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MESSAGE FROM THE CHAIR AND CHIEF EXECUTIVE 
 

 
On behalf of the Board of Trustees and staff 
of Te Awakairangi Health Network 
(TeAHN/the Network), we are pleased to 
submit our Annual Report for 2016/17, 
covering our year of operations. A great deal 
has been achieved in the past 12 months, 
fulfilling our mission to be a community 
leader for health in the Hutt Valley.  
 
Our Network’s performance in prevention, 
screening and early intervention has been 
sustained, with continued good coverage for 
people having heart checks (87%), people 

being assisted to stop smoking (89%) and immunisation levels (94%) protecting young children 
from serious diseases. More women are being screened for cervical cancer (78%, close to the 
national target of 80%), but the lower uptake among Maori and Pacific women has required us to 
increase our efforts, in partnership with other agencies, to address this. We continue to work with 
community pharmacies and practices to provide readily available screening and treatment for 
sore throats, preventing the spread of rheumatic fever among young people. 

Our health promotion, outreach nursing, primary mental health and community health worker 
teams in TeAHN have continued to support each other and our general practices in caring for 
patients, preventing ill health and empowering communities. Alongside clinics at our main site in 
Lower Hutt, TeAHN staff also run clinics in marae and general practice settings, increasing access 
to a wider range of primary care services.  
 
One of TeAHN’s challenges is supporting the positive development of general practice, to enhance 
practice capacity and capability, as the health system increasingly looks to primary care for an 
expanding range of services. We have been very encouraged by the way practices have embraced 
the RNZCGP Aiming for Excellence programme, with all 20 now having achieved accreditation to 
either Foundation or Cornerstone standards.  We have also been pleased with the progress 
several practices have seen from their participation in TeAHN’s sustainability programme, with 
changes to models of care, mergers, and facility upgrades.  
 
Our partnership with Hutt Valley DHB remains very positive, reflected in our participation in the 
Hutt Integrated Network of Care (Hutt INC), our primary-secondary alliance leadership team; in 
the three clinical networks (for child health, acute demand and long term conditions); and on the 
DHB Clinical Council. We were delighted when, late in the year, the Hutt Valley DHB Board 
approved the business case for the Health Care Home model in the Hutt Valley. We are looking 
forward to progressing this model in 2017/18, significantly expanding the gains we have seen 
from TeAHN’s sustainability programme.   
 
Support for people with long term conditions has been a key focus during 2016/17, as we 
established plans in all 20 practices to underpin new funding arrangements. These plans have 
been prepared by the practice teams, guided by TeAHN staff, and focus on improving the 
outcomes for patients with long term conditions. A specific focus on diabetes has resulted in a 
larger number of annual reviews being documented, and more people being started on insulin 
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within the practices. Clinical advisory pharmacists joined several of our practice teams, working 
alongside practice staff to improve patient care, undertaking medication reviews with a particular 
focus on post discharge, repeat prescribing and prescribing for older people.  

All practices are now active in using the electronic referral system for community radiology, and 
the clinical access criteria (which sit within this system) have been updated.  During 2016/17, the 
community radiology scheme was extended to cover people from Quintile 5 areas.  The clinical 
governance provided by the Advisory Group has enabled the further extension of the scheme to 
cover people in Quintile 4 areas from July 2017.  
 
TeAHN has worked closely with Te Omanga Hospice and Hutt Valley DHB, to integrate palliative 
care across the Hutt Valley, implementing new funding arrangements and developing a palliative 
care plan tool that will be rolled out early in 2017/18. 
 
We continue to expand our networks and partnerships with agencies and community 
organisations contributing to a range of inter-sectoral, community development and prevention 
initiatives across the Hutt Valley. TeAHN is one of the partners within the Healthy Families NZ 
initiative which is now delivering significant benefits across Hutt Valley communities. TeAHN has 
supported activities to improve nutrition, drink more water, be smokefree, reduce misuse of 
alcohol, and increase wellbeing in workplaces. TeAHN is one of the first local businesses going 
through the WorkWell programme. We have worked with the regional smoking cessation service 
to introduce their team to the general practices and increase the uptake of their services. We 
have also supported Pacific Health Services to provide the faith-led health promotion activities 
with a cluster of Pacific churches.  
 
Collaboration with other PHOs and primary care networks is continuing and growing, particularly 
in the area of enablers like Health Pathways and information systems. With most of our practices 
now connected to the Shared Care Record, many have turned their focus to implementing a 
patient portal. The uptake has been rapid for several of our larger practices, while the small to 
medium sized practices are now commencing their rollouts. Our team, working alongside 
colleagues from Compass Health Network and Central PHO, made significant progress towards a 
replacement patient management system (PMS) for our practices. We expect that a single PMS 
will be recommended across the sub-region, with a collaborative model underpinning its 
implementation and ongoing support. 
 
Thank you once again to all the Board members for their invaluable input and service this year. 
We are lucky to have such a wide range of governance skills, professional expertise and 
community connections within our Board. Special thanks to all of the staff of the Network and 
our practices for the excellent work they do. Together we are making a difference for our 
community. 
 

