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Section 1: Regional initiatives and activities to achieve our 
regional objectives  

This document is a companion to the document 201 7-20  Regional Services Plan ï Strategic 

Direction , which sets out at a high level the vision, strategy themes, priorities and objectives of 

the Midland  District Health Boards (DHBs) .  

The 201 7-20  Regional Services Plan ï Initiatives and Activities provides detail about how DHB 

management groups,  regional clinical networks and action groups (clinical and management 

repr esentatives  arranged in activity gro ups ) are work ing to achieve our shared strategic 

direction. This is accompanied by  more detail in Appendix 1.  

As an overview, the structure of this document begins  in Section 1 by clarifying what  each 

regional strategic objective means , and our approach to  achieving this . The regional strategic 

objectives were reviewed by the Midland Region Governance Group (MRGG) in December 2013 

and endorsed with a sixth objective agreed.  In 2017 t he Midland Iwi Relationship Board (MIRB) 

and Nga Toka Hauora (the Midland D HB GMs Mƃori Health) requested that the first regional 

objectiveôs wording be changed to: óHealth equity for Mƃoriô. The Midland DHB CEs and Midland 

DHB Boards formally confirm ed this change  in June 2017.  This enable s the strategic objectives 

to align well with t he NZ Triple Aim Framework.  

Section 2 then describes t he activities of the Midland regional clinical networks and action 

groups . Appendix 1 describes the activities of the regional enablers, ie Mƃori health, workforce, 

hepatitis C service, quality, workfor ce, Information Systems (IS) , audit and assurance  service , 

and the regional internal audit  service . Appendi x 2 provide s information about regional 

governance ;  Appendix 3 outlines the  System Level Measures  and contributory measures , and 

Appendix 4 provides a glossary of definition s of  terms found in th is plan . 

Figure 1 : Midland DHBs  six regional objectives  
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Objective 1: Health equity for MǕori 

 

Health inequalities affect a range of population groups 

including Mƃori, Pacifica, low socio-economic, low 

income workers, rural, elderly, disabled, migrants, 

refugees, those with poor English language skills, and 

those living in specified localiti es.  

Midland region DHBs acknowledge that Mƃori are the 

main population group that are affected by health 

inequity across the Midland region and that DHBs have 

obligations under the Treaty of Waitangi to ensure 

Mƃori achieve the same health status as non-Mƃori.  

The Midland regionôs approach in 2017-18 is to focus 

efforts on supporting the Midland DHBs , including its 

agencies,  to build a culture which is enabling of attaining health equity for Mƃori.  

To achieve this there is a commitment to:  

1.  Health equity as sessment using the Health Equity Assessment Tool, or an appropriate 

tool, being scheduled and/or carried out to assess the effectiveness for Mƃori, of existing 

regional services and/or new regional service models, programmes, policies and projects 

identifi ed in the Regional Services Plan;  

2.  Applying whƃnau-centred health information management to regional services that 

supports whƃnau to better self-manage their own health and wellbeing;  

3.  Setting, monitoring and reporting óno differentialô targets for Mƃori and non -Mƃori for all 

monitored regional activity;  

4.  Increasing the Mƃori health and disability workforce across Midland DHBs, including its 

agencies ;  and providing support to increase the responsiveness of the health workforce 

to Mƃori. 

Nga Toka Hauora, the M idland DHB GMs Mƃori Health, will work with HealthShare, with regional 

and local networks to guide the application of commitments 1 to 4 above across 2017 -18 

regional network activity in accordance with the óHealth Equity Templateô on the following page, 

and also included in Appendix 1  with further detail . 

ñTotally support the Equity 
of Health Care for MǕori 

Framework: Championing 
the provision of high 

quality health care that 
delivers equity of 

outcomes for MǕoriò 
 
Midland Iwi Relationship Board 

January 2017 
 
 
 
 
 
 
Midland Iwi Relationship Board 2017     
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Table 1: Health equity t emplate  

Priority 
area 

Outcome reported Responsibility Milestones reported 
against 

B
u

ild
in

g
 t

h
e

 e
vi

d
e

n
c
e

 b
a

se Establish and embed ethnicity data reporting by: 

Carrying out detailed analysis of relevant data and 
information relevant to each clinical regional priority to 
establish whether, and where, inequalities exist and to: 

¶ establish baseline performance data 

¶ monitor and report on progress towards targets and 
inequality 

¶ inform health equity assessment of current or future 
services as appropriate. 

Regional groups 
supported by 

Nga Toka 
Hauora 

(Chair GM) 

 

 

¶ 100% of regional priorities 
have baselines established 
that measure inequality 
between aņƻǊƛ and non-
aņƻǊƛ

1
 

 

¶ 100% of regional priorities 
are reported quarterly by 
ethnicity2 

B
u

ild
in

g
 a

 c
u

ltu
re

 o
f 

e
q

u
ity

 

Health equity assessment either scheduled or undertaken 

¶ health equity assessment using HEAT, or an appropriate 
tool, will be carried out on existing services to assess the 
effectiveness of current delivery models for meeting the 
needs of aņƻǊƛ  

or 

¶ health equity assessment using HEAT, or an appropriate 
tool, will be carried out on proposed services to assess 
the likely impact of proposed delivery models on meeting 
ǘƘŜ ƴŜŜŘǎ ƻŦ aņƻǊƛ. 

 

 

Regional groups 
supported by 

Nga Toka 
Hauora 

(Chair GM), 
HealthShare 

¶ all regional groups will 
have carried out a health 
equity assessment of their 
work plan initiatives and 
activities, or will have 
scheduled a health equity 
assessment 

H
e

a
lth

 li
te

ra
c
y 

Improve health literacy by: 

¶ assessing the need to review existing information 
resources within the department or service using Rauemi 
Atawhai: A guide to developing health education 
resources in New Zealand3 with a view to improving 
ƛƴŦƻǊƳŀǘƛƻƴ ŀǾŀƛƭŀōƭŜ ǘƻ ǇŀǘƛŜƴǘǎ ŀƴŘ ǿƘņƴŀǳ. 

¶ undertaking a health literacy review with a view to 
improving information available to patients and ǿƘņƴŀǳ 
so that they can obtain, process and understand.  

 

 

Regional groups 
supported by 

Nga Toka 
Hauora 

(Chair GM) 

¶ all regional services have 
carried out a health 
literacy review  

¶ scope the opportunities 
for development of a 
health literacy app, 
working together 
collaboratively 

W
o

rk
fo

rc
e 

Build aņƻǊƛ health workforce 

¶ each Midland DHB provides a workforce profile report that 
identifies the number and percentage of aņƻǊƛ employed 
by professional group within each of the DHBs. This 
workforce profile is utilised to track building aņƻǊƛ health 
workforce capacity development. 

¶ establish a strategy to increase the aņƻǊƛ health and 
disability workforce, by DHB. 

 

RDOW 

GMs HR 

 supported by 
Nga Toka 
Hauora 

(Chair GM) 

¶ a regional workforce 
profile will be established 
for all Midland DHBs that 
identifies the aņƻǊƛ ŀƴŘ 
non-aņƻǊƛ ǿƻǊƪŦƻǊŎŜǎ 

¶ strategy in place across 
Midland DHBs for aņƻǊƛ 
workforce increase in 
priority areas (refer 
workforce section of RSP) 

¶ quarterly reporting of 
regional workforce by DHB 
are routinely produced 
and distributed 

                                           

 

1 In year one we will determine whether this can be achieved.  

2 In year one we will determine whether this can be achieved.  

3 Ministry of Health 2012.  Rauemi Atawhai: A guide to developing health education resources in New Zealand. 

Wellington: Mi nistry of Health  
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Table 2 : Summary of n ational Mƃori h ealth indicators  

National 
Priorities 

aņƻǊƛ Health Indicators Why this issue is important 

Data Quality 1. Ethnicity data accuracy  

Collecting accurate ethnicity data in accordance with the 
national Ethnicity Data Collection Protocols will improve the 
quality of ethnicity health data enabling us to effectively 
measure working towards health equity for aņƻǊƛ. 

Access to care 

2. млл҈ ƻŦ aņƻǊƛ ŜƴǊƻƭƭŜŘ ƛƴ tIhǎ PHO enrolment is the first step in ensuring all population 
groups have equitable access to primary health care services 
and is therefore a critical enabler for first point of contact 
health care. Differential access to and  organisation of 
healthcare services plays an important role in health 
inequities, and for this reason it is important to focus on 
ŜƴǊƻƭƳŜƴǘ ǊŀǘŜǎ ŦƻǊ aņƻǊƛΦ 

3. Ambulatory 
sensitive 
hospitalisation 
(ASH)  

  0-4 yrs 
  45-64 yrs 

ASH is a proxy measure for avoidable hospitalisations, and 
unmet healthcare need in a community based setting. There 
are significant differences in ASH rates for different 
population groups and a key focus on activities to reduce 
ASH must address the current inequities.  

Child health
4
 

 
4. Exclusive or fully 

breastfed at LMC 
discharge  

5. Exclusive or fully 
breastfed at 3 
months  

6. Receiving breast 
milk at 6 months  

  
  6 weeks 75% 
 
  
  3 months 60% 
   
 
  6 months 65% 

Breastfeeding provides infants with nutritional needs and 
builds infant immunity against a range of infectious diseases 
within the first 6 months of life.               

Diabetes/ 
Cardiovascular 

Disease 

7. фл҈ ƻŦ ΨŜƭƛƎƛōƭŜ aņƻǊƛ ƳŜƴ ƛƴ ǘƘŜ tIh 
aged 35-44 yeŀǊǎΩ ǿƘƻ ƘŀǾŜ ƘŀŘ ŀ /±5 
risk recorded within the past five years 

The burden of cardiovascular disease (heart and stroke) is 
ƎǊŜŀǘŜǎǘ ŀƳƻƴƎ ǘƘŜ aņƻǊƛ ǇƻǇǳƭŀǘƛƻƴΣ ŀƴŘ ƳƻǊǘŀƭƛǘȅ ƛǎ ƳƻǊŜ 
than twice as high compared to non-aņƻǊƛΦ  /±5 Ǌƛǎƪ 
assessments are an important tool to enable early 
identification and management of people at risk of heart 
disease and diabetes. Fast access to treatment for heart 
related attacks is essential to achieve health equity and 
ƛƳǇǊƻǾŜ ƘŜŀƭǘƘ ƻǳǘŎƻƳŜǎ ŦƻǊ aņƻǊƛΦ 

Cancer 

8. Breast screening rate 70% of eligible 
woman 

 

IƛǎǘƻǊƛŎŀƭƭȅΣ aņƻǊƛ ǿƻƳŜƴ ƘŀǾŜ ǎƛƎƴƛŦƛŎŀƴǘƭȅ ƘƛƎƘŜǊ 
incidence and mortality from breast cancer compared to 
non-aņƻǊƛΦ  LƴŜǉǳƛǘƛŜǎ ƛƴ ŀŎŎŜǎǎ ǘƻ ǎŎǊŜŜƴƛƴƎ ǎŜǊǾƛŎŜǎ ƴŜŜŘ 
ǘƻ ōŜ ŀŘŘǊŜǎǎŜŘ ǘƻ ŜƴǎǳǊŜ aņƻǊƛ ǿƻƳŜƴ ŜȄǇŜǊƛŜƴŎŜ ǘƘŜ 
benefits of early detection of breast cancer.  

9. Cervical screening rate 80% of eligible 
woman 

 

Lƴ нлмнΣ aņƻǊƛ ǿƻƳŜƴ ǿŜǊŜ ǘǿƛŎŜ ŀǎ ƭƛƪŜƭȅ ŀǎ ƴƻƴ-aņƻǊƛ ǘƻ 
develop cervical cancer, and 2.3 more likely to die from it.  
Regular cervical screening detects early cell changes that 
would, over time, lead to cancer if not treated.  Nationally, 
ŎŜǊǾƛŎŀƭ ǎŎǊŜŜƴƛƴƎ ŎƻǾŜǊŀƎŜ ŦƻǊ aņƻǊƛ ƛǎ снΦн҈Σ ŎƻƳǇŀǊŜŘ ǘƻ 
coverage in European/Other populations with coverage at 
унΦн҈Φ  LƳǇǊƻǾƛƴƎ ǎŎǊŜŜƴƛƴƎ ŎƻǾŜǊŀƎŜ ƛƴ aņƻǊƛ ǿƻƳŜƴ ƛǎ 
therefore an important activity to improve this equity gap.  

                                           

 

4 Ministry of Health. 2016. Indicators for the Well Child / Tamariki Ora Quality Improvement Framework: September 
2015. Wellington: Ministry of Health  
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National 
Priorities 

aņƻǊƛ Health Indicators Why this issue is important 

Smoking 

10. фр҈ ƻŦ ǇǊŜƎƴŀƴǘ aņƻǊƛ ǿƻƳŜƴ ǿƘƻ 
are smoke free at two weeks postnatal 

IŀǇǳ aņƻǊƛ ǿŀƘƛƴŜ ƘŀǾŜ ǾŜǊȅ ƘƛƎƘ ǎƳƻƪƛƴƎ ǇǊŜǾŀƭŜƴŎŜ 
(three times higher than the national prevalence). Smoking 
during pregnancy increases the risk for pregnancy 
complications and tobacco smoke harms babies before and 
after they are born. 

 

Immunisation 

11. 95% of infants fully immunised by 8 
months of age 

Immunisation is the most effective way to actively protect 
your child from preventable diseases, ranging from 
whooping cough to meningitis and measles (Immunisation 
Advisory Centre, 2013). Although immunisation rates are 
high there is still a large health Ŝǉǳƛǘȅ ƎŀǇ ōŜǘǿŜŜƴ aņƻǊƛ 
and non-aņƻǊƛΦ LƴƛǘƛŀǘƛǾŜǎ ƴŜŜŘ ǘƻ ǘŀǊƎŜǘ aņƻǊƛ ǇŢǇƛ ƛƴ ƻǊŘŜǊ 
to achieve health equity. 

 

12. 75% of the eligible population (>65 
years) are immunised against influenza 
annually 

 

Lƴ нлмп aņƻǊƛ ƘŀŘ ǘƘŜ ǎŜŎƻƴŘ ƘƛƎƘŜǎǘ ǊŀǘŜ ƻŦ ƛƴŦƭǳŜƴȊŀ 
confirmed hospitalisation, 49.2 per 100,000. The 65 years 
and over age group also have the highest rates of influenza 
admissions to ICU. A 75 percent influenza vaccination rate is 
required to provide the best protection for this age group 
and in particular ŦƻǊ aņƻǊƛΦ LŦ ǿŜ ŀǊŜ ŀōƭŜ ǘƻ ƛƴŎǊŜŀǎŜ 
ƛƳƳǳƴƛǎŀǘƛƻƴ ǊŀǘŜǎ ŦƻǊ aņƻǊƛΣ ǿŜ ǿƛƭƭ ǎŜŜ ŀ ǎƛƎƴƛŦƛŎŀƴǘ 
reduction in overall influenza cases.   

Rheumatic Fever 

13. 55% reduction in the number and rate 
of hospitalisations for acute 
rheumatic fever rate 1.2 per 100,000 

Rheumatic fever is a serious but preventable illness that 
Ƴŀƛƴƭȅ ŀŦŦŜŎǘǎ aņƻǊƛ ŀƴŘ tŀŎƛŦƛŎ ŎƘƛƭŘǊŜƴ ŀƴŘ ȅƻǳƴƎ ǇŜƻǇƭŜ 
aged 4 to 19 years.  Reducing rheumatic fever will contribute 
ǘƻ ŀŎƘƛŜǾƛƴƎ Ŝǉǳƛǘȅ ƻŦ ƘŜŀƭǘƘ ŦƻǊ aņƻǊƛΦ 

 

Sudden 
Unexplained 

Death in Infancy 

14. National SUDI target ς 0.4 SUDI 
deaths per 1,000 live births 

The target for SUDI will be lowered from 0.5 to 0.4 SUDI per 
1,000 live births.  The target has been lowered to match the 
reduced rate of SUDI among non-aņƻǊƛ ƛƴŦŀƴǘǎ όлΦоу {¦5L 
per 1,000 live births during 2010-2014). Yet there is still a 
ǎƛƎƴƛŦƛŎŀƴǘ ŘƛŦŦŜǊŜƴŎŜ ƛƴ {¦5L ǊŀǘŜǎ ōŜǘǿŜŜƴ aņƻǊƛ ŀƴŘ ƴƻƴ-
aņƻǊƛ ŦŀƳƛƭƛŜǎ ƭƛǾƛƴƎ ƛƴ Midland. 

15. !ƭƭ ŎŀǊŜƎƛǾŜǊǎ ƻŦ aņƻǊƛ ƛƴŦŀƴǘǎ ŀǊŜ 
provided with SUDI prevention 
information at Well Child Tamariki Ora 
Core Contact 1 (minimum of 70% of all 
caregivers) 

 

Mental Health 

16. Mental Health Act: section 29 
community treatment order comparing 
aņƻǊƛ ǊŀǘŜǎ ǿƛǘƘ ƻǘƘŜǊ όǇŜǊ мллΣлллύ 

New Zealand has very high rates of compulsion under the 
Mental Health Act, compared with similar jurisdictions. 
aņƻǊƛ ŀǊŜ ƴŜŀǊƭȅ ǘƘǊŜŜ ǘƛƳŜǎ ŀǎ ƭƛƪŜƭȅ ŀǎ ƴƻƴ-aņƻǊƛ ǘƻ ōŜ 
treated under a community treatment order which 
represents a significant disparity.  

Oral Health 

17. фр҈ ƻŦ aņƻǊƛ ǇǊŜǎŎƘƻƻƭ ǘŀƳŀǊƛƪƛ ŀǊŜ 
enrolled in the community oral health 
service 

TƘŜ ƛƴŜǉǳƛǘȅ ōŜǘǿŜŜƴ aņƻǊƛ ŀƴŘ ƴƻƴ-aņƻǊƛ ŜƴǊƻƭƳŜƴǘǎ ƛǎ 
significant; ǘƘŜǊŜŦƻǊŜ ǘƘŜ ƴŜŜŘ ŦƻǊ ƳƻǊŜ aņƻǊƛ ǘŀǊƎŜǘŜŘ 
initiatives and programmes is crucial.      
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Objective 2: Integrate across continuums of care 

 

Midland DHBs are  committed to developing integr ated services across continuums of care. This 

provides improved quality, safety and the patientôs experience of care. It also leads to more 

timely treatment and care, which in turn can result in better patient outcomes. Improved 

system integration  can also  support clinical and financial sustainability of service s.  

Figure 2 below describes a population health continuum of care. I t describes various stages in 

decline in health and wellbeing, from (reading left to right) being healthy and well to having 

end -stage ( end -of - life)  conditions. Keeping healthy and people proactively manag ing  their 

health to prevent deterioration and complication s is vital.  I t is important to note that everyone 

will not experience all stages equally. For example, the length of time s pent living healthy and 

well may differ for individuals, as may the length of time with end -stage conditions.  

