
other ethnicities, a similar number to previous periods. One 
referral was for a child i.e. below the target adolescent age 
group. 

¶ псф ŀŘǳƭǘǎ ǿƛǘƘ муп aņƻǊƛΣ оф tŀŎƛŦƛŎΣ нпт ŀƭƭ ƻǘƘŜǊ ŜǘƘƴƛŎƛǘƛŜǎΦ 
This is similar to previous periods since the reduction in funding 
from July 2016. 

Service wide age and ethnicity profiles are shown below.  Overall, the 

demographic profile of service users is similar to the previous reporting 

period. Changes of note are the increased percentage of 12-19 yrs clients 
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(increasing from 29% to 37%) and the increased percentage of Maori clients 

(increasing from 30% to 34%). This reflects the requirement in the DHB 

contract that TeAHN give priority to young people, and shows that efforts to 

focus on meeting the needs of target groups are working.   
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Service volumes are shown below. While the number of unique users has 

remained fairly static (as noted above), the number of sessions and contacts 

have decreased slightly. This may indicate more of a focus on brief 

intervention (which ensures an appropriate number of sessions per client) 

and no clients being seen for long term interventions. There has also been an 

increased DNA rate in the 12-19 yrs clients in the last quarter (Q2) which will 

have reduced session numbers. Letters and referrals made have continued to 

increase, indicating that more clients are being referred to other services. 

Sessions with young people more frequently involve different people (e.g. off-

site visits at school, other agency visits, and liaison with parents, school 

guidance counsellors or other agencies) to ensure a consistent approach is 

used by all involved.  
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¶ Number of brief interventions 

for alcohol misuse  

¶ Evidence of integration and 

shared care arrangements for 

people with more serious 

mental health conditions 

 

 

 

Service Wide  Total: 

4,143 

Jul to Dec 

16 

Jan to Jun 

17 

Jul to Dec 

18 

Sessions (incl. DNAs and 

rescheduled) 
1,736 1,518 

1,456 

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 detailed 

information about service users and the activities of the primary mental 

health providers.   

 

The Wellbeing Team continue to offer brief interventions for alcohol misuse 

to clients as appropriate. We have not done specific work training general 

practice staff in this period, as TeAHN has no ongoing funding to support 

practices if they undertake brief interventions. However, we employed a 

psychologist In September with extensive AOD clinical experience who can 

assist any clinicians at TeAHN and GP practices who are working with people 

with mild to moderate substance abuse issues. TeAHN would be open to a 

discussion about a greater focus on screening for addictions and brief 

interventions in 2018/19.     

 

Increased access to Youth Mental Health 

services  

TeAHN will work with Hutt Valley ICAFS staff to 

¶ Number young people going 

through the new discharge 

planning process 

The MOU between TeAHN and ICAFS was not continued through this 

reporting period. The decision was made not to renew the contract from the 

end of June 2017 as there were changes in staff mix at TeAHN. Some staff 



 

 

 

73 

improve follow-up in primary care of youth 

aged 12-19 years referred from secondary 

mental health and addiction services, as 

resources allow. Follow-up care plans will be 

developed in conjunction with the young 

person, their primary care provider and 

secondary service as appropriate.  

 

have continued to work with ICAFS clients under the original MOU to 

complete their intervention. Therapy has now been completed for most of 

these young people with good outcomes, and most have been discharged. 

Others who no longer meet ICAFS criteria are eligible for further sessions via 

standard primary mental health brief interventions.   

In the reporting period, new staff were recruited to the Wellbeing Team and 

a new MOU with ICAFS has been agreed to start in January 2018. This MOU 

will include support for the Wellbeing team through ICAFS psychiatry time at 

TeAHN and a regular peer supervision session with senior ICAFs staff. Regular 

administration review meetings will be held to ensure continual progress and 

timely discharge of clients. The ICAFS manager and TeAHN team leader 

continue to meet regularly to review service links.  