       

M N (Joe) Asghar, Board Chair     Bridget Allan, Chief Executive
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Vision 
 

A healthy Hutt Valley for all  
 

Mission 
To be a community leader for 

health in the Hutt Valley 
 

Values 
People centred 

Aiming for equity 
Working co-operatively 

Excellence in all we do  
Innovation 
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WHO WE ARE 

TE AWAKAIRANGI HEALTH NETWORK AT JUNE 2017 
  

118,957 
Enrolled patients 

11,783 
Asian 

10,166 
Pacific 

Our People 

20,746 
Maori 

HIGH NEEDS POPULATION 

20 general practices 
situated over 22 sites 
with a diverse mix of 

ownership models 

325,290  
GP Visits 

Our Practices 

127,075  
Practice 

Nurse Visits 

SERVING OUR HIGH NEEDS COMMUNITY 

6 practices 
offering VCLA 

fees 

High needs 
population over 

50% in 5 
practices 

Our Workforce 
76.3 FTE General 

Practitioners 
57.6 FTE Practice 

Nurses 

1 Practice 
Nurse per 

2,037 Patients 
 

1 GP per 
1,538 Patients 
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OUR STRATEGY MAP 
 

 

 

 Making a real difference 
for our communities and 

our people

Integrated and accessible 
services

A strong network with 
sustainable practices and 

providers

Our 
Goals

Helping people to live 
healthier and more 
independent lives

Enabling a sustainable 
primary health care 

system

Growing services in 
primary care and closer to 

home

 More people taking an active 
role in managing their health

 Advocating with and for our 
communities

 Removing barriers and 
enabling equitable access

 Promoting health, well-being, 
resilience and equity

 Partner across the 
community for health gain

 More timely and responsive 
care closer to home

 Integrate health services into 
primary care settings

 Proactive identification and 
management of chronic 
health conditions

Our 
Strategies

Our 
Values

People 
Centred

Aiming for 
equity

Excellence in 
all we do

Working co-
operatively

Innovation

Our 
Vision

A healthy Hutt Valley for all

 Support practices to become 
health care homes

 Improve information 
infrastructure and enablers

 Improve capacity and 
capability of the primary care 
workforce

 Improve standard of care 
through Continuous Quality 
Improvement
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HELPING PEOPLE LEAD HEALTHIER AND MORE INDEPENDENT LIVES 

 
General practice teams, supported by TeAHN staff, work with the people of the Hutt Valley, their 

whānau and their communities, encouraging and supporting them to make healthy choices and live 

healthier and more satisfying lives.  In collaboration with the Hutt Valley District Health Board, TeAHN 

works to reduce barriers and provide more equitable access to health and wellbeing services across 

the valley.  

HIGHLIGHTS FROM THE 2016/17 YEAR 

 
  

988 clients supported by 
our Community health 

Worker Team 

492 patients supported by 
our Outreach Nursing Team 

1,219 clients received care 
from our Wellbeing Team 

315 people assisted by our 
Healthy Family Coaches 

1,426 Facebook followers 
and 10 Radio health 

messages recorded and aired 

521 people assisted by our 
Dietitian Services 

243 people checked at 
Community WOF health checks 

 

296 transport trips provided   
Childhood Weight Management 

education module developed and 
delivered to 75 Health Professionals 

421 calls to Language  
Line for interpretation services 

 

89% of smokers offered help 
to quit 

 

94% of all babies fully immunised 
at 8 months and 2 years old 

 

http://www.google.co.nz/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjo5fGL7NPPAhVJppQKHYfMDPEQjRwIBw&url=http://www.flaticon.com/free-icon/ambulance-side-view_61900&psig=AFQjCNHbXC6HMsjFwQgoPr9nQ-pG8ZUc_A&ust=1476312854377083
https://www.google.co.nz/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCLXe76_vyscCFYjbpgodKk4ARQ&url=http://publicdomainvectors.org/en/free-clipart/Mental-health-icon-vector-clip-art/21921.html&ei=HtrfVbXXHoi3mwWqnIGoBA&psig=AFQjCNE_AwkTSKj66NczggfCUBkbBYaCsQ&ust=1440820106025796
https://www.google.co.nz/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCLDM8f3vyscCFcU3pgodMW4LDg&url=http://www.cdc.gov/globalaids/global-hiv-aids-at-cdc/interventions.html&ei=wtrfVbDjBsXvmAWx3K1w&psig=AFQjCNF6wq2nUJK7yAAqpm9j9WNbEKvgOg&ust=1440820269802321
https://www.google.co.nz/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCN-z7sHxyscCFaHlpgod5-IHDg&url=http://www.istockphoto.com/vector/sport-games-and-exercise-black-amp-white-vector-icon-set-14759370&ei=XdzfVZ-RBqHLmwXnxZ9w&psig=AFQjCNHX4r6jrJXxVUb-__w_EtkY1VfnaQ&ust=1440820609513044
https://www.google.co.nz/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCLLEiLP1yscCFWPapgodtkICiw&url=http://www.dreamstime.com/stock-image-assortment-black-icons-depicting-healthy-lifestyles-exercising-physical-fitness-wellness-serenity-image30061111&ei=bODfVY3lIYPWmAWboafADw&psig=AFQjCNE7tEPTxw6yDjnM6Z1BRyU-lL9cFQ&ust=1440821740859172
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WORKING IN AND FOR OUR 

COMMUNITIES 
 
TeAHN’s community-based teams support 
people to live healthier and more independent 
lives within their communities. They devote 
time to understanding people’s circumstances 
as well as their health and wellbeing issues. 
They work to address both individual situations 
and the wider social and environmental factors 
affecting the health of our communities.   