The vision statement of the New Zealand Health Strategy 2016 puts it well that  

 

óAll New Zealanders live well, stay well, and get well ô 

 

Figure 2 : Population health continuum of care  

 
 

 

There is no single accepted definition of integrated healthcare 5.  However, most definitions 

include references to seamlessness, co -ordination, patient centeredness, and whole of system 

working together.   

Health an d disability services are delivered by a complex network of organisations and people. 

Integrated healthcare is seen as essential to transform ing  the way that care is provided for 

people with long - term chronic health conditions and to enable people with com plex medical and 

                                           

 

5 The Kingôs Fund: Lessons from experience - Making integrated care happen a t  scale and pace (2013)  
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social needs to live healthy, fulfilling, independent lives 6.  People living with multiple health and 

social care needs often experience highly fragmented services which are complex to navigate, 

leading to less than optimal experiences of c are and outcomes.  

Our response to the challenge requires a strong re -orientation away from the current emphasis 

on episodic and acute care towards prevention, self - care, better co -ordination, and care that 

addresses social determinants of health.   

Midland  DHBs are supporting integration across the continuum of care by implementing agreed 

care pathways using Map of Medicine and Bay Navigator. DHBs and P rimary Health 

Organisations (PHOs)  are actively working to integrate services between primary and 

communit y care , and hospital care. Regional clinical groups are reviewing systems and 

processes across hospitals in the region to improve the flow of information, patients and 

clinicians. An example of integration  across continuums of care in  the  Midland region is the 

regional pathways of care.  

(i)  Regional p athways of care  

Regionally developed pathways of care are a key step in transforming patient care in the 

Midland region. They enable a collaborative regional approach to more integrated care, 

allowing the patient j ourney to be considered along the continuum of care across the 

region; between community and hospital care and across organisational boundaries.  The 

pathways of care draw together groups of clinicians and management from primary, 

secondary and other stake holders to critically evaluate current pathways of care which 

may include inefficiencies, variation in practice, inequity and gaps in service across our 

region.  

The voice of the patient is of central importance in the design of pathways of care, and 

wherev er possible this occurs to ensu re that the needs of patients and their carers and 

whƃnau can be included. This includes referrals to NGO providers for respite care, 

education and support. It also includes self -help information and information to promote 

independence and goal setting.         

The development process is a process of co -creation and highlights opportunities for 

service redesign, operational process improvement, and possibilities to shift services 

closer to home, leading to better patient satisfaction and outcomes. Some of t he 

questions that may be asked as a pathway is developed include, ñhow will this improve 

the timeliness of care for the patient?ò, ñwho is best to treat the patient?ò, ñhow can we 

prevent this condition occurring in the population?ò, and ñhow do we improve the health 

outcomes for Mƃori?ò  

Many common issues are being  dealt with simultaneously across our region and this can 

lead to duplication of effort.  Regional pathways enable shared knowledge, learnings and 

current innovations that are occurring locally to improve patientsô health outcomes for 

                                           

 

6 A report to the Department of Health and the NHS Future Forum: Integrated care for patients and populations: 

Improving outcomes by working together http://www.kingsfund.org.uk/publications/integrated-care-patients-and-populations-

improving-outcomes-working-together 

http://www.kingsfund.org.uk/publications/integrated-care-patients-and-populations-improving-outcomes-working-together
http://www.kingsfund.org.uk/publications/integrated-care-patients-and-populations-improving-outcomes-working-together
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the entire region.  The use of eReferral and decision support tools can assist primary care 

and community clinicians to streamline their processes and handling of information.  

These dedicated pieces of work enhance t he communication between clinicians as they 

work together across organisations and care settings to support a smooth transition for 

their patient between health providers and a mutual understanding of the pathway of 

care in a shared care environment.  The interface between general practices and hospital 

services was recognised  as a major area requiring redesign and key to the development 

of an integrated health system. 7 

Regional pathways of care are published on the international evidence based software 

tool óMap of Medicineô containing up-to -date international best practice guidance.  

Building on this best practice guidance, the pathway development process incorporates 

national, regional and local guidance. The publishing of a pathway of care allows all 

hea lth providers in the Midland region to have visibility of the regionally agreed pathway 

of care. A feedback mechanism is used by clinicians to continually improve the pathways.   

Overseeing the development of regional pathways of care in Midland region is the 

Regional Pathways of Care Governance Group (RPoCGG). The role of this group is to 

provide operational governance across the five Midland DHBs and eight PHOs in the 

Midland region. This group also has responsibility for coordinating and aligning the wor k 

plans of the regional eReferral development as well as the regional Map of Medicine 

pathways of care work plan.  

A further  example of regional integration  across the Midland  region is the implementation 

of the integrated hepatitis C  service .  

(ii)  Midland int egrated hepatitis C service  

In 2016 -17 a regional project working group was established to develop a regional 

clinical pathway of care for people with hepatitis C. The care pathway has now been 

published in the Map of Medicine tool, including a treatment p athway for community 

prescribers also published within Bay Navigator.  Waikato DHB, in partnership with 

Hepatitis Foundation of New Zealand, has been contracted to provide a regional service 

that is, liver elastography scans and patient education closer to  the patientôs home.  A 

regional centrally based eReferral system has been implemented.  

Actions in 2017 -18 to support the implementation of integrated hepatitis C assessment 

and treatment services in Midland include:  

ω continuing to raise community and GP a wareness, and education of the hepatitis C 

virus (HCV)  

                                           

 

7 NZMJ, January 2015, vol, 128, Number 1408, Consensus pathways: evidence into practice,  



 

REGIONAL INITIATIVES AND ACTIVITIES TO ACHIEVE OU R REGIONAL OBJECTIVES  12  

ω providing community based access to HCV testing, plus targeted testing, and care 

that will include Liver Elastography Scans 8  services to all regions  

ω establishing systems to report on the delivery of Liver Elastography Scans in 

primary and secondary care settings  

ω providing community based ongoing education and support  

ω providing long term monitoring (life - long in people with cirrhosis and until cured in 

people without cirrhosis)  

ω providing good informat ion sharing with relevant health professionals  

ω working collaboratively with primary and secondary care to improve access to 

treatment.  

In addition to the development of an integrated hepatitis C service across the region, a 

high level summary of actions to  integrate across the continuum of care  is provided in 

Appendix 1.  

(iii)  Mid land United Regional Integrated Alliance Leadership team (MURIAL)  

The Midland United Regional Integrated Alliance Leadership team (or MURIAL Team) is a 

regional Alliance Leadership Team  (ALT) and is made up of the five DHB CEOs, GMs 

Planning & Funding (GMs P+F) , clinical leaders (as determined), a Population Health and 

Mƃori Health Representative, the eight PHO CEOs and PHO clinical leaders (as 

determined) and the HealthShare CEO. The MURIAL Teamôs primary objective is óto 

develop and lead a regional strategic ówhole of systemô approach that will contribute to 

the delivery of better health outcomes through more integrated health services ô.  

Specific work  streams will be defined through an  agreed annual work programme.  

  

 

 

  

                                           

 

8 Liver Elastography Scans  include mobile and fixed Fibroscan machines and Shear Wave machines being used in 
radiology departments and in the community.  
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Objective 3: Improve quality across all regional services 

Quality in health is a fundamental expectation. Within healthcare there is no universally 

accepted definition of óqualityô. However, the US Institute of Medici ne (IoM) definition states 

that quality is óthe degree to which health services for individuals and populations increase the 

likelihood of desired health outcomes and are consistent with current professional knowledge .ô  

Midland DHBs are committed to work ing collaboratively, and  with the Health Quality & Safety 

Commission (HQSC) in the ongoing development of a quality framework for the New Zealand 

health system ;  including further development of DHB Quality Accounts , Quality Safety Markers , 

and patient safet y programmes .  

Going forward the focus will be on agreeing the regional strategy for quality and patient safety 

that enables quality to be embedded across all our systems and puts patient safety at the core 

of what we do. In addition, there is an opportuni ty to maximise collective power through  a 

regional approach to core systems such as ICNet (infection control) to minimise the costs 

wherever possible, better sharing of best practice  and the rollout of initiatives across the region.  

The region has an incre asing number of I mprovement Advisors (IA)  within DHBs and primary 

care, some o f whom were supported by the HQSC to undertake in depth training on 

improvement science . 

¶ Consult and agree on the Midland Quality & Patient Safety Collaborative Strategy  

¶ Develop road maps for the key areas of focus specifically measurement (of strategy 

achievement and improvement measures), and building capability  

¶ Set up the new Midland Quality Network (membership and terms of reference) to 

support the delivery of the Quality & Pa tient Saf et y Strategy  

¶ Maintain regional collaboration with improvement work  streams  ï deteriorating patient, 

Advance Care Plan ning  (ACP), consumer engagement and patient safety programmes 

such as Falls  

¶ Continue to develop a regional approach to core system s such as Datix (risk 

management) and ICNet.  

In addition to the Midland DHBs Quality 2017/18 Work Plan in Appendix 1  ï objective 3;  Section 

2 describes regional initi atives being progressed in 201 7/ 18 by the regional clinical networks 

and action groups.  
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Objective 4: Build the workforce 

The R egional Services Plan (RSP)  provides the opportunity for the Midland District Health 

Boards to take a collective approach to identifying workforce priorities and activities that will 

support a move forward.  

Workforce d evelopment initiatives spanning the Midland region are those where taking a 

regional approach adds value ï either through leveraging regional expertise or identifying how 

workforce issues could be addressed.  Individual DHBs will make their own decisions a bout how 

to proceed.  

The previous 2016 -19 RSP workforce development activities were over a three year horizon, 

including the key activities to:  

¶ grow the health workforce through strengthening recruitment and repatriation  

¶ strengthen health workforce intelli gence  

¶ strengthen health workforce planning ï determine need and expectations of clinical 

networks/action groups, whilst developing workforce intelligence across the whole of service 

to support robust planning guidance  

¶ support national schedules of work det ermined by Health Workforce New Zealand ( HWNZ ).  

Midlandôs population is ageing with the non-Mƃori population over 60 years expected to increase 

markedly from 2013 levels in the next 25 years, while people of working age increase only 

slightly or decline.   

Mƃori on the other hand are projected to increase across the board but without the peaks in the 

older age groups. Increasing the attractiveness of a health career to Mƃori is a practical 

response to the population projections.  

 

Figure 3 : Midland DHBs medi um population projections 2038 indexed to 2013  

 

Data source:   Statistics NZ  

 

The health workforce age profile has changed from 2009 with increasing numbers of older 

employees.  Increasing the ability of older and retired health care workers to remain enga ged 

with health care delivery is another practical response to forecasted growth in demand for 

experienced people , and takes advantage of the trend of the workforce ageing.  
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Figure 4 : Midland DHB workforce 2009 and 2016  

 

Data source:   Central TAS, Health Workforce Information Programme (HWIP)  

 

The 2017 -18 regional workforce initiatives builds on the previous RSP and aligns with the NZ 

Health Strategy 2016 (Action 23 build leadership and manage talent, and Action 24 support a 

sustainable and adaptive workfo rce) , and the MoH regional services  plan guidance.  

Each regional clinical network  and action group has its own workforce development initiatives 

which are included in their 2017 -18 work plans.  The Regional Director of Workforce 

Development (R DoWD) functi on provides support with implementation as required.  

A number of activities require collaboration with other stakeholders: including DHB Shared 

Services; the National Workforce Strategy Group; and the Ministry of Health, prior to 

implementation.  

The Midlan d 2017 -18 workforce initiatives focus on supporting a sustainable and adaptive 

workforce through:  

enhancing capacity  through increasing the use and span of workforce data to inform 

workforce planning and modeling ; supporting older or retired employees to c ontinue to 

use their workplace skills; reviewing the medical pipeline and deciding what can be done 

regionally if improvements are needed; supporting a DHB led initiative to share low fidelity 

simulation scenarios and establish competency assessment simula tion packages, and 

establishing a sector wide workforce planning and development interest group  

enhancing diversity  through identifying ways to increase representation of Mƃori in the 

health workforce; and supporting ways to increase the cultural competence of the 

healthcare workforce  

enhancing succession planning  through supporting DHBs to implement the State 

Service s Commission leadership and talent management initiatives  

building workforce flexibility  by identifying how to increase competency based 

workplace training for care and support workforce.  
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Objective 5: Improve clinical information systems  

The 2017 -20 Regional IS Plan reflects the New Zealand Health Strategyôs direction, which has 

set a goal of a people -powered, smart health system by 2025.  

Delivery of ICT enabled change and innovation is critical in supporting the delivery of the New 

Zealand Health Strategy and the Government ICT Strategy.  

 

Figure 5 :  NZ Health S trategy 2016 ï five strategic themes  

 

Digital Health 2020 has been developed in response to the New Zealand Health Strategy, to 

progress the core digital technology opportunities present in the strategy. It delivers on the 

focus that together will drive t owards a uniform information platform and a consistent data 

approach across the health sector.  

Figure 6 :  Digital Health 2020  Strategy (MoH)  
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Midland region projects are required to align with national architecture standards and guidelines 

and the Ministr y of Healthôs Digital Health 2020 Strategy. The region further supports this 

through sector architect membership and participation in national activities.  

An Annual Plan for the 2017/18 financial year has been developed with a óline of sightô to 

regional 9 and national strategic plans and directives.  

Line of Sight  

¶ DHB Annual Plans: BOP DHB (Sections 5.2.1, 5.2.2), Lakes DHB (Sections 2B.1.5.5, 5.2.1, 5.2.2), Hauora ¢ŀƛǊņǿƘƛǘƛ (Sections 
5.2.1, 5.2.2),  Taranaki DHB (Sections 2 and 4), Waikato DHB (Section 4) 

 

The key priorities and programmes that are expected to be implemented regionally by Midland 

DHBs are below, and are described in more detail in Appendix 1:  

¶ eSPACE as an enabler for achieving the regionôs priorities in regards to integrating  across 

continuums of care  and  improving clinical information systems ; supports the Ministry of 

Healthôs ósmart system ô strategic theme ;  backed -up by sound business case propos itions 

to drive improved clinical practice, both within and between health providers  in Midland .  

¶ Regional clinical data repositories (CDRs ) will  be established. The Sysmex CDR, for 

example , is  being established under the umbrella of the eSPACE Results Fou ndation 

Project.  

¶ Progressing the rollout of Telehealth across the Midland region, with involvement in the 

St roke Thrombolysis Telehealth trial with the aim of helping achieve our strategic 

outcomes of óeliminate health inequalitiesô and óimprove the health of the Midland 

populationsô. 

The successful delivery of these initiatives requires ongoing review and  prioritisation  of current 

activities at both a local and regional level to enable appropriate resources to be made 

available.  

Alongside the clinical IS delivery are interrelated initiatives that will be planned and delivered in 

parallel:  

¶ Transition to IaaS (Infrastructure as a Service). Midland DHBs and HealthShare are in 

the planning phase for transitioning IaaS.  

¶ Extension of the Midland Regional Platfor m services to include reporting services 

capabilities as required.  

                                           

 

9 Midland Regional Information Services Strategy & Plan (MRISS and MRISP)  
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¶ Continuation of integration  between primary and secondary data through to authorised 

DHB, primary and community agencies to enable information sharing, electronic 

collection of health data and enhanced  ability to identify trends . 

As regional IS structures and capability mature, opportunities to leverage the foundation 

infrastructure building blocks such as the regional network (Midland Connected Health) and the 

regional hosting platform (Mid land Regional Platform) are being identified. The major risks to 

the ICT enablement of the RSP are:  

¶ The near and long - term affordability of the ICT programme (as described in the IS 

Regional Work Plan) with several Midland DHBs under considerable and incre asing 

financial pressure . 

¶ The volume of competing demand for local, regional and national IS delivery far exceeds 

capacity and requires ongoing, rigorous efforts directed at visibility and  prioritisation  to 

manage conflicts.  

¶ Some business work plans are no t yet defined to a level of detail where there is an 

ability to sufficiently assess and understand the prerequisites, funding and resource 

implications, which may introduce a higher level of change to the work plan than 

anticipated.  

Each of the governance groups that have direct responsibility for the areas covered will provide 

the  ICT programme with detailed guidance on requirements and aspects of design, and help to 

ensure that decisions are properly considered with outcomes that are realistic and deliver able. 

Overall, the IS Regional Work Plan will inform recommendations to DHBs on the IS funding 

decisions required to support local, regional and national priorities.  
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Objective 6: Efficiently allocate public health system resources 

Efficiently allocatin g public health system resources can occur in a variety of ways. Measuring 

efficiency savings may be difficult and can take time.  The role of Midland DHBs is to fund the 

provision of the majority of the public health and disability services  in the region through the 

contracts that the five DHBs have with providers. Midland DHBs are working together to deliver 

a health system that is clinically and financially sustainable, where safe and effective services 

are provided as close to peopleôs homes as possible.   

For highly specialised clinical services, Midland DHBs work together to ensure that patients are 

transported in a timely manner to the hospital that performs complex services ; providing safe 

and effective services.  

The Midland region is acutely aware of the fiscal constraints impacting health services and the 

need to focus on innovation, service integration, improved efficiency and reduced waste to 

support provision of high quality care.  Proposals for regional activity must clearly identify the 

value proposition for patients and/or the system.   

As the work  plans are developed and endorsed, any resource requirements are identified 

through a business case process with the Midland DHBs GMs P+F  and Chief Operating Officers 

(COOs) .  Any regional resourcing  requests will be prioritised against national, regional and local 

priorities. Regional activity that needs project or capital funding for Information Service and 

other capital investments involves discussions with Midland DHB Chief Executives ( CEs)  and 

Chief Financial Officers ( CFOs) .   

 

(iv) Outcomes framework (intervention logic)  

The outcomes framework (figure 7 over page )  demonstrates how the region ôs vision, 

strategic outcomes, long term impacts and regional strategic objectives  are aligned with 

nation al outcomes and impacts  and the New Zealand Health Strategyôs strategic themes. 