The team leader of the Wellbeing team has been involved in the project to 

implement Te Haika triage process for ICAFS and is on the steering group to 

support the implementation of the new service delivery model for ICAFS. 
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3.0:  MORE CONNECTED HEALTH AND COMMUNITY SERVICES 

 
Goal 3:  More connected health and community services  

Strategy 3.1: Improving information systems    

Strategy 3.2: Using data to better focus efforts across the system   

Strategy 3.3: Strengthening quality improvement   

Strategy 3.4:  Strengthening the patient voice 

 

STRATEGY 3.1:  IMPROVING INFORMATION SYSTEMS    

Action Measure Reporting for the period 

PMS Support  

TeAHN will continue to provide enrolment and 

register management support to practices that 

are part of the Network, including the promotion 

of self-audits and register clean-ups to complete 

the transition to the National Enrolment Service 

(NES) which commenced during 2016/17.  

TeAHN will continue to provide support around 

key system changes including the NZ Electronic 

Prescription Service (NZePS) and patient portal.  

The focus will be on assisting practices across the 

Network to be ready for these changes. 

With a preferred PMS system now identified, 

TeAHN will work with other PHOs to finalise 

agreements that will support the local 

deployment across our respective Networks.   

The roll out is expected to commence in early 

2018 and will link closely with the Health Care 

 

¶ Number of Practices (and 

ENU) by PMS 

¶ New PMS ready and available 

for practices to use  

¶ Number of practices taking up 

new PMS  

TeAHN has continued to provide enrolment and register management support 

to the practices, including the promotion of self-audits and register clean-ups 

to complete the transition to the National Enrolment Service (NES).  

 

TeAHN is continuing to work with Central PHO and Compass around the 

procurement of a new PMS for the wider region.  We have agreed the 

commercial terms and are now finalizing the software agreements to support 

the transition to the new system.  Two pilot sites will be established in 

March/April to test the local instance and system integration issues.  Once 

these have demonstrated the system is fit for local purpose, we will proceed 

with full roll out over the wellington region. 

 

The uptake of the PMS remains a practice business decision, however we are 

expecting that a number will take up the offer to move to this from Mid 2018 

onward. 

 

As part of the migration to the new platform, we are also proposing shifting the 

shared care record across to a platform that will work across all PMS. 
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Home initiative. 

TeAHN will continue to augment the PMS with 

other decision support and electronic referral 

systems, partnering with BPAC to deliver these. 

 

 

A consortium comprising TeAHN, Compass Health and Central PHO will 

collaborate to support the roll out including providing/facilitating first and 

second level support.   This is expected to ensure we end up with a system that 

allows us to collectively reap the benefits of a cloud based PMS with options 

for enabling access for community service,  mental health and other service 

providers.    This in conjunction with the development of an electronic, PMS 

agnostic referral system will position the consortium partners to provide some 

significant options to assist the DHB in their efforts to integrate services.  

 

Shared Care Record   

The SCR enables primary care practices to share 

ǎŜƭŜŎǘŜŘ ǇŀǊǘǎ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘǎΩ ƘŜŀƭǘƘ ǊŜŎƻǊŘ ǿƛǘƘ 

other clinicians, by providing a summary of the 

ǇŀǘƛŜƴǘǎΩ ǇǊƛƳŀǊȅ ƘŜŀƭǘƘ ŎŀǊŜ ǊŜŎƻǊŘ ƛƴ ƻƴŜ 

convenient, secure place. In 2014/15, the SCR 

was implemented in the Hutt Valley using the 

Manage My Health system.  

In 2017/18, TeAHN will maintain support for the 

SCR, aiming to transition this to business as usual 

once all practices are connected. We will 

continue to promote the uptake and use of SCR 

by after hours, ED 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 practices 
that have enabled the SCR. Of that 84%:  

¶ 83% are from TeAHN practices, and  

¶ 17% are from Ropata Medical Centre.  

We still have one practice that has not signed up to this service and two My 

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 After 

Hours mainly due to the challenges around user access and the need to 

maintain separate passwords for each user which needs to be entered each 

time. 

 

Patient Portal     

Patient portals enable patients and practices to 

interact via a secure information channel, to 

review test results, communicate electronically, 

¶ Number of general practices 

that have enabled a Patient 

Portal  

¶ % of patients using a Patient 

As at 31 December 2017, 12 practices in the Te Awakairangi Health Network 

are offering the ManageMyHealth patient portal.  Both TeAHN practices that 

use myPractice PMS system are offering their Health 365 patient portal. 