 

OUTREACH NURSING 

The Outreach Nursing service supports general 
practice teams by providing care for patients 
with complex medical conditions and complex 
social needs. In 2016/17, the team cared for 
492 patients. The patients have often become 
disconnected from 
the health system 
The Outreach 
Nursing team helps 
with their immediate 
care and helps to re-
establish their 
relationship with 
their general 
practice.  

 

 

OUT AND ABOUT IN THE COMMUNITY 

 Festival goers at the annual Te Ra o Te 
Raukura event had the opportunity to get 
a “health warrant of fitness” in the TeAHN 
Hauora WOF zone. 

 243 Hauora WOFs were completed, 
resulting in 42 offers of referrals, 62 follow 
up activities and 17 instances of overdue 
screening being identified. 

 World Smokefree Day was celebrated 
with a promotion at Queensgate 
Shopping Centre resulting in 10 Quitcard 
referrals, 66 in-depth quit conversations 
and 200 quit smoking resources 
distributed. 

Above - Outreach Nurse Faith Roberts conducting a 
Health WOF during a community event  
Right – The Outreach Nursing Team 
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COMMUNITY HEALTH WORKERS 

The Community Health Worker team work in 
their communities to advocate on behalf of 
patients with government agencies, address 
social issues and work with general practices to 
coordinate health care. They supported 988 
people in 2016/17.  

 

PRIMARY MENTAL HEALTH SERVICES 

The Wellbeing team delivered high quality 
mental health assessments, therapy, support 
and group programmes to more than 1200 
people, despite the reduced funding (from 
1 July 2016). Working collaboratively with 
VIBE, the team’s efforts minimised the impact 
on youth and adolescent services. The ICAFs 
agreement was extended through this year, 
with the Wellbeing team also providing 
services to 29 young clients from the ICAFS 
waiting list.  

 

HELPING PEOPLE LIVE HEALTHY LIVES 

The Health Promotion team support people in 
our communities to improve their health and 
prevent chronic diseases such as diabetes, 
gout and heart disease. In 2016/17, the 
dietitian and healthy families’ coaches worked 
(respectively) with 521 and 315 clients and 

their families to make healthy lifestyle, eating 
and physical activity choices.  
 
Activities during the past year have included: 

 Valley Fit exercise programmes now 
running in 3 locations  

 TeAHN Valley Fit TRYathlon 

 Pasifika Choice Family Touch 
Tournament 

 5 Good Food programmes run in 
partnership with Healthy Families, 
Kokiri marae, Pacific Health Services 
and churches, and Pomare Community 
House 

 Te Ra o Te Raukura, Tumeke Taita, and 
Christmas in da Hood 

 World Smokefree Day 

 Supporting Dr Tom on a Mission 
(conducting heart health and diabetes 
screening in the community) 

 
The team are also actively involved in training 
health professionals in the Hutt Valley on how 
to deliver the healthy eating and lifestyle 
education to patients. In 2016/17, they have 
developed a Childhood Weight Management 
education module to support the Raising 
Healthy Kids health target. The module has 
been delivered to 32 GPs, 25 practice nurses, 9 
Plunket Nurses and 9 staff from Sport 
Wellington. 

Health Promotion 
Team Leader Tanya 
Radford (above) 
and a community 
member (left) with 
Doctor Tom on a 
Mission 

“I have more energy and no longer stay 
in bed all day. I have reconnected with 

my whānau and I feel happier and more 

confident. I can see a better future for 

myself.”   CHW client 
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 HEALTHY COMMUNITIES 

TeAHN continues to collaborate with Pacific 

and Maori providers to ensure services and 

programmes reach these communities. 

Activities during the past year have included: 

 Participation in a joint Faith Led Wellness 

Programme lead by Pacific Health Service, 

working with clusters of Pacific churches 

to lay the foundations for living healthy 

lives. TeAHN supported this programme 

by providing nutrition resources for the 

churches, running a 4 week Good Food 

Programme and judging the resulting 

Master Chef Competition 

 
 

 Sponsorship for Polyfest 2017. The Health 

Promotion Team worked alongside 

Koraunui School in their planning to 

ensure the event was ‘fizz-free’, 

smokefree and promoted healthy choices 

 Sponsorship and support for the 2017 

Pasifika Choice Family Touch Tournament 

which saw 32 Pacific family teams taking 

part. 

TeAHN’s Facebook page, with 1,418 active 
followers, has regular fun health promotion 
messages and is used to profile local events 
and services. The team work with the local Iwi 
radio station Atiawa Toa FM, regularly 
recording topical 30 second health messages in 
both English and Maori. 
  