The framework provides regional and national alignment with the vision, mission, values, 

goals, aspirations, strategic focus and priority areas and overarching outcomes o f each  

Midland DHB .  
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Figure 7 : Outcomes framework  

 

Ministry of 
Health purpose 

and role 
Improve and protect the health of New Zealanders 

Long-term 
success 

measures 

Health expectancy 
improves over time 

Life expectancy increases 
over time 

Life expectancy by health 
spending per capita 

compares well within the 
OECD 

Health spending growth 
slows over time 

Health system 
outcomes 

New Zealanders live longer, healthier, more 
independent lives 

The health system is cost effective and supports a 
productive economy 

MinistryΩǎ ƘƛƎƘ-
level outcomes 

New Zealanders are healthier and more 
independent 

High-quality health and disability 
services are delivered in a timely and 

accessible manner 

The future sustainability of the 
health and disability system is 

assured 

aƛƴƛǎǘǊȅΩǎ 
impacts 

1. The public is supported to make 
informed decisions about their own 

health and independence 

3. The public can access quality 
services that meet their needs in a 

timely manner where they need them 6. The health and disability system is 
supported by suitable infrastructure, 

workforce and regulatory settings 

2.  Health and disability services are 
closely integrated with other social 

services and health hazards are 
minimised 

4. Personalised and integrated 
support services are provided for 

people who need them 

5. Health services are clinically 
integrated and better coordinated 

7. Quality, efficiency and value for 
money improvements are enhanced 

New Zealand 
Health Strategy ς 
strategic themes 

People-powered Closer to home 
Value and high 

performance 
One team Smart system 

  ̓  ̓  ̓
Midland vision All residents of Midland District Health Boards lead longer, healthier and more independent lives 

Regional strategic 
outcomes 

To improve the health of the Midland populations To eliminate health inequalities 

Regional long term 
impacts 

People take greater responsibility for their 
health 

People stay well in their homes and 
communities 

People receive timely and 
appropriate care 

Regional strategic 
objectives 

Health equity for  
aņƻǊƛ 

Integrate across 
continuums of 

care 

Improve quality 
across all regional 

services 

Build the 
workforce 

Improve clinical 
information systems  

Efficiently 
allocate 
public 
health 
system 

resources 

  ̓  ̓  ̓
Midland DHBs Performance Story 
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Bay of Plenty Vision : Kia 
ƳƻƳƻƘƻ ǘŜ ƘņǇƻǊƛ  oranga ς 

Healthy, thriving communities 

Mission : Enabling communities to 
achieve good health, independence 

and access to quality services 

Values: CARE (Compassion, Attitude, 
Responsiveness and Excellence) 

Lakes Vision:  Healthy 
Communities ς Mauriora! 

Mission: Improve health for all; 
maximise independence for people 

with disabilities; with tangata 
whenua support a focus on health 

Values: Manaakitanga; Integrity; Accountability 

¢ŀƛǊņǿƘƛǘƛ Vision:  WAKA 
ό²ƘŀƪŀǊŀƴƎņǘƛǊŀΣ !ǿƘƛΣ 

Kotahitanga, Aroha) 

Mission: Whaia te Hauora I Roto I 
te Kotahitanga 

A healthier ¢ŀƛǊņǿƘƛǘƛ ōȅ ǿƻǊƪƛƴƎ 
together 

Values: Hauora pai rawa/ wellbeing, partnership, 
quality ς striving for excellence, integration, 
choice, He Tangata/responsiveness, financial 

responsibility 
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Taranaki Vision: Taranaki 
Together, a healthy community ς 
Taranaki Whanui He Rohe Oranga 

Mission: Improving promoting, 
protecting and caring for the health 

and wellbeing of the people of 
Taranaki 

Values: We value how we work together with 
others ς Ngņ Tikanga 

¶ Treating people with trust, respect and 
compassion 

¶ Communicating openly, honestly and acting 
with integrity 

¶ Enabling professional and organisational 
standards to be met 

¶ Supporting achievement and acknowledging 
successes 

¶ Creating healthy and safe environments 

¶ Welcoming new ideas 

Waikato Vision: Healthy people. 
Excellent care 

Mission: Enable us all to manage 
our health and wellbeing. Provide 
excellent care through smarter, 

innovative delivery 

Values:  
People at heart Te iwi Ngakaunui 
Give and earn respect ς Whakamana 
Listen to me; talk to me ς Whakarongo 
Fair play ς Mauri Pai 
Growing the good ς Whakapakari 
Stronger together ς Kotahitanga 
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 Bay of 
Plenty 

No significant increase in hospital 
bed capacity 

Strong focus on improving health 
equity 

Shifting care closer to home 

Lakes 

5 year plan: 

¶ Babies are born well, grow well, live well as 
adolescents, stay well as adults, age well and eventually 
die well. When needed services will help people get well 

¶ No health disparity 
¶ People live longer, 

healthier lives 

¢ŀƛǊņǿƘƛǘƛ  

Join 

patient, family/   
centred care 

Know 

excellent Iwi/ 
community, family/  

ǿƘņƴŀǳ 

knowledge and 
engagement 

Shape 

working with 
community 

relationships 

Vision 

ōǳƛƭŘƛƴƎ ŀ άǿƛƭƭ Řƻέ 
culture 

Connect 

enabling good 
health and 

wellbeing through 
technology 

Taranaki To improve the health of the Taranaki DHB population To reduce or eliminate health inequalities 

M
id

la
n

d
 D

H
B

s 
s
tr

a
te

g
ic

 f
o

c
u

s 
a

n
d

 p
ri
o

ri
ty

 

a
re

a
s 

 Bay of 
Plenty 

1. Live well ς empower our 
population to live healthy lives 

2. Stay well ς develop a smart, fully 
integrated system to provide care 
close to where people live, learn, 
work and play 

3. Get well ς evolve models of 
excellence across all of our hospital 
services. 

Lakes 

¶ First 2,000 days 

¶ All vulnerable children 

¶ Child, youth and maternal care 

¶ Mental health and addictions 

¶ The frail elderly 

¶ Managing long term conditions 

¶ Oral health 
 

¢ŀƛǊņǿƘƛǘƛ 

¶ Care Closer to Home 
ω Increased patient Quality and 

Safety 

ω Health of Older People 
ω Regional and National 

Cooperation 

¶ Living within our means 
 

Taranaki 

¶ Meeting Health Targets  

¶ !ŘŘǊŜǎǎƛƴƎ aņƻǊƛ 
Health/Disparities  

¶ Supporting Older people to live 
well within their community  

¶ Addressing a system wide 
approach to integrated services  

¶ Supporting wellness and 
managing Chronic Conditions  

 

Waikato 

¶ Health equity for high needs 
populations 

¶ Safe, quality health services for all 

¶ People centred services 

¶ Effective and efficient care and 
services 

¶ A centre of excellence in learning, 
training, research, and innovation 

 

¶ Productive partnerships 
 

Midland DHBs 
overarching 

outcomes 

To improve the health of our population To reduce or eliminate health inequalities 
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Bay of 
Plenty 

Priority 1 above: 

¶ First 1,000 days of life 

¶ At-risk youth 

¶ aņƻǊƛ 

¶ Older people 
 

Priority 2 above: 

¶ Extended general practice 

¶ Risk stratification and stepped 
care 

¶ Multidisciplinary community 
health and support service 
clusters 

¶ System-wide care coordination 
 
 

Priority 3 above: 

¶ Management of  frail elderly and 
people with complex conditions 

¶ Mental health and addiction 
services 

¶ Scope and mix of services 

¶ Step-down care 

Lakes 

¶ Lower acute demand 

¶ Better mental health and 
addictions support 

¶ Fewer teenage pregnancies 

¶ More people age well in own 
homes 

 

¶ Better oral health for children and 
adolescents 

¶ Less obesity 

¶ Fewer people smoke 

¶ Less diabetes 

¶ Less CVD 

¶ Fewer rheumatic fever cases 

¶ Fewer sudden unexpected death 
in infancy (SUDI) cases 

¶ Healthy birth-weight 

¶ Better health for  aņƻǊƛ 
 

¢ŀƛǊņǿƘƛǘƛ  
Prevent ill health 

 
Reduce health inequalities 
between population groups 

Support people to stay well 
in the community 

Ensure people receive 
timely and appropriate 

complex care 

Taranaki 

People are supported to take greater responsibility for 
their health  

¶ Fewer people smoke  

¶ Reduction in vaccine preventable diseases  

¶ Improving health behaviours 

 
People stay well in their homes and communities  

¶ An improvement in childhood oral health  

¶ Long-term conditions are detected early and managed 
well   

 

Waikato 

Health equity for 
high needs 
populations 

¶ Radical improvement in  aņƻǊƛ health outcomes by eliminating health inequities for  aņƻǊƛ 

¶ Eliminate health inequities for people in rural communities 

¶ Remove barriers for people experiencing disabilities 

¶ Enable a workforce to deliver culturally appropriate services 

Safe, quality 
health services for 
all 

¶ Deliver timely, high quality, safe care based on a culture of accountability, responsibility, 
continuous improvement, and innovation 

¶ Prioritise fit-for-purpose care environments 

¶ Early intervention for services in need 

¶ Ensure appropriate services are delivered to meet the needs of our populations at all stages of 
their lives 

 

People centred 
services 

¶ Utilise the expertise of communities, providers, agencies, and specialists in the design of health 
and care services 

¶ Provide care and services that are respectful and responsive to individual and whanau needs and 
values 

¶ Enable a culture of professional cooperation to deliver services 

¶ Promote health services and information to our diverse population to increase health literacy 
 

Effective and 
efficient care and 
services 

¶ Live within our means 

¶ Achieve and maintain a sustainable workforce 

¶ Redesign services to be effective and efficient without compromising the care delivered 

¶ Enable a culture of innovation to achieve excellence in health and care services  
 

A centre of 
excellence in 
learning, training, 
research, and 
innovation 
 

¶ Build close and enduring relationships with local, national, and international education providers 

¶ Attract doctors, nurses, and allied health staff to the Waikato through high quality training and 
research 

¶ Cultivate a centre of innovation, research, learning, and training across the organisation 

¶ Foster a research environment that is responsive to the needs of our population 
 

Productive 
partnerships 
 

¶ Incorporate te Tiriti o Waitangi in everything we do  

¶ Authentic collaboration with partner agencies and communities 

¶ Focus on effective community interventions using community development and prevention 
strategies  

¶ Work towards integration between health and social care services 
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(v) Health Partnership Limited  

Midland DHBs are working with Health Partnership  Ltd (H PL), a national agency that is 

standardising non -clinical services. HPLôs initiatives include a national Oracle Solution 

(formerly Finance, Procurement and  Supply Chain), Food Services, Linen and Laundry 

Services, and a National Infrastructure Platform.  

(vi) HealthShare Limited  

HealthShare Limited (HSL), established in 2001, is the Midland regionôs shared services 

agency . It is  jointly owned by Bay of Plenty , Lakes , Tairƃwhiti, Taranaki  and Waikato  

DHBs. H SL employ s staff to perform tasks on behalf of the Midland DHBs , each with a 

20% shareholding.  

Until mid -2011 HSL operated as a single function shared service agency with the 

primary purpose of assisting the sharehol ding DHBs in meeting their statutory and 

contractual  obligations to monitor the delivery and performance of services through the 

provision of routine third party audit programmes.  

From August 2011 HSL has taken on an expanded role  and now provides operati onal 

support to the Midland DHBs in a number of areas identified as benefitting from a 

regional solution. Where HSL provides services to non -shareholding DHBs, eg third 

party audit and assurance, this support is provided under contract.  

HSL has a five memb er Board of Directors comprising the CE of each of the 

shareholding DHBs. The HSL CE is accountable to the Board, through the Chairman, for 

the management of HSL and day to day operations. The Board meets monthly to 

monitor HSL performance.  

The Midland DHB s determine the services that HSL provide and the level of these 

services on an annual basis. These determinations are made through the RSP and 

regional business case processes.  

Categories of possible regional service delivery include:  

¶ Activities that sup port future regional direction and change through the 

development of regional plans  

¶ Facilitating the development of clinical service initiatives undertaken by regional 

clinical networks and action groups that support clinical service change  

¶ Key functions that support and enable change through the ongoing development 

of the regionôs workforce and information systems 

¶ Back office service provision that can drive efficiencies at a regional level, 
alongside new national back office shared services.  

The annually  agreed regional services form the basis for HSLôs Business Plan which 

specifies the companyôs performance framework, the services to be provided, and the 

associated performance measures. H SLôs Business Plan also details at a service level 

the activities t hat have been purchased by the shareholding DHBs.  Midland DHB CFOs 
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recommend to H SL Directors the funding to be provided by Midland DHBs for the 

coming financial year.    

HSL has multiple planning and reporting relationships within the Midland region and to  

national agencies as depicted in Figure 8.  

Regional clinical service development initiatives are expected to be provided from HSL 

in 2017 -18 through the following groups:  

¶ Regional clinical networks and action groups :  

Midland Cancer Network  Midland Cardia c Network  

Child Health Action Group  Regional Elective Services Network  

Health of Older People Action Group  Midland Mental Health & Addictions 

Network  

Midland Radiology Action Group  Midland Stroke Network  

Midland Trauma System 10   

¶ Regional e-health IT sy stems implementation  

¶ Workforce development and intelligence support  

¶ Regional shared service delivery, including:  

o     Third party provider audit and assurance service  

o     Regional internal audit service (Lakes, Tairƃwhiti, Taranaki , Waikato )  

o     Regional pathways of care (Map of Medicine )  development and implementation  

o     Taleo IS administration support (for HR/Recruitment).  

The nature of the services provided by HSL to the Midland region requires a close 

working relationship with DHB staff and key stakehol ders.  

                                           

 

10  HSL provides a link between the Mi dland Trauma System (MTS) and the 2017 -20 Midland RSP for reporting purposes  
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Figure 8 : Overview of Health Share Ltd (Midland DHBs ô shared services agency)   

 

 

(vii) Audit and Assurance Service  

HSL Audit and Assurance (A&A) provides routine audit and assurance to the five 

Midland DHBs on their  Non -Government Organisation (NG O)  contracted provision of 

services. An annual audit plan is agreed collectively  by the five DHBs P lanning & 

Funding  and targets NGOs using risk history  and based on a one in three to four  year 

audit cycle. A&A  have experienced and qualified auditors with a range of clinical 

competence and expertise and specialist knowledge in health and disability services. 

A&A auditors  are careful to always  exercise impartiality, manage conflict(s) of interest 

and to ensure objectivity in carrying out  all audit assessment  and reporting.  

The audit and assurance activity encompasses contracted funding and service 

agreements for:  

¶ Personal health  

¶ Mental health services  
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¶ Health of older people  

¶ Disability support services  

¶ Mƃori and Pacific health services.  

A&A is also a Designat ed Auditing Agency (DAA) approved by the Director General of 

Health to audit health services pursuant to the Health & Disability Services (Safety) Act 

2001.  As a DAA, A&A  provides certification services across the country to a range of 

providers including aged residential care, mental health providers , and home and  

community support services.  

In line with emerging issues and DHB changing environments, the audit work schedule 

remains flexible with a continual process of audit additions and  cancellations or 

postponements.  

 

(viii) Regional Internal Audit Service (Lakes, Tairƃwhiti, Taranaki , Waikato )  

The general purpose of the HSL regional Internal Audit Service is to provide 

independent assurance and consulting services to support and monitor the Midland 

DHBs
 
risk management, internal control and governance processes that have been 

implemented by management to run these organisations.  The role and responsibilities 

of the service are outlined in the Regional Internal Audit Team Charter.  

The internal audit functi on assists DHB management and staff by developing 

recommendations for improvement or enhancement in a number of areas, for example:  

¶ the efficiency and effectiveness of a departmentôs business operations and 

administrative activities, including service deli very procedures  

¶ protection and overall management of medical equipment and other assets  

¶ supplier contract management and monitoring  

¶ the provision, accuracy and usefulness of financial, revenue, contract and other 

information  

¶ health and safety management  systems  

¶ maximising/optimising the use made of computer systems available within the 

organisation   

¶ security and access to the organisation ôs information systems. 

The diversity of Internal Auditôs work is demonstrated by the types of risk and audit 

activit y the service aims to cover within each DHBôs annual internal audit plan (mainly 

developed using a risk -based approach), as follows:  

¶ compliance and assurance  

¶ corporate and social responsibility  

¶ ethics and business conduct  

¶ fraud  
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¶ information technology effec tiveness  

¶ operational /clinical effectiveness  

¶ project risk  

¶ quality and performance improvement  

¶ security and technology.  

The Midland DHBs internal audit plans are flexible and agile in order to cater for urgent 

issues or significant emerging risks.  
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Section 2:  Activities of regional groups, clinical networks 
and action groups 

 

(ix) Midland DHB s regional groups  

There are a variety of Midland DHB groups that meet to collaborate as a region on a 

regular basis  including  Nga Toka Hauora  (the Midland GMs Mƃori Health)  (objective 1),  

the Regional Qu ality Managers ( objective 3) , GMs Human Resources ( objective 4) , and 

the Chief Information Officers  (Midland IS Leadership Team)  (objective 5) . Appendix 2 

provides information about the regional governance arrangemen ts for Midland DHBs.  

Other important regional DHB leadership groups include :   

¶ Midland Region Governance Group  (MRGG)  

¶ Midland Chief Executives Group (MCEG)  

¶      Regional GMs Planning and 

Funding  

¶      Chief Operating Officers forum  

¶      Chief Financial Offi cers forum  

¶      Midland Annual Plan Writers 
Group  

¶ Chief Medical Advisors  

¶ Directors of Nursing  

¶ Directors of Allied Health  

¶ eSPACE Programme Board  

 

    (x)  Midland DHB s r egional c linical n etworks and action g roups  

Regional clinical groups enable clinical le aders and managers to shape the development 

of services so that services are of a high quality, sustainable and there is equal access 

to these servi ces for people across the region. The goal is to ensure people have the 

same health outcomes irrespective of  geographical location, ethnicity , and gender. 

Another benefit of working together is that there can be some coordination of the public 

health system resources and support to match demand and capacity.  

Regional clinical initiatives are reviewed by Midland  DHB executives and agreed by  CEs. 

Much of what occurs is supported with national guidance as part of the annual DHB 

planning process and aligns with activity each DHB is also undertaking. Each regional 

initiative is assessed against the regionôs six strategic objectives to show how these 

contribute to the regionôs strategic outcomes and vision.   

Table 3 provides a summary of the highest priority initiative that each regional clinical 

group is working on in 201 7-18  (full 2017 -18 work plans are detailed in Appendix 1 ) . 

This is to enable the reader to appreciate a key fo cus of the clinical group.  
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Table 3 : Top initiative for delivery by July 201 8  for each regional clinical group  

Regional Clinical 
Network and 
Action Group 

Top priority Quantitative measure of success 

Cancer 

Midland Cancer Network initiatives that support the Midland DHBs 
to:  

¶ Achieve the Faster Cancer Treatment Health Target; and 

¶ Prepare for roll out of the national bowel screening 
programme. 

 

90% of patients referred with a high 
suspicion of cancer and a need to be 
seen within 2 weeks have their first 
treatment (or other management) 
within 62 days by June 2017 

Cardiac 
Achieve equality for aņƻǊƛ in key rates of diagnostic and 
interventional cardiac services per DHB for KPIS that can be 
measured. 

Standard Intervention Rates (SIR) for 
Angiography, Angioplasty, Cardiac 
Surgery 

Child Health 

Childhood obesity and oral health 

¶ Work with DHBs to promote that oral health databases are 
linked with NCHIP 

¶ Support and encourage further action to address childhood 
obesity in DHBs including facilitating sharing and 
implementation of evidence based lifestyle programmes in the 
region for children and families 

¶ Oversee and provide support for the implementation of the 
childhood obesity care pathway (Map of Medicine) 

¶ Support   a regional Sugar Sweetened Beverages 
policy/position statement/plan of action in conjunction with 
ǘƘŜ ǊŜƎƛƻƴΩǎ tǳōƭƛŎ IŜŀƭǘƘ ǳƴƛǘǎ ŀƴŘ ŀŎtions to implement. 

¶ NCHIP linked to oral health 
databases (where implemented) 

¶ All DHBs will have access to an 
evidence based lifestyle 
programme for at risk 
children/families identified in the 
obesity pathway 

¶ Childhood obesity care pathway 
(Map of Medicine) will be in use 
across the region 

¶ Broader implementation of the 
SSB policy/position 
statement/plan of action. 