There are 10,992 patients activated to use the ManageMyHealth Patient Portal, 
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and book appointments and repeat 

prescriptions.   

In 2017/18 TeAHN will continue to promote and 

support practices to implement patient portals 

across the Network.  

Portal (in the practices that 

have this service enabled)  

  

and 4,761 patients using the Health 365 portal. This means that 13.2% of the 

total TeAHN population are utilising a patient portal.  

In the last six months, five additional practices have received both on-site 

training and will be going live in the near future with a patient portal.  

Primary Care Access to the Hospital Health 

Record  

The expansion in the number of primary care 

clinicians accessing the hospital health record 

will assist in providing a more complete view of 

a persons' health record while providing care, 

particularly post-discharge and for patients that 

have multiple contacts with hospital services.   

During 2017/18 TeAHN will continue its support 

for practices to increase their access to and use 

of the Hutt Hospital patient information system 

(known as Concerto). 

¶ % of Primary Care Clinicians 

accessing the hospital health 

records (Concerto)  

 

In this reporting period, applications for Concerto access were processed for 

ten practice nurses, fifteen GPs, eight pharmacists and one administration staff. 

Training was provided on site at each practice or pharmacy. Ongoing IT support 

has been required from TeAHN due to various software and user login issues.  

The Hutt Valley DHB processing turnaround times for applications was much 

improved from previous periods. Turnaround time has reduced from 

sometimes up to a week to no more than 72 hours.   

 

Electronic Request for Advice  

Rapid access to specialist service advice for 

primary care will support the on-going care of 

people in the community. The Request for 

Advice project (a 3DHB IM project) will deliver 

processes to enable this communication across 

the interface. TeAHN will continue to work with 

DHB and PHO partners to promote the 

development of these tools during 2017/18. 

¶ Evidence of participation in 

3DHB IM project 

No further progress to report on this project. 

TeAHN is working with Compass Health and Central PHO around an electronic 

referral service, supported by BPAC.   This is expected to include capacity for 

requesting electronic advice. 

Shared Care Planning  

This remains a priority in support of a range of 

¶ Evidence of participation in 

3DHB IM project 

We are continuing to work with Central PHO and Compass around the 

procurement of a new PMS for the wider region.   The preferred new PMS 
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initiatives including palliative care and care of 

people with long term/complex conditions.   In 

2017/18, TeAHN will continue to explore 

options, including those linked to the new 

PMS.   TeAHN will work with the DHB and 

other PHOs to confirm our requirements and 

engage with potential providers of this 

service, with a view to a working system being 

in place by the end of 2017/18. 

(Indici) will have a shared care planning tool which we have seen demonstrated 

and will be part of the system by the time it is rolled out to practices from mid-

2018. 

E-referral  

Electronic referrals create efficiencies in 

attaining specialist advice and care. The BPAC 

referral system is now in place for radiology and 

bowel screening. TeAHN will continue to work 

with DHB and PHO partners, through the IMSLA 

to further develop this functionality, aiming to 

transition more services to this platform. 

¶ Evidence of participation in 

3DHB IM project 

TeAHN is working with Compass Health and Central PHO around an electronic 

referral service, supported by BPAC.   This is expected to include capacity for 

requesting electronic advice. 

 

STRATEGY 3.2:  USING DATA TO BETTER FOCUS EFFORTS ACROSS THE SYSTEM   

Action Measure Reporting for the period 

Knowledge management  

TeAHN now has developed a range of data 

sources and is working to build these into an 

integrated data repository.   Analytique has been 

rolled out to support the LTC contracts and a 

provider portal is due to be trialled with 

practices in August 2017.    

In 2017/18, with the variety of data now 

¶ Knowledge management 

strategy developed 

TeAHN continues to develop a range of data sources, and business 

intelligence tools, and is working to build these into an integrated data 

repository.    