Nutrition workshop with the Faith Led 
Wellness Wainuiomata Working Group 

“Thank you again to the Health Promotion 
team from TeAHN for your expertise and 
sharing your knowledge to better serve our 
people and our community. Change takes time, 
change is not easy. As individuals as families 
and as a community we believe being aware of 
these tips, having the right balance will help 
shape our younger generation and generations 
to come live better healthy lives for years to 
come”  
Wainuiomata Church Cluster Working Group     
 

 

 

HVDHB Pacific Director, Tofa Suafole Gush, 
TeAHN CEO Bridget Allan, HVDHB CEO Dr 
Ashley Bloomfield and Tongan community 
leaders promote bowel screening  

 



12 
Te Awakairangi Health Network Annual Plan 2016/17  

 
 
 
 
 
 
 
 
 
 

 

BEYOND THE PRACTICE DOORS 

Four medical practices in Upper Hutt ran an 
innovative and successful Human 
Papillomavirus Vaccination (HPV) campaign to 
immunise students who attended a college in 
the Upper Hutt area.  This initiative was the 
brainchild of Queen Street Medical Centre, 
who approached the other general practices 
to work together to take the HPV messages to 
schools.  

Practice nurses from Queen Street Medical, 
Upper Hutt Health Centre, Silverstream Health 
Centre and Gain Health Centre carried out 
hundreds of vaccinations in the staged-
process programme within school clinics. 

The clinics included four to six nurse 
vaccinator stations and a recovery station, 
enabling around 440 students to be 
vaccinated in one four-hour period. 

According to the team, the initiative saved a 
tremendous amount of time compared with 
each child needing an individual practice 
appointment. It also enabled a greater reach 
and coverage of young people for the HPV 
programme than would have been achieved 
otherwise. 

This is a great example of the creative ways 
the practice teams are ensuring care and 
support is provided in our communities.  

 
 

 
HEALTHY FAMILIES LOWER HUTT 

TeAHN continue to proudly partner with 

Healthy Families Lower Hutt (HFLH), a Hutt City 

Council initiative. This innovative approach to 

health promotion is seeing progress across 

several areas. 

TeAHN has participated in, promoted and 
supported the following key activities: 

 Go the H2O (pro water) campaign  

 Smokefree and alcohol policy changes  

 WorkWell programme, launched in the 
Hutt Valley in 2017, with TeAHN and Hutt 
Valley DHB the first local organisations in 
the programme 

 Workplace Wellbeing Special Interest 
Group, bringing key Human Resource staff 
and Health and Safety staff together in the 
Hutt Valley to improve workplace health  

 The development of the ‘Turning the Tide’ 
movement, a ‘call to action’ platform 
which is soon to be launched in our 
community. 

CEO Bridget Allan signing TeAHN’s 
commitment to the WorkWell programme 
with Natasha Barlow, WorkWell assessor 
from Regional Public Health 

 

Janine Sim and Maria Dunn (Practice 
Manager and Assistant Manager) 
Queen Street Medical Centre. 
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GROWING SERVICES IN PRIMARY CARE AND CLOSER TO HOME 

 

A strong primary health care system is central to improving health outcomes and reducing health 

inequalities in health, while improved integration across services gives better experiences for the 

individual and their whānau, particularly for those with multiple, complex needs.  

During the 2016/17 year, TeAHN supported the general practices with their work on preventative 

health and screening, maintaining good coverage on the national Health Targets and other key 

indicators. TeAHN worked with practices to streamline their ability to see patients with urgent same-

day needs (acute care). This has included strategies such as providing space in appointment templates 

for urgent appointments, having a dedicated acute doctor and extended hours. TeAHN supported the 

development of an improved model for accessible and sustainable after-hours services for the Hutt 

Valley. 

Work has also been ongoing with practices and the Hutt Valley District Health Board to provide options 

for extending care provided in the community, to reduce the need for a person to go to hospital. 

Access to community radiology has been extended (to people in Quintile 5 areas) and the skin lesion 

service has continued. The Person-centred Acute Community Care (PACC) continued and work is 

underway to extend the Primary Options for Ambulatory Care (POAC) options.  

TeAHN has implemented a new model of care and funding in practices to enable improved care for 

people with Long Term Conditions (LTC). Practices are now implementing their streamlined, flexible 

and patient focused plans, specific to the needs of their patient population.   

HIGHLIGHTS FROM THE 2016/17 YEAR 
 
 
 

 

 
 
 
 

 
 
 
 

 
 
 

87.2% of people in the age range 
received a Heart and Diabetes check 

3,916 people with diabetes 
received a Diabetes Annual Review 

78% of eligible women 
screened for cervical cancer  

535 Skin Lesion removals 
in General Practices 

All 20 practices transitioned 
to the LTC programme  

5 Clinical Pharmacists working 
in 9 General Practices 

Free sore throat treatment 
offered by 16 Pharmacies and 9 

General Practices 
 

8,014 radiology procedures 
funded by community radiology 

 

https://www.google.co.nz/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCP3Bp8v0yscCFWMvpgodneMGCA&url=http://www.shutterstock.com/s/black-throated/search.html&ei=lt_fVf2eDePemAWdx5tA&psig=AFQjCNGliRiCZgG0BLKMKqeVBCLgN7_23w&ust=1440821520677043
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LONG TERM CONDITIONS PROGRAMME 
In 2016/17, TeAHN completed the rollout of 
the Long Term Condition (LTC) Programme. All 
practices are now using this model of care, 
identifying their patients with long term 
conditions (such as respiratory, cardiovascular 
or diabetes) and writing a practice plan for 
their LTC patient population. The practices 
receive flexible funding (combining Care Pus, 
diabetes and other LTC fund into one fund) to 
support them in implementing their plan, and 
providing flexible and appropriate care for 
their specific population.  
 