Electives 

A specialty based, regional electives initiative will be developed and 
implemented to support the delivery of health target discharges, 
waiting time requirements, improved equity of access, resource 
utilisation and pathway of care. 

Regional delivery of a specialty based 
electives service 

Health of Older 
People 

Consolidate work on dementia through the strengthening of 
components of the dementia pathway and ensuring family and 
whanau carers of people with dementia have access to support and 
education programmes. 

Increased referrals from GP practices 
ǘƻ !ƭȊƘŜƛƳŜǊΩǎ ŀƴŘ 5ŜƳŜƴǘƛŀ 
organisations 

Standardised training is available on a 
consistent basis for family and whanau 
carers 

Mental Health & 
Addictions 

Implementation of the Substance Abuse Legislation (SAL) across 
the Midland region 

¶ Develop funding proposal for the MoH 

¶ Identify workforce development priorities 

¶ Develop an Implementation plan 

¶ Involve key stakeholders in the consultation process 

¶ Implement MoH communication strategy 

¶ The public is well informed of the 
SAL process and criteria 

¶ Midland has systems and process 
put in place to meet the demand 

¶ Standardised processes are 
regionalised 

¶ The workforce is well prepared for 
the SAL 1 February 2018 start date 

Radiology 
Ultrasound model demonstrating the Midland region volumes, case 
mix and resource used across the Midland DHBs 

Ratios of Ultrasound caseload outputs 
at Midland DHBs 

Stroke 

¶ Support and facilitate the implementation of a pathway of 
care for accessing thrombectomy services through ADHB 

¶ Support and facilitate the development of a pathway of care 
for accessing thrombectomy services through WDHB (five-year 
timeframe) 

Pathway(s) of care available for 
Midland DHB use to access 
thrombectomy services for their 
patient population. 

Trauma (MTS) 
Provide adequate regional resources to achieve agreed objectives 
defined in the MTS Strategic Plan 

Approval of MTS Business Case 2017-
2020  
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Throug h the work programmes on the following pages there are references which show 

alignment with the five themes of the New Zealand Health Strategy 2016.  

 

(xi) Midland Regional Public Health Network  

Another regional group is the Midland Regional Public Health N etwork (the Network). 

The Network provides an opportunity  for Public Health Units  (PHUs)  to work together on 

public health issues affecting the Midland region.  As part of the DHB function P HUs 

provide public health advice and expertise with a general goal  of protecting and 

improving the health of the population with a focus on reducing inequalities.  

Midland DHBs and their PHUs work closely together to deliver on the five public health 

core functions:  

1.  Health promotion  

2.  Health protection  

3.  Preventative interve ntions  

4.  Health assessment and surveillance  

5.  Public health capacity development  

In addition to providing advice and expertise to individual DHB s, the Network provides 

leadership for and strengthens the performance and sustainability of the Midland PHUs.  

Leade rship of the Network comprises the Manager and Clinical Director from each of 

the four PHUs in the Midland region: Toi Te Ora -  Public Health Service (Bay of Plenty 

and Lakes D HBs); Population Health (Waikato D HB); Population Health  -  Hauora 

Tairƃwhiti (Hauora  Tairƃwhiti) and Public Health Unit (Taranaki D HB).   

The Network aims to further strengthen relationships with the Midland Regional Clinical 

Networks  and  Action Groups  to ensure a public health perspective is considered within 

their plan ning.   

At a national level the Network is a member of the National Public Health Clinical 

Network (NPHCN), whose membership comprises Clinical Leader and Manager from 

each PHU and representatives from the Ministry of Health.  

The goals of the Midland Regi onal Public Health Network are to:  

¶ Enhance the consistency, coordination and quality of public health service delivery 

across the region;  

¶ Support other Midland health networks by promoting the ópopulation health 

approachô and providing public health advice on issues that can have a population 
health outcome.  

The Networkôs work to date has included collaborative annual planning, business 

continuity planning, supporting the development of Midland position statements on key 

health issues, setting up a mechani sm for a regional approach to health intelligence 

work, standardising communicable disease control processes, peer review, staff 

orientation programmes , and support of sole practitioners.   
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Work streams  are in place to support a consistent approach to comm on areas of work:  

¶ Public health capacity  

¶ Health Promotion Leadership Group  

¶ HealthScape ï Public Health Information Management system  

¶ Public Health Intelligence  

Future work streams  will be determined based on the need to increase the focus on a 

particular p ublic health issue and/or what might come from the New Zealand Health 

Strategy.   

In determining its direction for 201 7/1 8, the Network will continue to align with the 

Ministry of Healthôs five core functions of public health (Health Assessment and 

Surveil lance, Public Health Capacity Development, Health Promotion, Health Protection, 

and Preventive Interventions).  

The Network will also continue to focus on:  

¶ Better integration of services within health and across the sector  

¶ Lifting of quality and performan ce 

¶ Supportive leadership and capability for change . 

In line with the wider health sector goal of better, sooner, more convenient health 

services for all New Zealanders, emphasis for the Network will continue to be on 

effective and efficient working and ser vice delivery.  
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Midland Regional Clinical Networks and Action Groups 

 
 

2.1 Cancer services (Midland Cancer Network) 

 

Midland Cancer Network Executive Group Chairs:  Dr Humphrey Pullon and Brett Paradine     
Programme Manager:  Jan Smith 
Lead Chief Executive:  TBA 
 
 
Context:  άǿƻǊƪƛƴƎ ǘƻƎŜǘƘŜǊ ǘƻ ŀŎƘƛŜǾŜ ōŜǘǘŜǊ ŦŀǎǘŜǊ ŎŀƴŎŜǊ ŎŀǊŜέ 

The Midland Cancer Network is guided by the Midland Cancer Strategy Plan 2015-2020 with a vision that by working together as 
one, we will lift the performance of our health systems.  The Midland Cancer Strategy Plan aligns with: 

¶ the New Zealand Cancer Plan better, faster cancer care 2015-2018 to improve: equity of access to cancer services; 
timeliness of services across the whole cancer pathway; and the quality of cancer services delivered  

¶ National Bowel Screening Programme 

¶ National Adult Palliative Care Service Review.  

The Midland Cancer Strategy Plan 2015-2020 strategic objectives are to: 
1. reduce the cancer incidence through effective prevention, screening and early detection initiatives 
2. reduce the impact of cancer through equitable access to best practice care 
3. reduce inequalities with respect to cancer 
4. improve the experience and outcomes for people with cancer. 

The strategic objectives are supported by five enablers: infrastructure, information systems, workforce, supportive care, 
knowledge and research. 

The Midland strategic framework for action takes a total continuum of care approach for the Midland population from 
prevention and early detection ς screening ς diagnosis and treatment ς follow-up and surveillance ς survivorship ς palliative care 
and last days of life.  2017/18 plan aims to build and strengthen the alignment and linkages of the various Midland health 
services related to the cancer continuum.  This is demonstrated in the Line of Sight section (refer over page). 

Planned outcomes for 2017/18: 
1. Faster Cancer Treatment (FCT) initiative key outcomes are: 

¶ two regional tumour standard reviews against national standards are completed with improvement plans 

¶ the four Midland round 2 FCT projects are completed with final reports 

¶ continue to implement the Midland Psychological and Social Support Services Plan 2015-2018 

¶ that each DHB facilitates one Kia Ora E Te Iwi (KOETI) community based health literacy programme. 

2. Improve Midland palliative care services initiatives are: 

¶ update the Midland Specialist Palliative Care Service Development Plan following the National Adult Palliative Care 
Service Review recommendations (yet to be completed) 

¶ continue to support implementation of Waikato Palliative Care Strategy Plan 2016-2021 

¶ support the development of local Palliative Care Strategy Plans for Lakes and BOP  

¶ support the Midland Health of the Older Persons (HOP) Action Group with HOP workforce development related to 
palliative care and last days of life. 

3. Midland bowel screening regional centre (BSRC) initiative key outcomes are: 

¶ Midland BSRC service specification agreement signed with Ministry by 1 July 2017 to ensure set up phase for go live is 
completed to enable the Midland BSRC to go live in 2018/19 

¶ Midland DHBs bowel screening business cases approved and roll out commenced as per the national bowel screening 
work programme tranche order. 

4. Improved access to colonoscopy/endoscopy services initiative key outcomes are: 

¶ evaluation of the regional direct access to colonoscopy e-referral is completed. 

5. National lead for the lung cancer work programme initiatives: 

¶ Midland Cancer Network is working in partnership with the Ministry of Health cancer team to finalise the national lung 
cancer work programme for 2017/18 ς 2018/19. 

 

Measures: (by ethnicity, locality and deprivation where possible) 
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90% of Midland DHB patients referred with a high suspicion of cancer and a need to be seen within two weeks have their first 
treatment (or other management) within 62 days (Cancer Health Target). 

85% of Midland DHB patients with a confirmed diagnosis of cancer receive their first treatment (or other management) within 31 
days of decision-to-treat (policy priority 30). 

Colonoscopy (policy priority 29):  

¶ 90% of people accepted for an urgent diagnostic colonoscopy will receive their procedure within two weeks (14 
calendar days, inclusive), 100% within 30 days 

¶ 70% of people accepted for non-urgent diagnostic colonoscopy will receive their procedure within six weeks (42 days), 
100% within 90 days 

¶ Surveillance colonoscopy ς 70% of people waiting for a surveillance colonoscopy will wait no longer than 12 weeks (84 
days) beyond the planned date, 100% within 120 days. 

 

Line of Sight 
¶ DHB Annual Plans: Please see BOP, Lakes, Waikato, ¢ŀƛǊņǿƘƛǘƛ sections for faster cancer treatment, all five DHBs for bowel screening 

¶ RSP: Please see section improving 2.7 radiology services wait times for diagnostic CT & MRI and Radiology Oncology Stream Pathways, Map 
of Medicine pathways of care, and objective 2 regional hepatitis C service 

¶ aņƻǊƛ IŜŀƭǘƘΥ ǎŜŜ !ǇǇŜƴŘƛȄ м hōƧŜŎǘƛǾŜ мΥ Health equity for aņƻǊƛ ς aņƻǊƛ ƘŜŀƭǘƘ Ǝŀƛƴ ŎŀƴŎŜǊΣ ōǊŜŀǎǘκŎŜǊǾƛŎŀƭ ǎŎǊŜŜƴƛƴƎ 

¶ Workforce: Please see Appendix 1 Objective 4 : Build the Workforce and RSP 2.5 Healthy ageing section (palliative care)  

¶ Regional IS: Please see Appendix 1 Objective 5 : Improve Clinical Information Systems ς Bowel screening, Cancer Information Strategy  

  

 

Initiative 1: Faster Cancer Treatment Milestone/Date Responsibility   
1.1. In partnership with DHBs coordinate a regional review of national melanoma standards 

(tbc) of service provision and identify key activities to address issues identified as a result of 
the regional review 

¶ Undertake a stocktake of melanoma services and gap analysis against the national 
melanoma standards of service provision in New Zealand 

¶ Midland DHB self-assessments and data analysis completed by October 2017 

¶ Establish a regional melanoma work group to review findings and develop regional 
report by December 2017 

Quarter 1 and 2 

Midland DHB review 
against national 
melanoma 
standards of service 
provision report 
completed by 31 
December 2017 

 

MCN and Midland 
DHBs 

1.2. In partnership with DHBs coordinate a regional review of national upper GI standards (tbc) 
of service provision and identify key activities to address issues identified as a result of the 
regional review 

¶ Undertake a stocktake of upper GI services and gap analysis against the national 
colorectal standards of service provision in New Zealand 

¶ Midland DHB self-assessments and data analysis completed by April 2018 

¶ Establish a regional upper GI work group to review findings and develop regional 
report by June 2018 

Quarter 3 and 4 

Midland DHB review 
against national 
upper GI standards 
of service provision 
report completed by 
June 2018 

 

MCN and Midland 
DHBs 

1.3. Continue to support DHBs to implement service improvements from previous regional 
reviews i.e. gynae-oncology, colorectal, lung, breast lymphoma, sarcoma, myeloma 

 

  

1.4. Continue the MCN-Waikato Faster Access to Cancer Services through a Staged Tumour 
Approach to Treatment Project 2015-2018 

Quarter 1 ς 4 

30 June 2018 

 

MCN and Waikato 
DHB 

1.5. Continue the MCN-Lakes FCT Service Improvement Project 2015-2018 Quarter 1 ς 4 

30 June 2018 

 

MCN and Lakes DHB 

1.6. Continue the Midland Routes to Cancer Diagnosis and Treatment Project 2015-2018 Quarter 1 ς 4 

30 June 2018 

 

MCN and Midland 
DHBs 

Work Plan Key Actions are specifically aimed at achieving the NZHS five strategic themes/ Midland DHBs regional objectives 
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1.7. Continue the Midland Patient Information Resource Project 2016/17 ς 2017/18  Quarter 1 ς 4 

30 June 2018 

MCN, Midland Cancer 
CNS/CNC and 
Consumer Work 
Groups 

1.8. Continue to implement the Midland Psychological and Social Support Services Plan 2015-
2018 

Quarter 1 ς 4 

30 June 2018 

MCN Supportive Care 
Work Group and 
Midland DHBs 

1.9. Support the delivery of one Kia Ora E Te Iwi community health literacy programme per DHB Quarter 1 ς 4 

30 June 2018 

MCN, Cancer Society, 
Midland DHBs, MHPs 

 

1.10. Continue Lakes-Waikato medical oncology, radiation oncology and haematology model of 
service improvement project.  

¶ Support implementation of Lakes resident medical oncology service with Waikato  

Quarter 1 ς 4 

30 June 2018 

Lakes, Waikato DHBs 
and MCN 

 

1.11. Support national cancer work programme i.e. phase 2 tumour work programme, national 
radiation oncology plan, CNCI (within available resources) 

Quarter 1 ς 4 

30 June 2018 

MCN, Midland DHBs, 
Ministry of Health  

 

1.12. Regional work to support national Cancer Health Information Strategy Plan initiatives 

¶ Continue the Midland MDM systems gap analysis project against business processes, 
systems requirements and data requirements (tbc) 

¶ Midland radiation oncology plan and data extracts and reasons for possible variations 

¶ National tumour standards core data and measurability work (tbc) 
 

Quarter 1 ς 3 

31 March 2018 

MCN, Midland DHBs, 
Regional IS, CHIS team 

1.13. Scope and review implications of implementing the national Adolescent and Young Adult 
Cancer Patient in New Zealand including Standards of Care (note resource dependent) 

Quarter 1 ς 4 

30 June 2018 

 

MCN & Midland DHBs 

1.14. Identify components of the national Early Detection of Lung Cancer Guidance that can 
begin to be implemented (note resource dependent) 

Quarter 1 ς 4 

30 June 2018 

 

MCN & Midland DHBs 
& NLCWG 

NZ Health Strategy: 
5 Strategic Themes 

People-powered Closer to home 
Value and high 
performance 

One team Smart system 

1: Health equity for MņƻǊƛ  2: Integrate across 
continuums of care 

3: Improve quality across 
all regional services  

4: Build the workforce 5: Improve clinical 
information systems 

6: Efficiently allocate 
public health system 
resources   

Initiative 2: Improve Midland palliative care services  Milestone/Date Responsibility 
2.1. Update the Midland Specialist Palliative Care Service Development Plan following the 
National Adult Palliative Care Service Review recommendations 

¶ Support Midland Health of Older People work programme related to workforce 
development on palliative care and last days of life 

¶ Support national palliative care work programme i.e. outcomes framework 
 

Quarter 1 - 4 

30 June 2018 

Midland Palliative 
Care Work Group 

2.2. Continue to support Midland to implement the Midland Medical Advanced Palliative Care 
Trainee Model of Service 2015-2018 

Quarter 1 - 4 

30 June 2018 

Midland Palliative 
Care Work Group 

2.3. Continue to support implementation of Waikato Palliative Care Strategy Plan 2016-2021 Quarter 1 - 4 

30 June 2018 

 

Waikato Palliative 
Care Group and MCN 

2.4. Support Lakes and BOP to develop a local Palliative Care Strategy Plans  

 

Quarter 1 - 4 

30 June 2018 

MCN, BOP & Lakes 
Palliative Care Work 
Groups 

NZ Health Strategy: 
5 Strategic Themes 

People-powered Closer to home 
Value and high 
performance 

One team Smart system 

1: IŜŀƭǘƘ Ŝǉǳƛǘȅ ŦƻǊ aņƻǊƛ 2: Integrate across 
continuums of care  

3: Improve quality across 
all regional services   

4: Build the workforce 5: Improve clinical 
information systems 

6: Efficiently allocate 
public health system 
resources 
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Initiative 3: Midland bowel screening regional centre  Milestone/Date Responsibility 
3.1. Implement Midland bowel screening regional centre set up phase activities as directed by 
Ministry of Health Agreement service specifications (to be signed by 30 June 2018) 

Quarter 1 - 4 

30 June 2018 

Midland BSRC 
Governance Group, 
Waikato DHB, MCN  

 

3.2. Support Midland DHBs to plan and get ready for bowel screening roll out Quarter 1 - 4 

30 June 2018 

Midland BSRC 
Governance Group, 
Midland DHBs, MCN  

 

NZ Health Strategy: 
5 Strategic Themes 

People-powered Closer to home 
Value and high 
performance 

One team Smart system 

1: IŜŀƭǘƘ Ŝǉǳƛǘȅ ŦƻǊ aņƻǊƛ 2: Integrate across 
continuums of care  

3: Improve quality across 
all regional services   

4: Build the workforce 5: Improve clinical 
information systems 

6: Efficiently allocate 
public health system 
resources 

Initiative 4: Improved access to colonoscopy/endoscopy services Milestone/Date Responsibility 

4.1. Evaluation of the regional direct access to colonoscopy e-referral is completed tbc 

4.2. Implement any enhancements to the colonoscopy e-referral as required. 

Quarter 4 ς tbc 

30 June 2018 

MCN, Midland DHBs, 
HSL MOM project 
manager 

 

NZ Health Strategy: 
5 Strategic Themes 

People-powered Closer to home 
Value and high 
performance 

One team Smart system 

1: IŜŀƭǘƘ Ŝǉǳƛǘȅ ŦƻǊ aņƻǊƛ 2: Integrate across 
continuums of care 

3: Improve quality across 
all regional services  

4: Build the workforce 5: Improve clinical 
information systems 

6: Efficiently allocate 
public health system 
resources 

Initiative 5: National lead for the lung cancer work programme Milestone/Date Responsibility 

Midland Cancer Network is working in partnership with the Ministry of Health Cancer team to 
finalise the national lung cancer work programme for 2017/18 ς 2018/19 on initiatives such as: 

¶ implement and evaluate the national Early Detection of Lung Cancer Guidance 

¶ develop national standardised lung cancer key performance indicators 

¶ develop nationally consistent information to be collated at lung cancer multidisciplinary 
meetings (MDM) aligning with National CHIS 

¶ review and update the 2015 Standards of Service Provision for Lung Cancer Patients in 
New Zealand to the revised national tumour standards template 

¶ develop nationally consistent Lung Cancer Standards Review methodology and template 

¶ undertake a high level national benchmarking exercise to identify areas of variation to 
inform further enhancements to service delivery. 