Analytique has been rolled out to 19 of our 20 practices to support their LTC 

contracts. The web based practice provider portal is now up and running, 

allowing practices to view up to date information on their LTC care and 

spending. 
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available, TeAHN will work with its practice 

partners to further develop the capability to turn 

ǘƘƛǎ Řŀǘŀ ƛƴǘƻ άƪƴƻǿƭŜŘƎŜέ ǘƘŀǘ  Ŏŀƴ ōŜ ǳǎŜŦǳƭƭȅ 

applied to monitor health outcomes and 

contribute to system redesign. 

 

TeAHN is also trialling the data visualisation tool from Microsoft called 

PowerBI. This will be used internally for complex data visualisations, and will 

eventually be integrated into the practice provider portal website to give 

practices the ability to visualise and drill-down into their practice data. It is 

also likely this tool will be used for Health Care Home indicator reporting. 

In 2018, TeAHN will continue to work with its practice partners to further 

ŘŜǾŜƭƻǇ ǘƘŜǎŜ ŎŀǇŀōƛƭƛǘƛŜǎ ǘƻ ǘǳǊƴ ǘƘƛǎ Řŀǘŀ ƛƴǘƻ άƪƴƻǿƭŜŘƎŜέ ǘƘŀǘ  can be 

usefully applied to monitor health outcomes and contribute to system 

redesign. 

Outcomes Framework  

In 2017/18 TeAHN will build on the knowledge 

gained through the training in Results Based 

Accountability (RBA) undertaken in 2016/17, to 

develop an outcomes framework for the 

organisation.   The initial focus will be on the long 

term conditions (LTC) programme but will 

extend to other areas as the teams apply the 

RBA methodology. 

¶ Staff of TeAHN and 

subcontracted providers 

participate in the 

development of the 

framework, and its 

implementation 

 

TeAHN has continued to use this methodology. The initial use has been in the 

Long Term Conditions programme (see Section 1.2) to more accurately 

monitor and provide feedback to practices around the performance of the 

LTC programmes. Work is also underway to define population health 

indicators and service specific performance measures for other TeAHN 

programmes and services. It has been delayed by staff sickness and vacancies 

in the reporting period, but will be advanced further in 2018.  

 

Decision Support 

In 2017/18 TeAHN will continue 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 tool 

implemented for community 

radiology 

During the last six months, we have continued to refine the BPAC Radiology 

eReferral form and provide training and support to clinicians. All radiology 

providers except for Wellington and Kenepuru Hospitals are receiving their 

referrals electronically through a web portal. BPAC has worked with Pacific 

Radiology and developed a direct link for the form into their Radiology 

Information Systems. This is working very well, saving time and minimising 

errors from manual entry. BPAC is currently working on a direct link into Hutt 

Hospital Radiology as well.  

All practices are now utilising the BPAC decision support risk profile tool 
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developed by TeAHN to support practices in the management of people with 

Long Term Conditions. This tool is being used by practices in the development 

of their LTC practice plans and as a monitoring tool. It is also very useful for 

monitoring progress at PHO level. 

 

STRATEGY 3.3:  STRENGTHENING QUALITY IMPROVEMENT   

Action Measure Reporting for the period 

Total Quality Improvement Programme   

TeAHN will continue to develop and implement 

a three yearly Quality Plan with annual action 

plans, under the oversight of the Clinical 

Governance Committee.  

TeAHN will support the Network practices as 

they continue on the annual programme for 

Cornerstone and three yearly for Foundation 

Standards. TeAHN will encourage Foundation 

Standard practices to work towards Cornerstone 

accreditation.  

TeAHN will explore the use of Safety in Practice 

tools (e.g. care bundles, trigger tools and safety 

climate survey) and other Quality Improvement 

tools in interested practices. 

TeAHN will also expand the system for reporting 

Adverse Events (Severity Assessment Code one 

and twƻ ŎŀǘŜƎƻǊƛŜǎ ŀƴŘ ΨƴŜŀǊ ƳƛǎǎŜǎΩύ ǘƻ ¢Ŝ!Ib 

and HQSC.  

In 2017/18, we will build capacity/capability in 

practices to use their data to monitor their 

 

 

 

 

 

¶ All practices engaged in the 

ongoing accreditation process 

 

 

 

¶ Number of practices using SiP 

and QI tools  

¶ Number of practices setting 

up processes for reporting of 

adverse events  

 

TeAHN has prepared a Quality Plan for 2017/18, with oversight from the 

Clinical Governance Committee.  