With all practices now on board, TeAHN is 
developing tools to monitor the effectiveness 
of the programme, for both practices and 
patients. A new data extraction tool 
(Analytique) has been introduced, with 
reporting tools and portals that allow practices 
to view their reports. The reports enable 
practices to better manage their LTC plan 
deliverables and funding.  
 
LTC self-management tools such as Patient 
Portals are continuing to be promoted for 
patient use. We have already begun to see 
benefits for patients in the provision of more 
coordinated care for people with chronic 
conditions. Patients identified as being high 
risk are being linked into more intensive care 
and support for self-management under the 
LTC programme.  
 

 
 

REDUCING RHEUMATIC FEVER 
The Hutt Valley is one of 10 regions in New 
Zealand with a high incidence of rheumatic 
fever. In 2016/17, TeAHN has extended the 
free rapid response sore throat clinics so they 
now operate from 25 locations (general 
practices and pharmacies) across the Hutt 
Valley. All contributing pharmacies and general 
practices have received comprehensive 
training in this area. 

PRIMARY OPTIONS FOR ACUTE CARE 

(POAC) AND PATIENT-CENTRED ACUTE 

COMMUNITY CARE (PACC) 
The PACC and POAC services are designed to 
extend the care that general practice can 
provide at home for patients during acute 
episodes of illness. These services reduce the 
need for a person to be sent to hospital 
(whenever this is possible and clinically safe), 
preventing unnecessary stress and disruption 
for the patient and reducing the risk of 
infection.  
 
The POAC programme funds treatments, GP 
reviews and education, for conditions such as 
cellulitis, DVT management and urinary 
retention. Under this scheme, for example, IV 
antibiotics are given in the community for 
cellulitis, when previously this would have 
required a hospital admission.  
 
The PACC coordinator receives requests from 
general practice, and ensures that the 
appropriate service (District Nursing, Outreach 
Nurses, Allied Health, transport service and 
After Hours) provides the relevant care for the 
patient.  
 
Better management of acute care in Hutt 
Valley general practices, supported by POAC 
and PACC, has had positive benefits, with ED 
attendances remaining stable in the Hutt 
Valley while growing elsewhere in New 
Zealand. Avoidable hospitalisations have also 
decreased.  We are better structuring care to our 

patients – it is not a one size fits all 
model like Care Plus. (Practice feedback 
on LTC Programme.) 
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COMMUNITY REFERRED RADIOLOGY 
The community radiology programme provides 
clients referred by primary care with timely 
access to a quality radiology service, to 
facilitate a prompt, cost effective and accurate 
diagnosis of clinical problems and conditions.  
In 2016/17, the service was extended to cover 
people living in Quintile 5 (high deprivation) 
areas, when previously only people with a 
Community Services Card were eligible. This 
expansion of eligibility has been the result of 
good clinical governance, a clinical audit 
process and use of an electronic referral form. 
In 2016/17, this funding covered 8,014 
radiology procedures being performed in the 
community. 

PHARMACY FACILITATION 

TeAHN’s clinical pharmacists provide services 
to general practice that encourage the 
appropriate use of medication through best 
practice. The team work together to provide 
accurate clinical advice and education to 
general practitioners, practice nurses and 
community pharmacists with a focus on 
optimal prescribing and utilisation of 
medicines. 

This year, TeAHN and Hutt Valley DHB 
established a project to improve the use of 
medicines in the Hutt Valley, by embedding 
part-time clinical pharmacists within some 
TeAHN general practices.  We now have five 
clinical pharmacists working in nine general 
practices. 

The interventions and activities undertaken 
within the practices have resulted in: 

 Systems improvements 

 Improved patient experience 

 Reduced acute demand 

 Improved clinical outcomes 

 Extending independence for elderly 
patients 

 Improved patient safety 

 Reduced pharmaceutical costs.  

 

 

 

 

 

 
 

 

 

 

PHARMACY INTEGRATION QUALITY 

PROGRAMME IN PRACTICES 
Hutt Union & Community Health Service 
(HUCHS) and TeAHN submitted an application 
to the Health Quality and Safety Commission 
(HQSC) for their “Whakakotahi Primary Care 
Improvement Challenge”.  

HUCHS was one of only three practices in New 
Zealand to be selected for the challenge. They 
have embarked on a project that uses 
improvement science to improve care for their 
enrolled patients who have diabetes.   

The goal of the project is to reduce the average 
HbA1c of the diabetic patients by 10% by 
31 December 2017. Using a number of quality 
improvement tools, the team is now: 

 Identifying and utilising effective 
diabetes management processes 

 Working to reduce barriers to access  

 Working to empower their patients 
and their whānau about diabetes and 
its management, through a co-design 
process.   

The team are already seeing improved patient 
experience with better self-management and 
improved health literacy. 