Note: 2017/18 ς 2018/19 NZ lung cancer work programme to be determined and confirmed by 
Ministry of Health.  Draft work plan sent to Ministry 12/12/16. 

 

to be confirmed Ministry of Health 
Cancer Team 
Midland Cancer 
Network 

 

NZ Health Strategy: 
5 Strategic Themes 

People-powered Closer to home 
Value and high 
performance 

One team Smart system 

1: IŜŀƭǘƘ Ŝǉǳƛǘȅ ŦƻǊ aņƻǊƛ 2: Integrate across 
continuums of care 

3: Improve quality across 
all regional services  

4: Build the workforce 5: Improve clinical 
information systems 

6: Efficiently allocate 
public health system 
resources 
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2.2 Cardiac services (Midland Cardiac Clinical Network) 

 

Chair:  Dr Jonathan Tisch       Project Manager:  Philippa Edwards 
Lead Chief Executive:  TBA 
 
 
Context: 
Cardiovascular diseases (CVD) are a leading cause of death in New Zealand. The Midland Cardiac Clinical Network (MCCN) vision 
is a population with increasingly well managed risk factors and timely access to appropriate prevention and intervention leading 
to reduced presentation, readmission rates and mortality due to heart diseases and abnormalities.  In particular there must be 
no inequality across ethnicity or residential location. (people powered; closer to home; high value and performance; smart 
system; one team) 
 
The Heart Foundation and Public Health messaging is increasing cardio-vascular health literacy, and improvements in prevention 
and intervention have been significant, however, inequality exists by ethnicity. Additionally, the impact of the ageing population 
and the increasing prevalence of the cardiovascular risk factors diabetes and obesity are predicted to adversely impact future 
cardiovascular demand.  
 
Data from ANZACSQI from 2006 to 2013 indicates the annual total number of Acute Coronary Syndrome (ACS) admissions in NZ 
Ƙŀǎ ŦŀƭƭŜƴ ōȅ нс҈ ǘƻ мрΣнлнΦ ¢ƘŜ ƛƳǇǊƻǾŜƳŜƴǘ ǿŀǎ ƎǊŜŀǘŜǎǘ ŦƻǊ aņƻǊƛ ŀƴŘ ƭƻǿŜǎǘ ŦƻǊ tŀŎƛŦƛŎ ǇŜƻǇƭŜΣ ƘƻǿŜǾŜǊ, rates remain 
higher overall ŦƻǊ aņƻǊƛ ŀƴŘ tŀŎƛŦƛŎ ŎƻƳǇŀǊŜŘ ǿƛǘƘ 9ǳǊƻǇŜŀƴ ŀƴŘ hǘƘŜǊ ǇŜƻǇƭŜǎΦ 
 
The NZ angiography standardised intervention rates (SIRs) have increased from 33.5 to 48.3. The increase is across all ethnic 
groups; however the rates in European/Others at 50 remain higher ǘƘŀƴ ŦƻǊ aņƻǊƛ ŀƴŘ tŀŎƛŦƛŎ ǇŜƻǇƭŜ ŀǘ отΦп ǇŜǊ млл ŀƴŘ оф ǇŜǊ 
млл ǊŜǎǇŜŎǘƛǾŜƭȅΦ wŜǾŀǎŎǳƭŀǊƛǎŀǘƛƻƴ ǊŀǘŜǎ ƳƛǊǊƻǊ ǘƘŜ ŀƴƎƛƻƎǊŀǇƘȅ ǊŀǘŜǎ ǿƛǘƘ орΦр ƛƴ 9ǳǊƻǇŜŀƴκhǘƘŜǊΣ нмΦп ƛƴ aņƻǊƛ ŀƴŘ нпΦм ƛƴ 
Pacific in 2013.  
 
Service performance has steadily improved across the Midland DHBs. The five Midland DHB Cardiac Specialist Services recognise 
the value in planning and working together. A clear and unified direction is being used to form the virtual Midland Regionally 
Integrated Cardiac Service to enable integrated strategic planning, annual planning and daily operations management.  
 
Planned Outcomes for 17/18: 
MCCN provides for a regionally collective approach that is both clinically informed and service improvement focused. 
 
In 2017/18 tangible outcomes will be: 

1. Achieve or exceed equality for aņƻǊƛ at each DHB in key rates of diagnostic and interventional cardiac services per DHB 
for KPIs that can be measured. These are SIR rates for Angiography, Angioplasty, and Cardiac Surgery. 

2. Recommendations against the NZ National Expected Clinical Standards on ways to address gaps identified in 16/17.  
3. A region-wide embedded production planning process for acute and elective cath lab facilities for angiograms and 

percutaneous interventions (PCI) such as angioplasty and the insertion of arterial stents. 
4. Compliance with the MOH Acute Coronary Syndrome (ACS) and elective services ESPI KPIs - timeliness of angiogram and 

the data entry into the ANZACS-QI data registry monitored by each of the five Midland DHBs and by ethnicity; electives 
within four months 

5. Development of Systems of Care to support the National STEMI pathway 
6. Input to NZ Cardiac Network work including workforce and national cardiac working group topics 
7. Inform and support regional IS e-SPACE initiatives.  

 
Key objectives: 
MCCNΩǎ ŦƻŎǳǎ ǿƛƭƭ ōŜ ƻƴ ǊŜŘǳŎƛƴƎ ǘƘŜ ōǳǊŘŜƴ ƻŦ ŎŀǊŘƛƻǾŀǎŎǳƭŀǊ ŘƛǎŜŀǎŜ ǘƘǊƻǳƎƘ ƛƳǇǊƻǾƛƴƎ ǘƘŜ ƳŀƴŀƎŜƳŜƴǘ ƻŦ Ǌƛǎƪ ŦŀŎǘƻǊǎ ŀƴŘ 
improved access across the continuum though: 

¶ Delivery of services in alignment with the NZ Health StrategyΩǎ five strategic themes 

¶ Meeting  Ministry of Health  targets and performance objectives 

¶ Achieving equality by domicile and by ethnicity of populations 

¶ Supporting the five Midland DHBs and Public Health entities to empower the population in knowledge and skills to 
increasingly understand and manage their own health conditions 
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¶ Living well with long term conditions - ensure health interventions increase quality of life 

¶ Health quality and safety - take a governance role to ensure patients with a similar level of need receive comparable 
access 

¶ Ensure high quality assessment, treatment and risk management.  
 
Measures: (by ethnicity, locality and deprivation where possible) 
 
The regional measures for cardiac services are the same as the national indicators for DHBs. Measures would be monitored for 
ǘƘŜ aņƻǊƛ ǇƻǇǳƭŀǘƛƻƴ ŎƻƳǇŀǊŀǘƛǾŜ ǘƻ ǘƘŜ ƴƻƴ-aņƻǊƛ ǇƻǇǳƭŀǘƛƻƴΦ  
 
Primary Service KPIs (PHOs report these measures to the MoH) 

1. Monitor the % of patients identified as having CVDRA risk >15% who are on recall/ follow up by GP and have 
management as per clinical guidelines 

2. % of eligible population having CVDRA 
Indicator 1: 90% of the eligible population will have had their cardiovascular risk assessed in the last five years. 
LƴŘƛŎŀǘƻǊ нΥ фл҈ ƻŦ ŜƭƛƎƛōƭŜ aņƻǊƛ ƳŜƴ ƛƴ ǘƘŜ tIh ŀƎŜŘ ор-44 years who have had their cardiovascular risk assessed in 
the last five years. 

 
Cardiology Services 

1. Acute- 70% of high risk patients will receive an angiogram within three days of admission for aņƻǊƛ and non aņƻǊƛ 
2. Acute ς over 95% of patients presenting with ACS who undergo coronary angiography to have completion of ANZACSQI 

ACS and Cath/PCI Registry data collection within 30 days 
3. Elective - Patients to wait no longer than four months for a Cardiology FSA for aņƻǊƛ and non aņƻǊƛ 
4. Elective ς 95% of accepted referrals for elective coronary angiography with receive their procedure within three months 

(90 days) Coronary Angiogram for aņƻǊƛ and non aņƻǊƛ 
5. Elective + Acute -SIR coronary angiography of at least 34.7 per 10,000 population for aņƻǊƛ and non aņƻǊƛ 
6. Elective + Acute - SIR percutaneous revascularization of at least 12.5 per 10,000 population for aņƻǊƛ and non aņƻǊƛ 
7. Elective - Echocardiography, holter, device implantation and exercise tests to be completed within four months of 

request being submitted. 
 
Cardiac-Thoracic Services (Waikato Hospital reports these measures) 

1. Over 95% of patients undergoing cardiac surgery will have completion of Cardiac Surgery registry data collection within 
30 days of discharge  

2. Elective - Patients to wait no longer than four months for a Cardio-thoracic FSA 
3. Report the proportion of patients scored using the national cardiac surgery Clinical Priority Access tool (CPAC) 
4. Report the proportion of cardio-thoracic patients treated  within assigned CPAC urgency timeframes 
5. The cardio-thoracic waitlist must remain between 5% and 7.5% of planned annual throughput, and must not exceed 

10% of annual throughput 
6. SIR of 6.5 per 10,000  population.   

 

Line of Sight   
DHB Annual Plans:  

Section 2 -Delivering on Priorities and Targets:  

¶ Waikato- Shorter Stays in ED No.6 STEMI Pathway; Delivery of Regional Services- Cathlab Planning Tool, HF and AF projects 

¶ BOP ς section 2.2 Government planning priorities; section 5 performance measures; appendix A 1.4.3 appropriate access to services 

¶ Taranaki- Participate regionally in Heart Failure service redesign improvement project ; Establish and embed ethnicity data reporting 
and health equity assessment to inform future services; Atrial fibrillation stock take to inform service design regionally  

¶ Lakes- Electives funding will be allocated to support increased levels of diagnostics; SIRs and/or other mechanisms (such as demand 
analysis) will be used to assess areas of need for improved equity of access 

Section 3 ς Service Configuration: Rural Services Urgent Care 

¶ Waikato ςaccess earlier intervention with better coordinated and integrated services  
Section 5: Performance measures: 

¶ All DHBs ς PP20 Improved management for long term conditions (CVD, Acute Hart Health); PP29 Improved wait times for elective Dx  
¶ services; SI4 SIR rates for Angiogram, PCI and  Cardiac Surgery; ESPI compliance 
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¶ aņƻǊƛ IŜŀƭǘƘΥ tƭŜŀǎŜ ǎŜŜ !ǇǇŜƴŘƛȄ м hōƧŜŎǘƛǾŜ мΥ Health equity for aņƻǊƛ  

¶ Workforce: Please see Appendix 1 Objective 4 : Build the Workforce Section WF10, WF11 

¶ Regional IS: Please see Appendix 1 Objective 5 : Improve Clinical Information Systems ς  Preventative Health IT Capability 

¶ Linkages : NZCN, Heart Foundation, NZCS, MOH, Pharmac 

 

 
 

Initiative 1:  Ischaemic heart disease  Milestone/Date Responsibility 
¶ National Expected Standards ς recommendations based on the gap analysis of the five 

Midland DHBs against the National Expected Standards  

¶ ACS - embed the virtual regionally integrated Midland Cardiac Service as business as 
usual across the five Midland DHB Cardiac Services to deliver value and high performance 
working as one virtual service. During this process opportunities for service 
improvements will be identified and addressed  

¶ STEMI - develop Systems of Care across the continuum to support national STEMI 
guideline 

¶ Primary Prevention - understand the barriers to Cardiology FSA and develop a 
mechanism to count and track outcomes for cardiac  attendances to general medicine OP 
clinics in DHBs where this occurs  

¶ Secondary Prevention and Rehabilitation - sub-group will make recommendations from 
the gap analysis undertaken in the 17/18 year. 

 
Output / Deliverables 
¶ Recommendations against National Expected Standards per Midland DHB 

¶ Continuously improved ACS forecasting  

¶ Standard Operating Procedures and Variance Response Management Plans (SOPs, VRMs) 
for Cardiac Services  

¶ Documented understanding of how secondary prevention and rehabilitation will be 
delivered across the five Midland DHBs 

¶ Achieve no inequality across ethnicity or residential location in KPIs 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Q4 2017/18 
Q2 2017/18 
Q3 2017/18 
 
Q4 2017/18 
 
Q4 2017/18 

Midland DHBs ς 
embed the use of 
the Cathlab 
forecasting and 
planning tool into 
business as usual. 
 
HealthShare ς 
monitor and refine 
the Cathlab tool 
with DHB feedback 
and variance 
tracking. Develop a 
10yr Cathlab 
demand -capacity 
predictive model 
 
Clinical Network ς 
publish agreed ACS 
Standard Operating 
Procedures and 
Variance 
Management 
Responses 

NZ Health Strategy: 
5 Strategic Themes 

People-powered Closer to home 
Value and high 
performance 

One team Smart system 

1: IŜŀƭǘƘ Ŝǉǳƛǘȅ ŦƻǊ aņƻǊƛ 2: Integrate across 
continuums of care 

3: Improve quality across 
all regional services  

4: Build the workforce 5: Improve clinical 
information systems 

6: Efficiently allocate 
public health system 
resources   

 

Initiative 2:  Heart failure Milestone/Date Responsibility 
Patients with heart failure are optimally managed across the continuum, reducing the 
occurrence of acute admissions and disability. This care is to be delivered closer to home where 
practicable with a focus on: 
¶ Efficacy of management of heart failure 
¶ Timely access to investigations (as per expected standards) 

¶ Inequality across ethnicity or residential location must be addressed 
 
Output / Deliverables 
¶ 16/17 stocktake of services and analysis of data will inform recommendations to meet 

the National Expected Standards per Midland DHB 

¶ Document how heart failure services  will ideally be delivered across the five Midland 
DHBs to improve outcomes for the worst affected groups now identified as aņƻǊƛΣ low 
deprivation, male, ages 40ς65. 

 

 
 
 
 
 
 
 
 
Q2 2017/18 
 
Q4 2017/18 

Midland DHBs HF 
clinical specialists 
will need to be 
released to meet 
and inform the 
service design 

NZ Health Strategy: 
5 Strategic Themes 

People-powered Closer to home 
Value and high 
performance 

One team Smart system 

1: IŜŀƭǘƘ Ŝǉǳƛǘȅ ŦƻǊ aņƻǊƛ 2: Integrate across 
continuums of care 

3: Improve quality across 
all regional services   

4: Build the workforce 5: Improve clinical 
information systems 

6: Efficiently allocate 
public health system 
resources 

 

Work Plan Key Actions are specifically aimed at achieving the NZHS five strategic themes/ Midland DHBs regional objectives 
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Initiative 3:   Atrial fibrillation Milestone/Date Responsibility 
Patients with atrial fibrillation are optimally managed across the continuum, reducing the 
occurrence of acute admissions and disability. This care is to be delivered closer to home where 
practicable with a focus on: 
¶ Risk assessment and prevention of stroke 
¶ Timely access to Echo (as per expected standards) 
 
Output / Deliverables 
¶ Undertake a stocktake of services 

¶ Request analysis of data by population health to inform recommendations to meet the 
National Expected Standards per Midland DHB 

¶ Document how atrial fibrillation services will ideally be delivered across the five Midland 
DHBs to improve outcomes for the worst affected groups once identified. 

 
 
 
 
 
 
 
Q2 2017/18 
Q3 2017/18 
 
Q4 2017/18 

DHBs  will need to 
provide service 
stocktake 
information from 
their DHBs 
 
Waikato Population 
Health would do the 
data analysis using 
admissions data 
from Costpro in a 
similar methodology 
to the 16/17 Heart 
Failure analysis 

NZ Health Strategy: 
5 Strategic Themes 

People-powered Closer to home 
Value and high 
performance 

One team Smart system 

1: IŜŀƭǘƘ Ŝǉǳƛǘȅ ŦƻǊ aņƻǊƛ 2: Integrate across 
continuums of care 

3: Improve quality across 
all regional services   

4: Build the workforce 5: Improve clinical 
information systems 

6: Efficiently allocate 
public health system 
resources 

Initiative 4:   IS and IT projects Milestone/Date Responsibility 
Regional IS/IT Projects 
¶ Explore development of an outpatient coding system across the five DHBs aligning to 

coding standards and similar to the Bay of Plenty DHB paediatric system that is in place. 
This is required to understand what conditions patients are being referred to FSA for. In the 
context of Cardiology ς Chest Pain, Heart Failure, Arrhythmias. 

 

¶ eSPACE Service Transformation: Cardiology; 

¶ eReferrals and shared service data sets 

¶ Electronic transfer of data between NEXUS, ANZACSQI and DHB CWS fields 
 

¶ Design a Regional ACS Whiteboard Live Management Tool 
 

¶ Engage with NPF OP aspects to ensure coding of OP appointments will differentiate IHD, HF 
and Arrhythmias. This information with inform future service needs analyses 

 

 
Q2 2017/18 
 
 
 
 
 
Q4 2019/20 
Q4 2019/20 
 
Q4 2019/20 
 
ongoing 

 
Midland DHB IS 
departments 
 
 
 
 
eSPACE 
eSPACE 
 
eSPACE 
 
Clinical Networks 
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2.3 Child health (Child Health Action Group) 

Chair:  Dr David Graham                                                              Project Manager:  Jane Hawkins-Jones 
Lead Chief Executive:  Ron Dunham 
 
Context: 
Over the next year the Child Health Action Group will plan and work to develop Child Health Services across the Midland region 
to improve health outcomes and achieve equity in child health.  
  
Child Health in the Midland region has been chosen as a focus area because it has different challenges to the rest of New Zealand 
in terms of the constitution of the population and the highest levels of poverty and rurality in the country. The Child Health 
Action Group work plan provides an opportunity to invest in the long term health of our children and future adult population by 
working together regionally to maximise health gains in a cost effective way. 
 
Further aims include supporting vulnerable children and contribǳǘƛƴƎ ǘƻ ǘƘŜ DƻǾŜǊƴƳŜƴǘΩǎ ƻǾŜǊŀƭƭ ǇǊƛƻǊƛǘƛŜǎ ōȅ ƛƳǇǊƻǾƛƴƎ ǎŜǊǾƛŎŜǎ 
and reducing avoidable expenditure in the justice, health and welfare systems ς helping to deliver better public services within 
financial constraints and helping build a more competitive and productive economy. So that all New Zealanders live well, stay 
well, get well, we will be people-powered, providing services closer to home, designed for value and high performance, and 
working as one team in a smart system (NZ Health Strategy 2016). 
 