 

!ƭƭ ƻŦ ¢Ŝ!IbΩǎ ǇǊŀŎǘƛŎŜs are engaged in the RNZCGP accreditation process. 15 

practices are on the annual programme for Cornerstone accreditation 

following their initial (or subsequent) achievement of this programme. For the 

annual programme, practices are required to complete 10 indicators and 14 

mandatory criteria each year and are assessed again in the fourth year. The 

remaining five practices have achieved the Foundation Standards and are 

being encouraged to progress to Cornerstone by their next assessment date 

(2019).   

 

The Clinical Governance Committee has considered the use of Safety in 

Practice tools (e.g. care bundles, trigger tools and safety climate survey) and 

decided to postpone formal implementation locally because of competing 

priorities for practices. TeAHN will continue support practices to develop their 

skills in quality improvement through the Health Care Home programme.  

 

TeAHN has implemented the system for reporting Adverse Events (Severity 

!ǎǎŜǎǎƳŜƴǘ /ƻŘŜ ƻƴŜ ŀƴŘ ǘǿƻ ŎŀǘŜƎƻǊƛŜǎ ŀƴŘ ΨƴŜŀǊ ƳƛǎǎŜǎΩύ ǘƻ ¢eAHN and 

HQSC in two practices. Their experience will then be shared with other 
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progress on key health outcomes.  In particular, 

we will be working with teams to assist them in 

setting up monitoring systems to make their 

data more available to track progress.  We will 

be working with our BPAC partners to extend the 

utility of the decision support tools and train 

teams in their use.  

   

practices.  

 

TeAHN is establishing systems to assist practices to use their data to monitor 

their progress on key health outcomes (see earlier sections on Analytique and 

practice portals).  

Primary Care Emergency Management 

In 2017/18, TeAHN will continue to support the 

general practices to maintain their emergency 

management and business continuity 

arrangements, including the five geographical 

Local Emergency Groups (LEG).  

TeAHN will maintain its own emergency 

management arrangements and competence, 

undertaking further exercises and development 

within the organisation. 

 

¶ Number of training sessions 

and exercises undertaken 

The Local Emergency Groups continue to meet to assist practices to maintain 

their emergency preparedness. Practice updating of Emergency Business 

Continuity Plans is ongoing, according to their due date.  

 

TeAHN held an emergency management training for all staff 8 November,. It 

included a presentation on tsunamis and an overview from Wellington 

Regional Emergency Management Office (WREMO) on their work and 

changes within their organisation (e.g. the change from Civil Defence centres 

to Community Hubs). A similar training for all practice staff is scheduled for 

February 2018.  

 

The Primary Care Stakeholders, 3DHB Emergency Management group and the 

Emergency Services Coordinating Committee initiated by the Hutt branch of 

WREMO continue to meet to further plan and understand the link between 

each organisation to ensure continued development.  

Provider Relationships and Clinical Programme 

Support 

TeAHN will maintain and seek to extend its 

support for its provider network.   Three practice 

facilitators will be working closely with all 

¶ Results of 2017/18 member 

survey compared with results 

of previous surveys 

¶ A practice survey will be run in Q3 of 2017/18. 

 

TeAHN have continued to support practices through its facilitators and 

practice system support staff. 
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members of the practice teams to support them 

in the roll out of new initiatives, as well as 

assisting in the embedding of existing systems 

and programmes.  A key focus in 2017/18 will be 

around preparing practices to transition to new 

models of care, while maintaining their progress 

on key performance metrics. 

During 2017/18, TeAHN will explore options for 

providing a contracted practice management 

support service for local practices.   This is likely 

to focus on areas including HR, payroll, IT and 

business support. 

TeAHN surveys its members annually, seeking 

advice and input around their priorities, their 

views on potential improvements and upcoming 

issues.  The feedback will be used to shape the 

agenda for the practice visits and to drive 

internal improvements. 

TeAHN will facilitate whole of Network meetings 

as required, providing a forum for discussion and 

co-design of new developments.   TeAHN is 

committed to an inclusive and empowering 

culture of leadership and support. 