The TeAHN Practice Based Pharmacist 
service was a runner up in the Professional 
Service of the Year category in the 2017 
National Pharmacy Awards. This category 
recognises the team, individual or 
organisation who has improved the 
quality of care for patients and expanded 
the role of pharmacists as part of the 
primary healthcare team. 
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ENABLING A SUSTAINABLE PRIMARY HEALTH CARE SYSTEM 
 

Recognising that general practices are independently owned businesses, TeAHN engages with their 

owners, managers and opinion leaders to influence the transformation of their businesses to deliver 

improved care within a model that is sustainable and appropriate for them. In 2016/17, TeAHN has 

continued to rollout the practice sustainability initiative, laying a foundation for the implementation 

of the Health Care Home model in the Hutt Valley from 2017/18 onwards.  

 

TeAHN supports the general practices to improve their standard of care through continuous quality 

improvement, with accreditation against RNZCGP standards, increased workforce capability through 

ongoing education, improved emergency management, and effective and futureproofed information 

system and tools. In 2016/17, TeAHN has worked with colleagues in other primary care networks 

and across the 3 local DHBs to improve information systems, with increased use of patient portal, 

continued expansion of Health Pathways, and selection of a new patient management system (PMS).  

HIGHLIGHTS FROM THE 2016/17 YEAR 
 

 

                                                                                            

 

 

 
 
 
 

 
 

 

 

 

 

 

 

 

 

95% of practices have a child 
protection champion 

100% of practices have 
emergency management 

plans  

11 Continuing Medical 
Education sessions held 

23 Nurse Education 
sessions held 

100% of practices accredited 
against RNZCGP Cornerstone  

or Foundation standards 

320 live 
HealthPathways  

9 Practices offering a patient 
portal with more than 

12,135 patients activated 

84% of patients covered by the 
electronic shared care record 

 

All 20 practices operational on 
the National Enrolment Service 

http://www.google.co.nz/url?sa=i&rct=j&q=&esrc=s&source=imgres&cd=&cad=rja&uact=8&ved=0ahUKEwiVmZ-b9bXPAhVMtJQKHZTxDFwQjRwIBw&url=http://www.iconarchive.com/show/windows-8-icons-by-icons8/Transport-Under-Computer-icon.html&psig=AFQjCNEKimhbZdosDN_WVjavVzXh3qJ3iA&ust=1475284510966885
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PRIMARY SUSTAINABILITY PROGRAMME 

Ensuring the future sustainability of Hutt 
Valley general practices is critical work for 
TeAHN. It addresses the viability of primary 
care services, clinical and business models, 
and the integration of primary and DHB 
community services. Over the past year 
TeAHN has supported several general 
practices through changes to their models of 
care, mergers and facility upgrades.  

In 2016/17, TeAHN’s team have also been 
supporting practices to build their capability in 
the use of Microsoft Excel, and their ability to 
apply improvement science and visualisation 
techniques. One highlight has been the 
increasing use of visual management 
techniques so that practice staff can see the 
progress they are making. 
 
Late in 2016/17, Hutt Valley DHB approved the 
funding for the Health Care Home model 
implementation in the Hutt Valley. We are 
looking forward to progressing this model in 
2017/18, significantly expanding the gains we 
have seen from TeAHN’s sustainability 
programme.   
 

HUTT VALLEY QUALITY AWARDS 
Each year, general practices and primary care 
within the Hutt Valley are nominated for 
relevant categories in the HVDHB Quality 
Awards. TeAHN partners and practices that 
received awards in 2016 included: 

 Hutt Union & Community Health Services 
(HUCHS), winners in the category for 
Excellence in Process and Systems 
Improvement 

 3D Health Pathways, winners for 
Excellence in Integration 

 Tu Kotahi Maori Asthma Trust (Kokiri 
Marae), winners of the TeAHN Chief 
Executive Award 

 Pasifika Choice Team, winners for 
Excellence in Community Health & 
Wellbeing.  

 
 
 
 

 

 
 

HIGHLIGHT - NAENAE MEDICAL CENTRE  
 

Naenae Medical Centre's use of Visual 

Management shows how improvement 

science and visualisation techniques can assist 

general practices. With improvements to their 

team space, they were able to create a good 

sized and accessible area for their visual 

management board. Tesha Misipeka (pictured) 

is the staff member credited for taking the 

board to the next level. She has been learning 

improvement science techniques and 

providing material to guide interpretation. 

Staff report that the board generates 

discussions for future action that may not 

otherwise have occurred, and that they wait 

for the next update on the board to see how 

they are progressing.  

CEO HVDHB Ashley Bloomfield, CEO TeAHN 
Bridget Allan and members of Hutt Union & 
Community Health Services, winners of the 

Excellence in Process and Systems Improvement 
award in 2016 
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EMERGENCY MANAGEMENT 

In the event of a regional emergency such as a 
flood, earthquake or pandemic, TeAHN has to 
lead a coordinated primary health care 
response. All practices have emergency plans 
and maintain connections with other practices 
through six Local Emergency Groups which 
meet once or twice a year. 

In the aftermath of the Kaikoura earthquake 
and the flooding in November 2016, all of 
TeAHN’s practices were operational within half 
a day.  TeAHN also tested its systems, with the 
management team working from an 
alternative location while our building was 
assessed for safety. Clinical staff maintained 
client services, working from different sites 
(such as general practices and Lower Hutt After 
Hours) to ensure there was minimal disruption 
to service delivery. The emergency 
communication systems worked well, enabling 
TeAHN staff to keep in touch with each other 
and the general practices.   