Planned Outcomes for 17/18: 

¶ The wider implementation of the Harti Hauora tool into Midland DHBs 

¶ CH obesity strategic plan 

¶ CH obesity pathway of care 

¶ Regional sugar sweetened beverages (SSB) strategy agreed 

¶ Regional review of asthma and bronchiolitis maps of medicine 
 
Key objectives: 

¶ Recommend regional solutions to meet child health care needs in the primary, community and secondary sectors and 
implement solutions within current capacity 

¶ Promote organised systems of care 

¶ Support continuing work on Information Systems to support Child Health 

¶ /ƻƴǎƛŘŜǊ ŀƴŘ ƛƳǇƭŜƳŜƴǘ ΨŎƘƻƻǎƛƴƎ ǿƛǎŜƭȅΩ ŀǇǇǊƻŀŎƘ 

¶ Facilitate/promote regional Well Child/Tamariki Ora Quality Improvement initiatives 

¶ Raise the profile of regionally-led child health improvement initiatives 
 
Measures: (by ethnicity, locality and deprivation where possible) 

¶ Increased immunisation rates 

¶ Reduced rates of rheumatic fever  

¶ Lower rates of SUDI 

¶ wŜŘǳŎŜŘ ΨŘƛŘ ƴƻǘ ŀǘǘŜƴŘΩ ό5b!ύ ǊŀǘŜǎ 

¶ Reduced ambulatory sensitive hospitalisation (ASH) rates ς constipation, asthma, bronchiolitis 

¶ Improved regional performance against the WCTO Quality Indicators 
 
 

Line of Sight   

¶ Midland DHB Annual Plans: Please see section 2 ς delivering on priorities and targets 

¶ aņƻǊƛ IŜŀƭǘƘΥ tƭŜŀǎŜ ǎŜŜ !ǇǇŜƴŘƛȄ м hōƧŜŎǘƛǾŜ мΥ Health equity for aņƻǊƛ  

¶ Workforce: Please see Appendix 1 Objective 4 : Build the Workforce  

¶ Regional IS: Please see Appendix 1 Objective 5 : Improve Clinical Information Systems 
  

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

Work Plan Key Actions are specifically aimed at achieving the NZHS five strategic themes/ Midland DHBs regional objectives 
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Initiative 1:  Childhood obesity and oral health     Milestone/Date Responsibility 
CHAG will focus on activities that have a wellness and disease prevention focus for children in 
the Midland region.  This focus will also include decreasing the acute and chronic burden of 
ŘƛǎŜŀǎŜ ŦƻǊ ǘŀƳŀǊƛƪƛ aņƻǊƛΣ ŎƘƛƭŘǊŜƴ ƭƛǾƛƴƎ ƛƴ ǇƻǾŜǊǘȅ ŀƴŘ ƻǘƘŜǊ ǇƻǇǳƭŀǘƛƻƴǎ ǎǳŦŦŜǊƛƴƎ ŀ 
disproportionate burden of disease.  For 2017/2018 this will again include childhood obesity 
and oral health.   
We will: 

¶ Work with DHBs to promote that oral health databases are linked with NCHIP 

¶ Supporting and encourage further action to address childhood obesity in DHBs including 
facilitating sharing and implementation of evidence based lifestyle programmes in the  
region for children and families 

¶ Oversee and provide support for the implementation of the childhood obesity care 
pathway (Map of Medicine) 

¶ Support   a regional Sugar Sweetened Beverages policy/position statement/plan of action in 
conjunction with ǘƘŜ ǊŜƎƛƻƴΩǎ tǳōƭƛŎ IŜŀƭǘƘ ǳƴƛǘǎ ŀƴŘ ŀŎǘƛƻƴǎ ǘƻ ƛƳǇƭŜƳŜƴǘ 

 
Rationale (why does this matter?):   
NZ has one of the highest rates of childhood obesity in the OECD ς it is well known that obesity 
is a contributor to a range of chronic conditions including, diabetes, metabolic syndrome, 
cardiovascular diseases etc and a major contributor to obesity and tooth decay is the high 
consumption of sugar sweetened beverages. 
 
Outputs (what you will see at June 2018): 

¶ NCHIP linked to oral health databases (where implemented) 

¶ All DHBs will have access to an evidence based lifestyle programme for at risk 
children/families identified in the obesity pathway 

¶ Childhood obesity care pathway (Map of Medicine) will be in use across the region 

¶ Broader implementation of the SSB policy/position statement/plan of action. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Q4 2017/2018 
Q4 2017/2018 
 
Q4 2017/2018 
Q2 2017/2018 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CHAG/PM 
Midland DHBs 
 
Midland DHBs 
CHAG/PM 

NZ Health Strategy: 
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performance 
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Initiative 2: Implementation of the Harti Hauora tool Milestone/Date Responsibility 
CHAG will continue to support the wider implementation of the Harti Hauora tool into other 
Midland DHBs.  We will also support the formal evaluation of the secondary units Harti Hauora 
tool (contingent on Health Research Council Funding). 
 
The Harti Hauora tool was developed because of the inequities that exist in access, timeliness, 
and quality of health care between ethnic and socioeconomic groups.  The Harti Hauora 
programme came into being in 2015 in Waikato DHB, to help improve the health and wellness 
of aņƻǊƛ and other at risk children and meet standards set by the Ministry of Health.  The tool 
ŀǎǎŜǎǎŜǎ ǘƘŜ ŎƘƛƭŘΩǎ Ǌƛǎƪǎ ƛƴ ǘƘŜ ŦƻƭƭƻǿƛƴƎ ŀǊŜŀǎΥ  
 

¶ Enrolments and Entitlements ς General Practitioner, Well Child/Tamariki Ora (WCTO), Oral 
health, B4 School check, early childhood education (ECE) 

¶ Health Protection ς Immunisation status, household smoking exposure, breastfeeding, 
housing, safe sleep, Car Safety, Shaken Baby, Family Violence Screening 

¶ General Health ς frequent hospital admissions, BMI/healthy weight, sore throat 
 
Outputs (what you will see at June 2018): 

¶ Formal evaluation of the secondary unit Harti Hauora tool is underway (subject to funding ς 
likely to be a three year process) 

¶ Implementation of the Harti Hauora tool into other Midland DHBs 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Q4 2017/2018 and 
ongoing (3 year) 
Q4 2017/2018 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CHAG PM and HH 
governance group 
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Initiative 3:  Regional pathways of care Milestone/Date Responsibility 
The Child Health Action Group will continue to lead and support work on agreed pathways 
through Map of Medicine.  2017/2018 will focus on reviewing the asthma and bronchiolitis 
maps. 
 
Rationale (why does this matter?):   
These maps are regularly used by clinicians and both asthma and bronchiolitis remain two of 
the top admissions into secondary services.  Both maps are due for review. 
 
Outputs (what you will see at June 2018): 

¶ Completed reviews of asthma and bronchiolitis care pathways (Map of Medicine) 

 
 
 
 
 
 
 
 
 
Q4 2017/2018 

 
 
 
 
 
 
 
 
 
CHAG/PM 
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Initiative 4:  Sharing of information and resources Milestone/Date Responsibility 

Paediatric outpatient coding  
We will support the implementation of paediatric outpatient coding IT systems and electronic 
growth chart across remaining three DHBs, aligning to standards such as SNOMED.  Paediatric 
outpatient coding and electronic growth charts have been implemented and validated in both 
WDHB and BOPDHB ς CHAG will support the broader implementation of an outpatient coding 
platform as part of the national patient flow project being run through the Ministry of Health.  
 
Rationale (why does this matter?): 
There is a need to be able to identify priority conditions and develop pathways of care to 
ensure consistent practice occurs both locally and regionally.  We need to be able to identify 
changing patterns of referral locally and regionally, identify priorities and health need for youth 
transitioning into adult services locally and regionally identify capacity against need across the 
health sector workforce for primary care, nursing, paediatricians and allied workforces. 
 
We want to be able to provide visibility of referral trends and resources used in outpatient 
setting for primary/community organisations locally and regionally, to be able to quantify what 
paediatricians do individually and as a department, and then make data and evidence-based 
decisƛƻƴǎ ŀǎ ŀ ǎŜǊǾƛŎŜΦ ²ƛǘƘƻǳǘ ǘƘƛǎ ǿŜ ǿŜǊŜ ŜǎǎŜƴǘƛŀƭƭȅ ΨŦƭȅƛƴƎ ōƭƛƴŘΩ ŀƴŘ ǊŜƭȅƛƴƎ ƻƴ ŀƴŜŎŘƻǘŜ ǘƻ 
explain what each of the services provide across the Midland region  
Finally, to identify and eliminate άǇƻǎǘ-ŎƻŘƛƴƎέ ŀŎǊƻǎǎ ǘƘŜ ǊŜƎƛƻƴ ŀƴŘ ŦƛƴŘ ǿƘŜǊŜ ǘƘŜǊŜ ƛǎ ǳƴmet 
need. 
 
Outputs (what you will see at June 2018): 

¶ Investigate and support work on a national platform for outpatient coding through the 
Ministry of Health 

¶ Consider broader implementation of web based paediatric outpatient coding and 
electronic growth chart in the remaining three Midland DHBs. 

 

Child/parent attachment project (Lakes DHB) 
Consider sharing the education and work undertaken by Lakes DHB to date on early, 
preventative models of intervention and practice that target and promote child/parent 
attachment. 
 
Rationale (why does this matter?): 
Attachment is a basic human function; it has enabled our species to develop into highly 
organised intelligent beings.  Attachment ensures survival, development, safety and 
reproduction.  It is as central to the wellbeing and successful development of an infant as 
water and nourishment.  This first relationship with another human forms the blueprint from 
which the child will make all future relationships. The safer and more predictable the caregiver, 
the greater the capacity the child has to learn, explore the world around, and build adaptive 
relationships.  Less than optimal relationships in the period 0-3 years can result in significant 
impairment to cognitive functioning, and social and emotional regulation

11
. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Q4 2017/2018 
 
 
Q4 2017/2018 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CHAG/PM 
 
 
CHAG/PM 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                           

 

11  Evaluation Report ñFalling in Love with You, Babyò An attachment informed project ï Liz Carrington (Project Manager)  
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Outputs (what you will see at June 2018): 

¶ Review Lakes DHB evaluation and learnings as they implement the child/parent attachment 
project  

¶ Consider and develop plan of action for implementation across remaining four DHBs. 

 
 
Q2 2017/2018 
 
Q4 2017/2018 

 
 
Lakes DHB and 
CHAG/PM 
CHAG/PM 

NZ Health Strategy: 
5 Strategic Themes 

People-powered Closer to home 
Value and high 
performance 

One team Smart system 

1: IŜŀƭǘƘ Ŝǉǳƛǘȅ ŦƻǊ aņƻǊƛ 2: Integrate across 
continuums of care  

3: Improve quality across 
all regional services   

4: Build the workforce 5: Improve clinical 
information systems 

6: Efficiently allocate 
public health system 
resources 
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2.4  Elective services (Regional Elective Services Network) 
 

Lead Chief Executive:  Rosemary Clements 
Clinical Lead:  Thodur Vasudevan and Mark Morgan 

COO Lead: Gillian Campbell  
Project Manager: Jocelyn Carr 

 
Context: 
The regional electives project has been reviewed to ensure both the structure supporting the project and the process to agree regional 
initiatives deliver maximum value to the region.  The outcome of the review is that governance of the project has been devolved to the Chief 
Operating Officers and a more robust process has been implemented to ensure the agreed initiative(s) better reflect the objectives below.  
Based on the success of the regional clinical networks, agreement has been reached to use a similar approach for regional elective initiatives 
focusing on single specialty or service that is informed by business intelligence tools.  The driver for this change is the understanding that 
elective service delivery is a component of a specialty which if viewed in isolation misses the opportunity to consider the inter-relationship 
between acute demand and electives capacity. 
 
The regional COOs will review a short list of specialties and consider the benefits and critical success factors of each. A decision will be made to 
progress one specialty with an agreed initiative directly contributing to the improved delivery of an elective service. 
 
Further development and enhancement of business intelligence tools will impact on the ability to effectively report electives at a regional level.  
This includes ethnicity, age and gender reporting at specialty and procedure level.   
 
Key Objectives:  

¶ Reduce inequalities 

¶ Improve quality using evidence-based best practice models of care 

¶ Recommend regional solutions to meet service care needs in the primary, community, secondary and tertiary sectors and implement 
solutions which maximize current capacity and/or better utilize resources. 

¶ Develop clinical leadership 

¶ Support continuing work on technological developments which support services 
 
Measures to show success annually: (by ethnicity, locality and deprivation where possible) 

¶ !ƎǊŜŜŘ ƴǳƳōŜǊ ƻŦ ǇǊƻŎŜŘǳǊŜǎ ŀƴŘ ΨŦƛǊǎǘ ǎǇŜŎƛŀƭƛǎǘ ŀǎǎŜǎǎƳŜƴǘǎΩ όC{!ύ ŀǊŜ ŘŜƭƛǾŜǊŜŘ ǿƛǘƘƻǳǘ ŎƻƳǇǊƻƳƛǎƛƴƎ ǉǳŀƭƛǘȅ ƻŦ ŎŀǊŜ 

¶ Agreed number of regional health target discharges are delivered without compromising quality of care 

¶ Reduced waiting times and maintenance of elective service performance indicator (ESPI) compliance 

¶ Variation in Clinical Priority Access Criteria (CPAC) scoring thresholds are reducing once nationally approved tools are implemented 

¶ Increased number of consistent clinical pathways across work streams and increased use of those pathways 

¶ Improved management of elective volumes within regional capacity. 

 
 

Line of Sight  
DHB Annual Plans:  Section 2 - Delivering on Priorities and Targets:  

¶ Waikato: 
o Implementation of solutions enabling integration between patient care partners 

¶ BOP: 
o ¢ƘŜ .ht5I. ǿƛƭƭ ƳƻƴƛǘƻǊ ǘƘŜ ǘƛƳŜƭƛƴŜǎǎ ƻŦ ǇŀǘƛŜƴǘΩǎ ŀŎŎŜǎǎ ǘƻ ǎŜǊǾƛŎŜǎ ŀƴŘ ǘǊŜŀǘƳŜƴǘ ŀƴŘ ŀŘŘǊŜǎǎ ōŀǊǊƛŜǊǎ ǘƘŀǘ ƛƳǇŀŎǘ ƻƴ 

meeting the four month time frames for assessment and treatment. The BOPDHB will work at a regional level to identify 
elective services that could benefit from regional management and service delivery.  

¶ Taranaki: 
o Work collaboratively with the Midland Regional Electives team to explore the level and type of services provided across the 

region (utilising the role delineation model) 
o Patient flow indicators are met with all patients waiting 4 months or less for specialist assessment or treatment.  National 

Patient Flow requirements are met 
o Patients will be prioritised for treatment using national, or nationally recognised tools and treatment will be in accordance 

with assigned priority and waiting times. 

¶ Lakes : 
o With our tertiary and external providers of Clinical Services will deliver against agreed volume schedule (included in PBF, 

funding advice), including elective surgical discharges, to deliver the Electives Health Target 
o Standardised intervention rates and/or other mechanisms (such as demand analysis) will be areas of need for improved equity 

of access.  
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¶ ¢ŀƛǊņǿƘƛǘƛ:   
o IŀǳƻǊŀ ¢ŀƛǊņǿƘƛǘƛ ŀƴŘ ƻǳǊ ǘŜǊǘƛŀǊȅ ŀƴŘ ŜȄǘŜǊƴŀƭ ǇǊƻǾƛŘŜǊǎ ƻŦ /ƭƛƴƛŎŀƭ {ŜǊǾƛŎŜǎ ǿƛƭƭ ŘŜƭƛǾŜǊ ŀƎŀƛƴǎǘ ŀƎǊŜŜŘ ǾƻƭǳƳŜ ǎŎƘŜŘǳƭŜ 

(included in PBF, funding advice), including elective surgical discharges, to deliver the Electives Health Target  
o We will identify actions to support improvements in electives access, quality of care, patient flow management, or that 

maximise available capacity and resources. These include:  
Á Referral Management and relationships with primary care (Acute Demand Group) including understanding equity of access 

and referrals. 

¶ Completing a service vulnerability assessment and develop response plans to implement in the event of service failure. 
 

¶ aņƻǊƛ IŜŀƭǘƘΥ ŀƭƛƎƴŜŘ  

¶ Workforce: aligned 

¶ Regional IS: aligned. 
 

 
 
 

 

Initiative 1:  Service improvement initiative Milestone/Date Responsibility 
A specialty based, regional electives initiative will be developed and implemented to 
support the delivery of health target discharges, waiting time requirements, improved 
equity of access, resource utilisation and pathway of care. 

Q1 Specialty and 
electives initiative agreed 
and work programme 
developed 
Q2 Clinical lead agreed 
Q4 Electives initiative is 
implemented within 
agreed timeframes 

Regional Electives 
Governance Group 

NZ Health Strategy: 
5 Strategic Themes 

People-powered Closer to home 
Value and high 
performance 

One team Smart system 

1: Health equity for 
aņƻǊƛ 

2: Integrate 
across 
continuums of 
care  

3: Improve quality 
across all regional 
services   

4: Build the 
workforce 

5: Improve clinical 
information systems 

6: Efficiently allocate 
public health system 
resources 

Initiative 2:  Ongoing development of regional information tools Milestone/Date Responsibility 
Accurate and timely Information enabling a regional view of elective services delivery by 
specialty and procedure supports decision making and reporting across the region. 
Information includes: 

¶ Volumes 

¶ Waiting times 

¶ Demographics (age, gender and ethnicity) 

¶ Geographical location 
 

Q1 Work plan for tool is 
developed and agreed 
Q4 Tool is delivering 
agreed enhancements as 
per work plan 

Regional Electives 
Governance Group 

NZ Health Strategy: 
5 Strategic Themes 

People-powered Closer to home 
Value and high 
performance 

One team Smart system 

1: Health equity for 
aņƻǊƛ 

2: Integrate across 
continuums of 
care  

3: Improve quality 
across all regional 
services   

4: Build the 
workforce 

5: Improve clinical 
information systems 

6: Efficiently allocate 
public health system 
resources 

 

Work Plan Key Actions are specifically aimed at achieving the NZHS five strategic themes/ Midland DHBs regional objectives 
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2.5 Healthy ageing (Health of Older People Action Group) 

Chair:  Dr Phil Wood       Project Manager:  Kirstin Pereira 
Lead Chief Executive: Helen Mason 
 

 
Context: 
The recent release of the Healthy Ageing Strategy12 provides a clear direction for New Zealand and the health of its older people. 
In the next decade a substantial increase is expected in the number of older people. The strategy urges the health sector to plan 
and ensure it is prepared at national, regional and local levels.   
 
People with long term conditions, including dementia, need support and information to help manage their conditions and to help 
stay well. Family and whanau carers play a crucial role in caring for older people with long term conditions. In order to be able to 
continue in this role without impacting on their own health they will need training and information. The health workforce, 
including home and community support services, also needs to be better equipped to support older people either at home or in 
residential care. Expanding the capabilities of the workforce and ensuring they have the training they need to help keep older 
people healthy is vital.  
 
¢ƘŜ ǎǘǊŀǘŜƎȅ ŀƭǎƻ ƛƴŎƭǳŘŜǎ ŀ ŦƻŎǳǎ ƻƴ ǘƘŜ ǎȅǎǘŜƳǎ ŀƴŘ ǘŜŎƘƴƻƭƻƎƛŜǎ ŀǾŀƛƭŀōƭŜ ƛƴ ƘŜŀƭǘƘΦ ¢ƘŜ ƘŜŀƭǘƘ ǎȅǎǘŜƳ ƛǎ ΨŘŀǘŀ-ǊƛŎƘΩ ŀƴŘ ƘƻƭŘǎ 
a vast amount of information. In order to benefit from this, planning needs to include how that information can be used to help 
improve quality and service delivery. 
 