The CE and GM, PPD will complete biannual 

practice visit rounds in November and 

April/May, aiming to connect with every 

business owner and manager and their 

immediate teams on important and emerging 

issues.    

A large number of staff from the 5 practices selected for tranche one of the 

HCH roll out attended training/orientation sessions provided by Compass 

Health. 

 

We have trialed some contracted practice support options for practices 

however these have not been extended.   By necessity these have been very 

dependent on the availability of skilled team members with recent practice 

management experience.   We have seen some of our key team members take 

up practice manager roles which has impacted on our ability to build up this 

capacity. 

 

The GM and CE have continued to meet regularly with practices, completing 

a round of visits through the latter part of 2017.   These are an opportunity 

for us to highlight areas of good performance and provide an overview of 

priorities that are emerging.   The next round of these is scheduled for the 

first three months of 2018. 

 

Our bulletins continue to be published on a weekly basis and these carry a 

range of topics keeping practices updated on the latest developments. 
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TeAHN will continue to provide a weekly 

electronic Information Bulletin and use this as a 

key conduit for news, views and updates on 

emerging issues. 

 

 

STRATEGY 3.4:  STRENGTHENING THE PATIENT VOICE 

Action Measure Reporting for the period 

Consumer representation and co-design  

TeAHN will continue to have consumer 

representation on its Board and the Clinical 

Governance Committee. We will increase the 

involvement of consumers in groups reviewing 

and developing programme and services.  
 

¶ Evidence of increased 

consumer participation in 

development of programmes 

and services  

Through this period, three staff from the Network completed the Ko Awatea 

Partners In Care programme, equipping them with the skills to actively engage 

in co-design.   This course involved a number of projects which offered the 

team members an opportunity to apply what they were learning to local 

issues.   

 

As a part of the Whakakotahi initiative at Hutt Union and Community Health 

Services, ¢Ŝ!IbΩǎ team supported the practice to establish a consumer 

group, Te Kete Hauora.  This group has been instrumental in assisting the 

practice to reshape the services and support it provides to its patients. 

 

Practice improvements  
TeAHN will continue to support the general 

practices to use their patient feedback systems 

for service improvement. This includes using 

patient complaints to identify opportunities for 

learning and quality improvement, as well as 

using tools such as disability alerts, health 

passports and shared care planning to facilitate 

smoother journeys through the health system.  

 

¶ Complaints system in place  

¶ Evidence of implementation 

of tools in practices 

¶ Practices using insights from 

the PES to improve care.  

¶ Evidence of training including 

health literacy  

 

TeAHN continue to support the general practices to use their patient feedback 

systems for service improvement. This includes using patient complaints to 

identify opportunities for learning and quality improvement, as well as using 

tools such as disability alerts, health passports and shared care planning to 

facilitate smoother journeys through the health system 

 

In November 2017, ten TeAHN practices participated in the Patient 

Experience Survey. From the 3516 patients who attended the 10 participating 

practices during the survey week, 1518 were invited to participate in the 
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In 2017/18, TeAHN will support the practices to 

implement the new national Patient Experience 

Survey, analyse the results and use the insights 

gained from these to improve their systems of 

care.   

 

Patient Experience Survey. The survey was completed by 346 (23%) of the 

total invited, similar to the response rate achieved nationally.  

 

TeAHN staff are supporting practices to enhance their existing quality 

improvement processes, using the patient experience responses to inform 

ǘƘŜƛǊ ƛƳǇǊƻǾŜƳŜƴǘ ǇƭŀƴƴƛƴƎΦ ¢Ŝ!IbΩǎ /ƭƛƴƛŎŀƭ DƻǾŜǊƴŀƴŎŜ /ƻƳƳƛǘǘŜŜ ŀǊŜ 

ǇǊƻǾƛŘƛƴƎ ƎǳƛŘŀƴŎŜ ŦƻǊ ¢Ŝ!IbΩs work in relation to the survey and the results.  

 

Another three practices have indicated that they will join the February 2018 

round, with two more joining for the May 2018 round. The remaining five 

practices are discussing with their teams whether they will join the February 

2018 round.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 