 

CHILD PROTECTION 

TeAHN continues to work with practices to 
assist them to identify, support and protect 
vulnerable children and reduce the incidence 
of child abuse and neglect for children in the 
Hutt Valley.   

 

INFORMATION SYSTEMS AND TOOLS  

With increasing use of digital technology in 
primary care, TeAHN recommends, provides 
and supports systems and tools for use in 
general practice.   

TeAHN continues to provide our practices with 
the Best Practice Advocacy Centre (BPAC) 
decision support tools and Best Practice 
Intelligence (BPI) offers practices an up to date 

window on patient level activity around their 
health targets and other clinical indicators.    

TeAHN and partners are also developing an 
electronic referral suite with BPAC, with live 
referrals currently in place for Community 
Radiology and (from 1 July 2017) for Bowel 
Screening. 

In the 2016/17 year, particularly in light of the 
threats to cyber security, we have also 
provided practices with advice on IT Security 
and the opportunities for a funded IT Security 
Audit.  

Over the past two years, TeAHN, Compass 
Health and Central PHO have undertaken an 
RFP process to find a preferred Patient 
Management System (PMS) for our networks. 
Our aim was to find a system that would future 
proof our networks as we move into an age of 
increased digital connectivity, allowing easy 
shared care across multiple health providers, 
and maximising the benefits to patients and 
practices. We plan to begin transitioning 
interested practices over 2018 and later years. 

 

SHARED CARE RECORD 

The Shared Care Record (SCR) enables a 
summary snapshot of a patient’s general 
practice health record to be shared in settings 
such as after hours and ED. TeAHN has 
maintained strong support for the SCR, with 
84% of enrolled patients covered by Hutt 
Valley general practices that have enabled the 
SCR. In 2016/17, the summary records were 
accessed 131,055 times by after hours or 
hospital clinicians. This access is audited 
regularly and no inappropriate access has been 
found.   

 

PATIENT PORTAL  

A patient portal is a safe, secure and 
convenient way for general practices to 
connect with their patients online (ordering 
repeat prescriptions, booking appointments, 
viewing and receiving recalls, viewing lab and 
test results and communicating with the 
practice via secure email). A portal gives 
practices another way to support their patients 
to manage their own healthcare. At June 2017, 
there were nine TeAHN practices offering a 
portal, with 12,135 of their patients activated.  

Child Protection training 2017 
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SUSTAINABLE WASTE MANAGEMENT  

Within TeAHN, we recognise that the health of 
our community relies on the health of our 
environment. During 2016/17, we became 
concerned about the amount of waste we 
were producing as an organisation. After a 
Sustainability Trust audit which showed we 
were sending almost all (97%) of our 
recyclable waste to the landfill, we introduced 
a recycling system for our office. 

There are now recycling stations located in 
multiple places around TeAHN’s offices, 
including a bin for “Kai to Compost” in the 
kitchen. All under desk rubbish bins have been 
removed and in their place staff have recycling 
trays for paper and desk top cubes for waste.  
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ENSURING GOOD GOVERNANCE 
 
BOARD 

The Board is responsible for leading Te Awakairangi Health Network: setting and monitoring the 
Trust’s strategic direction and priorities; establishing and reviewing policies and plans to guide the 
Trust’s activities; and monitoring and planning for developments in the health sector, particularly 
those that affect or are likely to affect primary care.  During 2016/17, members of the Board were: 
 

Muhammad Naseem (Joe) Asghar - Independent Chair 

Brendon Baker 

Tofa Suafole Gush 

Teresea Olsen 

Richard Schmidt 

Dr Hans Snoek 

Muriel Tunoho 

Dr David Young 

Dr Bernard Leuthart (appointed October 2016) 

    Dr Lise Kljakovic (resigned July 2016) 
 

CLINICAL GOVERNANCE COMMITTEE  

The TeAHN Clinical Governance Committee (CGC) provides expert clinical advice to the TeAHN Board 
and management team ensuring the quality and safety of services delivered by TeAHN and its 
contracted providers.  During 2016/17, members of CGC were:  
 

Cathy Lindsay   (Chair) Practice Nurse  
David Young   General Practitioner  
Janine Sim  Practice Manager 
Kim Hurst   General Practitioner  
Pam Duncan  Clinical Pharmacist  
Ruth Cooke   Primary Care Nurse  
Sally Woods  General Practitioner 
Salote Haukinima  Pacific Representative, Practice Nurse 
Saty Candasamy  Consumer Rep 
Ariana Roberts   Maori Representative, Practice Manager, 

 Registered Nurse 
 

FINANCE, RISK AND AUDIT COMMITTEE 
The TeAHN Finance, Risk and Audit Committee (FRAC) was established early in 2015 to assist the Board 
in discharging its responsibilities by: ensuring the integrity of the organisation’s financial and 
accounting systems; financial reporting; audits and internal controls; business planning; regulatory 
compliance and risk management systems.  Members are: 
 

Richard Schmidt  (Chair) 
Joe Asghar    
Dr David Young  
Leanne Spice (co-opted)



 