 
Planned Outcomes for 17/18: 
The outcomes planned for 2017/18 are; 

¶ Dementia assessment and management pathways are informed by current evidence and best practice 

¶ wŜŦŜǊǊŀƭǎ ǘƻ !ƭȊƘŜƛƳŜǊΩǎ ŀƴŘ 5ŜƳŜƴǘƛŀ organisations are easier to make using e-Referrals 

¶ Whanau and family carers of people with dementia have access to standardised support and education programmes 

¶ InterRAI data is accessed and used, by the sector, on a regular basis 

¶ The requirements for a minimum workforce data set are identified by the Ministry of Health. 
 
 
Key objectives: 

¶ Improve the ease of use of the dementia pathways 

¶ Validate the evidence and best practice underpinning the dementia pathways 

¶ Measure GP and Practice Nurse access of the dementia pathways and if there has been an increase in confidence levels using 
the pathways 

¶ DHBs work in conjunction with the dementia sector to ensure education and support programmes are provided for family 
and whanau carers of people with dementia 

¶ Improve the use of InterRAI data across the continuum 

¶ An agreed minimum workforce data set for the aged care workforce and a mechanism for collecting the data - Currently 
seeking clarification from the Ministry of Health regarding objective of collecting a minimum workforce data set and what 
that minimum workforce data set will be 

¶ Identify the workforces working with older people, (including those requiring palliative care) their families, 
whanau and informal carers 

¶ Ensure these workforces have the training and support required to deliver high-quality, person-centred care. 
 
Measures: (by ethnicity, locality and deprivation where possible) 

¶ LƴŎǊŜŀǎŜŘ ǊŜŦŜǊǊŀƭǎ ŦǊƻƳ Dt tǊŀŎǘƛŎŜǎ ǘƻ !ƭȊƘŜƛƳŜǊΩǎ ŀƴŘ 5ŜƳŜƴǘƛŀ ƻǊƎŀƴƛǎŀǘƛƻƴǎ 

¶ Increased confidence levels in GPs and Practice Nurses in the use of the dementia pathways 

¶ Standardised training is available on a consistent basis for family and whanau carers of people with dementia across the 
Midland region 

¶ Increase in the number of reports based on InterRAI data agreed to by the sector and produced on a regular basis 

¶ Workforce measure ς mechanism for minimum workforce data set - waiting for clarification from the Ministry of Health 

                                           

 

12  Associate Minister of Health. 2016. Healthy Ageing Strateg y . Wellington: Ministry of Health  
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¶ Workforce plan in place to deliver required training and education to  workforces working with older people, (including those 
requiring palliative care) their families, whanau and informal carers 

¶ Reporting for the Health of Older People Action Group to include MņƻǊƛ and non- aņƻǊƛ normalised against standardised 
population data (where this level of data is available). 

 

 

Line of Sight 

¶ DHB Annual Plans: Please see section 2 pg 16 Waikato DHB, section 2 pg 15 Taranaki DHB, section 2 pg 11 & 14 Lakes DHB, section 2 pgs 
10, 17,18 and 29 Bay of Plenty DHB and section 2 pgs 17 & 21 and section 3 pg 25 ¢ŀƛǊņǿƘƛǘƛ, Section 5 PP23 Improving wrap around 
services for Older People, all DHBs 

¶ aņƻǊƛ Health: Please see Appendix 1 Objective 1: Health equity for aņƻǊƛ  

¶ Workforce: Please see Appendix 1 Objective 4 : Build the Workforce  

¶ Regional IS: Please see Appendix 1 Objective 5 : Improve Clinical Information Systems 

¶ Healthy Ageing Strategy, 2016. 

¶ New Zealand Framework for Dementia Care, 2013 
 
 

 

 
 

Initiative 1:   Strengthen the implementation of the NZ Dementia 
Framework and the actions specified in Improving the Lives 
of People with Dementia (Ministry of Health 2014). Action 
11a Healthy Ageing Strategy 

Milestone/Date Responsibility 

Through the continued coordination and support of the Dementia Pathway Working Group 
strengthen areas of the dementia pathways being used in primary care.   
 

¶ Develop e-Referralǎ ǘƻ !ƭȊƘŜƛƳŜǊΩǎ ŀƴŘ 5ŜƳŜƴǘƛŀ ƻǊƎŀƴƛǎŀǘƛƻƴǎ ƛƴ ŎƻƴƧǳƴŎǘƛƻƴ ǿƛǘƘ ǘƘŜ 
Regional Pathways of Care team  

¶ Coordinate review of the evidence base and best practice underpinning the dementia 
assessment and management pathways 

¶ Determine if aņƻǊƛ are being recognised as having problems with cognition at the same 
rate as non- aņƻǊƛ using InterRAI data, including the trigger rate of Dementia and 
Cognitive CAPs 

¶ Develop and deliver a survey of GP Practices to determine use of the dementia 
assessment and management pathways and their impact on GP and Practice Nurse 
confidence levels 

¶ Analyse and distribute the survey results 

¶ Determine any changes to the pathways to be made as an outcome of the survey 

¶ Implement changes identified in the review of the dementia pathways 

¶ Based on the outcomes of reviewing InterRAI data on cognition, identify ways to 
support primary care to recognise cognitive decline in older aņƻǊƛ in the same was as 
in non- aņƻǊƛ and support NASCs to provide for those needs equitably. 

 
Ensure education and support programmes for family and whanau carers of people with 
dementia are standardised and accessible. 

¶ Support the development of a framework for the delivery of education and 
support programmes for family and whanau carers 

¶ Review and endorse quality and equity indicators identified by DHBs for delivery 
across the region 

¶ Support the sector to identify ways to ensure access for family and whanau carers 
to the education and support programmes. 

 

 
 
 
Q1 ς Q2  2017/18 
 
Q1 ς Q2 2017/18 
 
Q1 ς Q2 2017/18 
 
 
Q1 2017/18 
 
 
Q2 2017/18 
Q3 2017/18 
Q3 2017/18 
Q3 ς Q4 2017 
 
 
 
 
 
Q2 ς Q3 2017/18 
 
Q3 2017/18 
 
Q4 2017/18 ς 2018/19 

- HOP Project 
Manager 

- Project Manager -
Regional Pathways 
of Care 

- Midland Dementia 
Pathway Working 
Group 

- HSL Analyst 
 
 
 
 
 
 
 
 
 
 
 
 
 
HOP Project Manager 
HOP Action Group 
DHBs 
Service Providers 

NZ Health Strategy: 
5 Strategic Themes 

People-powered Closer to home 
Value and high 
performance 

One team Smart system 

1: IŜŀƭǘƘ Ŝǉǳƛǘȅ ŦƻǊ aņƻǊƛ 2: Integrate across 
continuums of care  

3: Improve quality across 
all regional services   

4: Build the 
workforce 

5: Improve clinical 
information systems 

6: Efficiently allocate 
public health system 
resources 

Initiative 2:  Identification and use of InterRAI data to support quality Milestone/Date Responsibility 

Work Plan Key Actions are specifically aimed at achieving the NZHS five strategic themes/ Midland DHBs regional objectives 
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initiatives and service improvement in the sector. Action 8b 
NZ Healthy Ageing Strategy 

The goal of InterRAI is to promote evidence based practice and policy decisions through the 
collection of high-quality data about the characteristics and outcomes of people served 
across the continuum. The data collected can then be used to improve outcomes for older 
people. 
 

¶ Continue to provide and monitor InterRAI reporting created in 2016/17 

¶ Determine if there is equity of assessment and access to Home and Community based 
support for aņƻǊƛ across the Midland region 

¶ Identify the means of addressing any identified equity gaps and begin implementation 

¶ Identify the data required by the sector for service improvement through workshops  

¶ Provide the identified requirements in a user friendly format 

¶ Support the sector to identify quality indicators to be reported against on an agreed 
frequency. 

 

 
 
 
 
 
Q1 ς Q2 2017/18 
Q1 ς Q2 2017/18 
 
Q3 ς Q4 2017/18 
Q2 ς Q3 2017/18 
Q3 2017/18 
Q4 2017/18 
 

- HOP Project 
Manager 

- HSL Analyst 
- HOP Action Group 
- DHBs 
- Service Providers 

NZ Health Strategy: 
5 Strategic Themes 

People-powered Closer to home 
Value and high 
performance 

One team Smart system 

1: Health equity for MņƻǊƛ 2: Integrate across 
continuums of care  

3: Improve quality across 
all regional services   

4: Build the 
workforce 

5: Improve clinical 
information systems 

6: Efficiently allocate 
public health system 
resources 

Initiative 3:  Health of older people workforce Milestone/Date Responsibility 
The workforce working with older people, including those requiring palliative care, need to 
be able to deliver high-quality and person centred care. 
 

¶ Work in collaboration with the Ministry of Health, DHB Shared Services and the sector  
working with older people to establish the mechanism to collect whole of sector 
workforce data 

¶ Identify the allied health, kaiawhina and carer and support services workforces 
working with older people (including those requiring palliative care) and their family / 
whanau / informal carers ς Palliative Care has been included here as this will involve 
exactly the same workforce as described in the Health of Older People Workforce 

¶ Develop a workforce plan to ensure that those working with older people, including 
older people requiring palliative care, have the training and support they require to 
deliver high-quality, person-centred care - Palliative Care has been included here as 
this will involve exactly the same workforce as described in the Health of Older People 
Workforce. 

 

 
 
 
Q1 ς Q2 2017/18 
 
 
Q1- Q2 2017/18 
 
 
 
Q1 ς Q2 2017/18 

- Regional Director of 
Workforce 
Development 

- MoH 
- DHB Shared Services 
- in partnership with 

Midland Specialist 
Palliative Care 
providers (MCN) 

 
 

NZ Health Strategy: 
5 Strategic Themes 

People-powered Closer to home 
Value and high 
performance 

One team Smart system 

1: Health equity for MņƻǊƛ 2: Integrate across 
continuums of care  

3: Improve quality across 
all regional services   

4: Build the 
workforce 

5: Improve clinical 
information systems 

6: Efficiently allocate 
public health system 
resources 

Initiative 4:  NZ Healthy Ageing Strategy - Placeholder Milestone/Date Responsibility 

Awaiting the Implementation plan from Ministry of Health. Possibly available by Q4 
2016/17. 
 

¶ Review the Healthy Ageing Strategy implementation plan 

¶ Identify regional initiatives from the Ministry of Health Implementation Plan. Frailty is a 
potential area of focus for the Midland region 

¶ Agree initiative to be started in the 2017/18 year  

¶ Utilise the Healthy Ageing Strategy to inform the 2018/19 plan. 
 

 
 
 
Q1 2017/18 
Q2 2017/18 
 
Q3 2017/18 
Q4 2017/18 
 

- HOP Project 
Manager 

- HOP Action Group 
 

NZ Health Strategy: 
5 Strategic Themes 

People-powered Closer to home 
Value and high 
performance 

One team Smart system 

1: IŜŀƭǘƘ Ŝǉǳƛǘȅ ŦƻǊ aņƻǊƛ 2: Integrate across 
continuums of care  

3: Improve quality across 
all regional services   

4: Build the 
workforce 

5: Improve clinical 
information systems 

6: Efficiently allocate 
public health system 
resources 
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Initiative 5:  Advance Care Planning (ACP)  Milestone/Date Responsibility 

¶ In conjunction with the National ACP Regional Implementation Manager, work with 
DHBs to expand the current Midland Regional ACP network 

¶ Support DHBs, through the Midland Regional ACP network, to ensure processes are in 
place to maximise completion of Level 1 training and attendance at Level 1A and 2 
training (if training is available) 

¶ tǊƻƳƻǘŜ 5I. ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƛƴ ƴŀǘƛƻƴŀƭ Ψ/ƻƴǾŜǊǎŀǘƛƻƴǎ ǘƘŀǘ /ƻǳƴǘΩ 5ŀȅ  
 

Q1-Q2 2017/18 
 
Q1 - Q2 2017/18 
 
 
Q3 2017/18 
 

- HOP Project 
Manager 

- HOP Action Group 
 

NZ Health Strategy: 
5 Strategic Themes 

People-powered Closer to home 
Value and high 
performance 

One team Smart system 

1: Health equity for 
aņƻǊƛ 

2: Integrate across 
continuums of care  

3: Improve quality 
across all regional 
services   

4: Build the workforce 5: Improve clinical 
information systems 

6: Efficiently allocate 
public health system 
resources 
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2.6 Mental Health & Addictions (Regional Mental Health & Addictions Network) 

Chair:  Professor Graham Mellsop                                               Regional Director:  Eseta Nonu-Reid  
Lead Chief Executive:  Ron Dunham  
 

 
Context: 
Since the 1990s the mental health and addiction sector has been through significant growth and rapid change, not only in 
relation to the range of services available, the way they are provided and the strong emphasis on a culture of recovery, but also 
in terms of the expectations of people who ǳǎŜ ǎŜǊǾƛŎŜǎΣ ǘƘŜƛǊ ŦŀƳƛƭƛŜǎ ŀƴŘ ǿƘņƴŀǳΣ ŀƴŘ ŎƻƳƳǳƴƛǘƛŜǎΦ ¢ƘŜ ǎŜǊǾƛŎŜ ŎƘŀƴƎŜǎ ƘŀǾŜ 
only been possible through the efforts of an innovative and energetic sector that is willing to make continual improvements and 
never stand still. Despite all the improvements over recent years, service quality and the level of access to services remain 
variable for people with mental health and addiction issues. It is essential we continue to make changes, with a renewed focus on 
earlier and more effective responses, improved outcomes, better system integration and performance, increased access to 
services, effective use of resources and stronger whole-of-government partnerships. 
 
aņƻǊƛ ŎƻƴǘƛƴǳŜ ǘƻ ƳƻǊŜ ŦǊŜǉǳŜƴǘƭȅ ŜȄǇŜǊƛŜƴŎŜ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŀƴŘ ŀŘŘƛŎǘƛƻƴ ƛǎǎǳŜǎ όhŀƪƭŜȅ .ǊƻǿƴŜ Ŝǘ ŀƭ нллсύΣ ƛƴǇŀǘƛŜƴǘ 
admission, seclusion and compulsory treatment (Ministry of Health 2012a) than other groups. We also continue to have:  

 

¶ one of the highest rates of youth suicide in the developed world  

¶ high rates of the use of seclusion, with variation between District Health Boards (DHBs)  

¶ high rates of the use of the Mental Health (Compulsory Assessment and Treatment) Act 1992, with variation between 
DHBs  

¶ variation in access to services especially for children and youth  

¶ variable waiting times for access to mental health and addiction services  

¶ variable alignment and integration between services provided by DHBs and those provided by NGOs  

¶ variable integration between specialist services and primary care  

¶ limited and variable primary mental health responses for people experiencing common but debilitating mental health 
and addiction issues and no ability to measure access to these primary mental health responses  

¶ gaps in responses for people with co-existing mental health and addiction problems, and those with co-existing mental 
health issues and disabilities  

¶ variability in the quality of specialist inpatient facilities.  
 
To tackle these challenges, significant changes are needed to better meet the needs of those in our communities who use our 
services. We must take the time to consider cutting-edge practice and this plan allows the region to take incremental steps 
towards achieving these goals. 
 
Planned Outcomes for 17/18: 
 

Vision:      άImproving Mental Health and Addiction with Integrated and Supported Systemsέ underpinned by: 
1. Quality services 
2. Sector infrastructure 
3. Integration and social inclusion 
4. Workforce capacity and capability 
5. Health system relationships and integration 
6. Early detection and intervention focusing on recovery 
7. Information management. 

 
Key objectives: 

a) Leading regional mental health and addiction planning 
b) Leading regional service improvement 
c) Supporting the achievement of health targets and policy priorities 
d) Linking to national and regional governance structures and processes 
e) Leading and/or supporting the development of nationally consistent approaches to mental health and addiction 
f) Reducing inequalities in mental health and addiction outcomes 
g) Efficiency and effectiveness to determine and inform funding prioritisation decisions. 

 

This plan is inclusive of primary, secondary, and the tertiary mental health and addiction sectors and should be read in 

conjunction with the local District Annual Plans. 
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Measures: (by ethnicity, locality and deprivation where possible) 
ω A reduction in waiting lists and times for people entering for service as per the national benchmarks. 
ω Increased access to services for the primary health sector 
ω Reduction in aņƻǊƛ placed on a compulsory treatment order 
ω Reduction in people being secluded as per the national benchmarks. 
 
 
 

Line of Sight  

¶ DHB Annual Plans:  BOP DHB, Lakes DHB, Hauora ¢ŀƛǊņǿƘƛǘƛ, Taranaki DHB and Waikato DHB  ς section 2 ς delivering on priorities and 
targets; section 3 ς service configuration; section 5 ς performance measures 

¶ aņƻǊƛ IŜŀƭǘƘΥ tƭŜŀǎŜ ǎŜŜ !ǇǇŜƴŘƛȄ м hōƧŜŎǘƛǾŜ мΥ Health equity for aņƻǊƛ  

¶ Workforce: Please see Appendix 1 Objective 4 : Build the Workforce 

¶ Regional IS: Please see Appendix 1 Objective 5: Improve Clinical Information Systems 

 

 

Initiative 1:  Midland eating disorders model of care Milestone/Date Responsibility  
Continued  regional provision of eating disorder inpatient services 

¶ Implement the Midland Eating Disorders Model of Care as outlined in the MoH Change 
Management proposal 

¶ Implement the workforce recommendations. 
 

 
Q2 2017/18 
 
 

 
Regional Director and 
Clinical Governance 

NZ Health Strategy: 
5 Strategic Themes 

People-powered Closer to home 
Value and high 
performance 

One team Smart system 

1: IŜŀƭǘƘ Ŝǉǳƛǘȅ ŦƻǊ aņƻǊƛ 2: Integrate across 
continuums of care  

3: Improve quality across 
all regional services   

4: Build the 
workforce 

5: Improve clinical 
information systems 

6: Efficiently allocate 
public health system 
resources 

Initiative 2:  Substance abuse legislation Milestone/Date Responsibility 
Improved addiction service capacity and capability for implementation of substance abuse 
legislation 

¶ Submit a Midland proposal to the MoH 

¶ Implement the objectives as identified in the proposal 

¶ Implement the workforce development requirements. 