21 
Te Awakairangi Health Network Annual Plan 2016/17  

APPENDIX 1: TE AWAKAIRANGI HEALTH NETWORK PRACTICE MEMBERS 

  
 
At June 2017, Te Awakairangi Health Network had 20 practice members over 22 sites across the Hutt 
Valley.  These are: 
 

 Avalon Medical Centre 

 Epuni Medical Centre 

 Gain Health Centre 

 Hutt Union and Community Health Services (HUCHS) – Petone and Pomare sites 

 Hutt City Health Centre (HCHC) – Central Hutt and Wainuiomata sites  

 Kings Crescent Surgery (Dr Hans Snoek) 

 Kopata Medical Centre 

 Manuka Health Centre 

 Muritai Health Centre 

 Naenae Medical Centre  

 Petone Medical Centre 

 Pretoria Street Surgery 

 Queen Street Medical (incorporating Main St Surgery in May 2017)  

 Silverstream Health Centre 

 Soma Medical Centre 

 Stokes Valley Medical Centre 

 Taita Medical Centre 

 Upper Hutt Health Centre 

 Waiwhetu Medical Centre 

 Whai Oranga O Te Iwi Health Centre 
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APPENDIX 2: FINANCIAL REPORT 
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APPENDIX 3: ACTIVITY AND PERFORMANCE AT A GLANCE 

 
ENROLLED POPULATION OVER TIME: 
As at 30 June 2017, TeAHN had 118,957 funded patients, continuing the steady growth of the last 
year.  

  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PATIENT PROFILE: 
Te Awakairangi Health Network’s high need population remains at 37%, consistent with previous 
years. The distribution of high needs patients across practices remains fairly stable, with five practices 
over 50% and one with more than 85%. 
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GP AND NURSE PATIENT VISITS: 
 

 
TeAHN general practices had a combined total of 475,065 GP and nurse visits in the 2016/17 year, of 
which 166,755 (35%) were for high need patients.  The 2016/17 year has seen an increase in the 
utilisation of our general practices.  

GENERAL PRACTICE WORKFORCE: 

 
At 1,587 patients per GP FTE, Te Awakairangi practices now have a better GP to patient ratio than the 
national average. This is a significant improvement compared to the situation when TeAHN was 
established in 2012.  

At 2,055 patients per practice nurse, TeAHN practices have a similar nurse to patient ratio as 
nationally.  

Period 
Enrolled 

Population 
GP FTE Nurse FTE 

Number of Enrolled 
Patients per GP FTE 

(total network) 

Number of Enrolled 
Patients per Nurse FTE 

(total network) 

1 April 2017 to 
30 June 2017 118,957 74.9 57.9 1,587 2,055 
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TE AWAKAIRANGI HEALTH NETWORK COMMUNITY SERVICES: 
In the 2016/17 year, TeAHN’s community-based service teams delivered a total of 14,018 patient 
contacts. Volumes are lower in the Primary Mental Health Service because reduced funding required 
changes in the model of care, resulting in lower service volumes. Volumes are also lower in the 
dietitian and healthy family coach services, as part of a planned change balancing their direct client 
contacts with more time upskilling the general practice teams.  

 

Community teams Patient  Contacts 
2015/16 

Patient  Contacts 
2016/17 

Outreach Nurses 3,082 3,114 

Community Health Workers 3,209 3,415 

Primary Mental Health Service 5,435 3,254 

Dietitian Service 2,764 2,070 

Healthy Families Coach Service 2,960 2,165 

Total Community Contacts 19,587 14,018 

 
 

 

HEALTH TARGETS: 
 

Brief Advice to Quit Smoking: At the end of the 2016/17 year, 89% of smokers had received brief 

advice to stop smoking. This is a significant increase in the result from previous years due to an 

intense campaign with practices towards achieving the national target of 90%. 

 
 
  



 

46 
Te Awakairangi Health Network Annual Plan 2016/17  

8-month Immunisations: TeAHN came close to the 95% target with 94% of the total population and 
94% of the high needs population of 8-month olds fully vaccinated at the end of June 2017.  

 
 
2 year Immunisations: TeAHN came close to the 95% target with 94% of the total population and 94% 
of the high needs population of 8-month olds fully vaccinated at the end of June 2017.  
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CVD Risk Assessments: At the end of the 2016/17 year, 87.2% of the eligible population and 84.9% of 
eligible high needs patients had completed a five-yearly heart check.  

 
 
Diabetes Annual Reviews: At the end of the 2016/17 year, 57.6% of total eligible, and 60.2% of high 
needs diabetic patients were up to date with their diabetic annual review.  

In Q2 2016/17, the Virtual Diabetes Register (VDR) used for the underlying calculations was updated 
to the latest available (2015) VDR. This significantly increased TeAHN’s virtual diabetic population, 
causing the calculated percentage of diabetic annual reviews to drop. We expect the uptake of these 
reviews to improve as more practices implement their Long Term Condition plans.   
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TRANSPORT SERVICE: 
Note: In July 2016, TeAHN adjusted its policy so that the service transports people to primary care 
appointments and hospital appointments in the Hutt Valley. Transporting patients to hospitals outside 
the Hutt Valley only happens in exceptional circumstances. This change is reflected in the decreased 
volumes shown below.  

 