 
 
Q1 2017/18 
Q2 2017/18 
Q1 2017/18 

 
 
Midland Regional 
Director 
Midland SAL Project 
Manager 

NZ Health Strategy: 
5 Strategic Themes 

People-powered Closer to home 
Value and high 
performance 

One team Smart system 

1: IŜŀƭǘƘ Ŝǉǳƛǘȅ ŦƻǊ aņƻǊƛ 2: Integrate across 
continuums of care  

3: Improve quality across 
all regional services   

4: Build the 
workforce 

5: Improve clinical 
information systems 

6: Efficiently allocate 
public health system 
resources 

Initiative 3:  Physical health care for low prevalence mental health 
disorders 

Milestone/Date Responsibility 

Develop a plan to improve physical health outcomes of people with low prevalence disorders 

¶ Develop a regional agreement across the Midland region that identifies an agreed 
strategy to ensure physical health needs for low prevalence disorders are identified 
and addressed consistently  

¶ Develop an integration paper in collaboration with Primary Mental Health to 
determine an agreed model of care focusing on whole-of-health needs. 

 
Q2 2017/18 
 
 
Q3 2017/18 
 
 

 
Midland Clinical 
Governance 
 
Midland Clinical 
Governance 

NZ Health Strategy: 
5 Strategic Themes 

People-powered Closer to home 
Value and high 
performance 

One team Smart system 

1: IŜŀƭǘƘ Ŝǉǳƛǘȅ ŦƻǊ aņƻǊƛ 2: Integrate across 
continuums of care  

3: Improve quality across 
all regional services   

4: Build the 
workforce 

5: Improve clinical 
information systems 

6: Efficiently allocate 
public health system 
resources 
 

Initiative 4:  MH&A clinical workstation Milestone/Date Responsibility 
The successful implementation of modern clinical workstations across the Midland region. 

 

¶ Ensure all approvals for PID and Business Case are obtained and there is regional 

 
 
Q1 2017/18 

 
 
Midland Clinical 

Work Plan Key Actions are specifically aimed at achieving the NZHS five strategic themes/ Midland DHBs regional objectives 



 

          ACTIVIT IES  OF REGIONAL  GROUPS, CLINIICAL NETWORKS AND ACTION GROUPS  52  

agreement going forward 

¶ Undertake a Training Needs Analysis across the region and design a workforce plan 

¶ Work with local Champions Groups to ensure local processes are implemented. 
 

 
Q1 2017/18 
Q1 - Q4 2017/18 

Governance  and CWS 
Coordinator 

NZ Health Strategy: 
5 Strategic Themes 

People-powered Closer to home 
Value and high 
performance 

One team Smart system 

1: IŜŀƭǘƘ Ŝǉǳƛǘȅ ŦƻǊ aņƻǊƛ 2: Integrate across 
continuums of care  

3: Improve quality across 
all regional services   

4: Build the 
workforce 

5: Improve clinical 
information systems 

6: Efficiently allocate 
public health system 
resources 

Initiative 5:  Midland Infant Perinatal Clinical Network Milestone/Date Responsibility 
The Midland Infant Perinatal Clinical Network will: 

¶ Complete the review of the primary care pathway (Map of Medicine) and consult with 
primary, maternity and mental health and addictions services 

¶ Develop regionally agreed policies, procedures and clinical best practice guidelines to 
ensure regional consistency 

¶ Participate in the evaluation of the e-Learning tool in partnership with the Central 
region. 

 

 
Q1 2017/18 
 
Q1 - Q4 2017/18 
 
Q1 - Q4 2017/18 

 
Midland Infant 
Perinatal Clinical 
Network 

NZ Health Strategy: 
5 Strategic Themes 

People-powered Closer to home 
Value and high 
performance 

One team Smart system 

1: IŜŀƭǘƘ Ŝǉǳƛǘȅ ŦƻǊ aņƻǊƛ 2: Integrate across 
continuums of care  

3: Improve quality across 
all regional services   

4: Build the 
workforce 

5: Improve clinical 
information systems 

6: Efficiently allocate 
public health system 
resources 
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2.7 Radiology services (Midland Radiology Action Group) 

Chair and Clinical Lead: Dr Alina Leigh ς Taranaki DHB                      Project Manager: Philippa Edwards 
Lead Chief Executive:  TBA  
 
 
Context: 
Midland Radiology Departments work together regionally on quality standards, information sharing and service improvement 
initiatives.  
 
The Midland Radiology Action Group (MRAG) is a resource for the other regional networks and for Map of Medicine (MoM) in 
the design of service delivery models. The MRAG clinical lead and a DHB management representative attend the National 
Radiology Advisory Group (NRAG) quarterly meetings. 
 
DHBs face challenges due to increasing demand, inequitable access, and the sustainability and affordability of services within a 
financially constrained landscape. Radiology departments are a support service and want to be responsive to DHBs meeting 
national priorities, targets and the implementation of new service delivery models and pathways. Responding nimbly is a 
challenge within a costly equipment based environment and where there are challenges due to technologies emerging faster 
than the workforce and skill base required. 
 
To be responsive MRAG would ideally be included at the earliest stages of development of clinical pathways and service delivery 
models. 
 
Improving access to diagnostics will improve patient outcomes in a range of areas: 

¶ Cancer Pathways ς CT Colonography access is a fast, cost effective less invasive modality suitable for some patients that 
would reduce the demand on Colonoscopy services 

¶ Cardiac Cath labs ς CT Coronary Angiography is a fast, cost effective less invasive modality suitable for some patients 
that would reduce the demand on cath labs  

¶ Emergency Departments ς wait times can be improved if radiology is not a bottleneck 

¶ Electives Services ς decision making enables certainty which affects patient outcomes and the use of hospital beds and 
resources 
 

Planned Outcomes for 17/18: 
The MRAG work programme for 2017/18 provides tangible value while also providing a leadership and monitoring role. 
 
In 2016/17 tangible outcomes from the four initiatives will be:  

1. Ultrasound (US) modeling of demand capacity - a regional model for the US modality will provide DHBs a regional and 
local understanding of volumes, sources of demand, case mix and capacity currently utilised.  

2. US workforce ς a bi-annual follow up survey across the public and private providers to include echo sonographers 
3. Cancer Streams/Pathways ς involvement to improve the value proposition and performance delivered by working 

closely with the Midland Cancer Network and other services, on their referral criteria, timeliness required, pathway 
development and the Choosing Wisely methodology  

4. Work closely with regional and national groups on their initiatives  ς NRAG, eSPACE, MoM  
 
Additionally leadership, monitoring and benchmarking will be provided for: 

¶ Midland DHB performance against MOH timeline KPIs for CT and MRI 

¶ Quarterly updates of service improvement initiatives within the five Midland DHB Radiology Departments 

¶ Providing collaborative advice to clinical services. 
 
Key objectives: 
Guided by the NZ Health Strategy Framework and Midland Quality Framework the focus is on wellness of the population, 
reduced service vulnerability, and improved value to the population through: 
 
People powered 
ω Particular focus on Cancer Pathways and Timelines 
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ω Work closely with the National Radiology Advisory Group to advise impacts and enable change ς Pharmac, Cancer 
Stream, HWFNZ 

 
Closer to Home  
ω Equitable access criteria that is clinically and financially sustainable and delivered close to home  
ω Meet MoH targets and performance objectives in alignment with the NZ Health StrategyΩǎ five strategic themes. 
 
Value and high performance 
ω US modeling to give visibility to the demand and capacity flows per modality across the Midland region. This information 

will provide a regional view of potential capacity and bottlenecks, enabling a data informed regional approach to capital 
investment 

ω Cancer Streams/Pathways ς improve the value proposition and performance by working closely with the Midland 
Cancer Network and other services on their referral criteria, required timeframes and pathway development 

ω Evaluation of nuchal translucency scans vs emerging technology blood tests with regard to best use of regional resource 
  
One Team  

¶ Clinical best practice will be enabled with the implementation of national access criteria based on clinical need. Capability 
stocktakes across the region will identify where current and potential capacity and bottlenecks exist, enabling a regional 
approach to capital investment 

¶ Work with Regional Workforce identifying intelligence on current and future workforce requirements for the region 

¶ Work with MoM on local pathways as requested 
 

Smart System 
ω Working with the regional IS e-SPACE team to inform development of eReferrals and i-referrals, data repositories and links 

to other radiology provider studies  
 
Measures: (by ethnicity, locality and deprivation where possible) 
Ministry of Health CT, CTC, MRI primary care timeliness measures and indicators 

1. CTς 95% of accepted referrals from primary care or outpatients for CT scans will receive their scan within six weeks (42 
days) 

2. CT Colonoscopy (Subset of CT) ς 95% of accepted referrals from primary care or outpatients for CT Colonoscopy will 
receive their scan within six weeks (42 days) 

3. MRI - 90% of accepted referrals from primary care or outpatients for MRI scans will receive their scan within six weeks 
(42 days) 

4. Agreed National Patient Flow system changes are implemented 
5. DNA analysis by ethnicity for US in the Midland DHBs 
6. aw¢ ŀƴŘ {ah ǿƻǊƪŦƻǊŎŜ ŀƴŀƭȅǎƛǎ ōȅ aņƻǊƛ ŀƴŘ ƴƻƴ aņƻǊƛ. 

 
 

Line of Sight 

Midland DHB Annual Plans:  
Section 2 -Delivering on Priorities and Targets:  

¶ Waikato- Implementation of solutions enabling integration between patient care partners - focus includes Radiology providers 

¶ BOP- Implementation of 2
nd

 CT Scanner at Tga Hospital and Internal e-wŜŦŜǊǊŀƭǎ {ȅǎǘŜƳΣ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƛƴ .ht5I. ά!ŎǳǘŜ Cƭƻǿ 
LƳǇǊƻǾŜƳŜƴǘ tǊƻƧŜŎǘέ ŀƴŘ ŦǳǊǘƘŜǊ ŘŜǾŜƭƻǇƳŜƴǘ ŀƴŘ ŜȄǇŀƴǎƛƻƴ ƻŦ wŀŘƛƻƭƻƎȅ Lƴǘerventional 

¶ Taranaki- Replace Picture Archiving Communication System and Radiology Information System 

¶ Lakes ς Improved access to elective services through action on direct access to diagnostic/treatment; Local and regional enabler ς(IS) 
Radiology reports for Lakes added to the regional repository 

Section 5: Performance measures: 

¶ All DHBs ς PP29 Improved wait times for elective diagnostic  services ς CT and MRI KPIs 

¶ aņƻǊƛ Health: Please see Appendix 1 Objective 1: Health equity for aņƻǊƛ  

¶ Workforce: Please see Appendix 1 Objective 4 : Build the Workforce  

¶ Regional IS: Please see Appendix 1 Objective 5 : Improve Clinical Information Systems ς Digital Hospital 

¶ Linkages : NRAG, MOH, Pharmac, HWFNZ, Primary Care providers, Midland Cancer Services 

 
 
 

 
 
 

Work Plan Key Actions are specifically aimed at achieving the NZHS five strategic themes/ Midland DHBs regional objectives 
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Initiative 1:   Demand ς capacity modeling Milestone/Date Responsibility 
Ultrasound (US) - the volumes, case mix and machine time for US will be modeled across the 
Midland DHBs to inform resource preparation required to respond to national and local 
demands and priorities  
 

¶ Collect US data counting per scan 

¶ US modeling to provide regional clarity on demand trends per referrer type and per US 
examination along with the resources used to achieve current delivery. This data will be 
useful to inform DHB and regional decisions on how to most effectively support 
achievement of volumes required to meet national priorities and/or changes in service 
delivery models. 

¶ Ratios of US caseload outputs at Midland DHBs 

¶ DNA rates analysis for US by multiple factors including ethnicity, deprivation, location to 
services, availability by phone for appointment text, transport option, wait time. 

 

 
 
 
 
Q1 2017/18 
Q3 2017/18 
 
 
 
 
Q4 2017/18 
Q4 2017/18 

MRAG, Midland 
DHBs for US data 

NZ Health Strategy: 
5 Strategic Themes 

People-powered Closer to home Value and high performance One team Smart system 

1: IŜŀƭǘƘ Ŝǉǳƛǘȅ ŦƻǊ aņƻǊƛ 2: Integrate across 
continuums of care 

3: Improve quality 
across all regional 
services 

4: Build the workforce 5: Improve clinical 
information systems 

6: Efficiently allocate 
public health system 
resources 

Initiative 2:   Ultrasonography workforce sustainability Milestone/Date Responsibility 

Conduct the second bi-annual survey of sonographers across the Midland regions public and 
private providers as a part of on-going work to predict and track the Sonographer workforce 
trends and requirements for training within the Midland region. 
 
In collaboration with the Ministry of Health and DHB shared services MRAG will:  

¶ Include Echo technicians in this survey round 

¶ Analyse the gap between forecast workforce status and actual workforce status across 
Midland region 

¶ Evaluate the number of trainee positions required across the region to home grow the 
future Sonographer workforce  

¶ Evaluate the turnover of Midland Sonographers against the national trends to see if the 
home-grown approach via the 50:50 public private training model is effective. 

 
 
 
 
 
Q2 2017/18 
Q3 2017/18 
 
Q4 2017/18 
 
Q4 2017/18 

 
MRAG, Midland 
Workforce 

NZ Health Strategy: 
5 Strategic Themes 

People-powered Closer to home 
Value and high 
performance 

One team Smart system 

1: Health eǉǳƛǘȅ ŦƻǊ aņƻǊƛ 2: Integrate across 
continuums of care 

3: Improve quality across 
all regional services 

4: Build the workforce 5: Improve clinical 
information systems 

6: Efficiently allocate 
public health system 
resources 

Initiative 3:   Involvement in cancer streams/pathways at a regional level to 
reduce delays in patient flows 

Milestone/Date Responsibility 

Improve the value proposition and performance delivered by working closely with the Midland 
Cancer Network and other services criteria, timeliness required 
 

¶ Access cancer pathway data where possible to inform where radiology needs to improve its 
timeliness of service delivery 

¶ Be actively involved in the local implementation of the cancer stream work and related 
national radiology cancer pathways and guidance and MoM pathways. 

 
 
 
Q2 2017/18 
 
ongoing 

 

NZ Health Strategy: 
5 Strategic Themes 

People-powered Closer to home 
Value and high 
performance 

One team Smart system 

1: IŜŀƭǘƘ Ŝǉǳƛǘȅ ŦƻǊ aņƻǊƛ 2: Integrate across 
continuums of care 

3: Improve quality across 
all regional services 

4: Build the workforce 5: Improve clinical 
information systems 

6: Efficiently allocate 
public health system 
resources 

Initiative 4:   National and local initiatives Milestone/Date Responsibility 

Improve the value proposition and performance delivered by working with: 
 

¶ National Radiology Advisory Group (NRAG) and key national groups such as Pharmac, Cancer 
Stream Pathways, HWFNZ to offer formal advice on the impacts of new treatments and 
ensure the implication of national guidelines on imaging services and clinical efficacy are well 
understood.  

 
 
ongoing 
 
 
 

MRAG, eSPACE, 
MOM 
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¶ Midland Regional IS and eSPACE teams to ensure effective functionality of the regional CWS, 
eReferral and regional PACS systems with regional integration for information access and 
patient flow are patients centric  

¶ MoM on local pathways within and across DHBs, with cognisance of the Choosing Wisely 
methodology where appropriate 

¶ Work with Midland Workforce to understand the ratio of aņƻǊƛ to non aņƻǊƛ Radiology 
workforce across the five Midland DHBs. 

ongoing 
 
 
ongoing 
 
ongoing 

NZ Health Strategy: 
5 Strategic Themes 

People-powered Closer to home 
Value and high 
performance 

One team Smart system 

1: Health Ŝǉǳƛǘȅ ŦƻǊ aņƻǊƛ 2: Integrate across 
continuums of care 

3: Improve quality across 
all regional services 

4: Build the workforce 5: Improve clinical 
information systems 

6: Efficiently allocate 
public health system 
resources 
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2.8  Stroke services (Midland Stroke Network) 

Chair: Peter Wright, Neurologist, Waikato DHB                                                Project Manager: Kirstin Pereira 

Lead Chief Executive: Rosemary Clements 

 
 
Context: 
Stroke is the second most common cause of death worldwide and a common cause of disability in adults in developed countries 
(Johnston et al, 2009; Rothwell, 2001). Stroke is a major public health challenge in New Zealand (MOH, 2000). It is the third 
greatest cause of death in New Zealand, after all cancers combined and heart disease (MOH, 2009), and has an enormous 
physical, psychological and financial impact on patients, families, the health care system and society (Strong et al, 2007; Caro et 
al, 2000). 
 
Planned Outcomes for 17/18: 
Health literacy - Stroke /TIA (as per the FAST campaign) education for the community as well as the primary and secondary 
workforce. 
 
Rehabilitation - ensure rehabilitation services for stroke patients across the region aligns to the ΨNZ Organised Stroke 
Rehabilitation Service Specifications (in-patient and community)Ω. 
 
Service provision - ensure thrombolysis services across the region aligns to the ΨNZ Organised Acute Stroke Service SpecificationsΩ 
(prepared by the National Stroke Network). 
 
Key objectives: 

¶ To improve primary and secondary stroke prevention and reduce stroke related disability and mortality  

¶ To improve access to quality assured organised acute, rehabilitation, and community stroke services 

¶ To ensure all stroke patients have access to high-quality stroke services regardless of age, gender, ethnicity or geographic 
domicile. 

 
Measures: (by ethnicity, locality and deprivation where possible) 

¶ 8 ǇŜǊŎŜƴǘ ƻǊ ƳƻǊŜ ƻŦ ǇƻǘŜƴǘƛŀƭƭȅ ŜƭƛƎƛōƭŜ ǎǘǊƻƪŜ ǇŀǘƛŜƴǘǎ ǘƘǊƻƳōƻƭȅǎŜŘ нпκт όǎŜŜ ttнл ŦƻǊ ŘŜŦƛƴƛǘƛƻƴ ƻŦ ΨŜƭƛƎƛōƭŜΩύ  

¶ 80 percent of stroke patients admitted to a stroke unit or organised stroke service (see PP20 for definitions) 

¶ 80 percent of patients admitted with acute stroke who are transferred to inpatient rehabilitation services are transferred 
within seven days of acute admission (also report percent of acute stroke patients transferred to inpatient rehab). 

 
 

 

Line of Sight 
¶ Midland DHB Annual Plans: Please see section 2 ς delivering on priorities and targets 

¶ aņƻǊƛ IŜŀƭǘƘΥ tƭŜŀǎŜ ǎŜŜ !ǇǇŜƴŘƛȄ м hōƧŜŎǘƛǾŜ мΥ Health equity for aņƻǊƛ  

¶ Workforce: Please see Appendix 1 Objective 4 : Build the Workforce 

¶ Regional IS: Please see Appendix 1 Objective 5:  Improve Clinical Information Systems  ς Regional IT Foundation 
 

  
 
 

 
 

 
 
 

 

Initiative 1:  Organisation of stroke services including thrombolysis  Milestone/Date Responsibility 
Thrombolysis: 
¶ Support and facilitate the implementation of a pathway of care for accessing 

thrombectomy services through Auckland DHB (ADHB) 

¶ Support and facilitate the development of a pathway of care for accessing thrombectomy 
services through Waikato DHB (WDHB) (five-year timeframe) 

¶ Support the implementation and evaluation of the Telestroke pilot in 
Hamilton/Thames/Rotorua hospitals.  If demonstrated positive patient outcomes consider 
providing this service regionally as part of long term planning. 

 

 
Q4 2017/2018 
 
Q4 2017/2018 
 
Q2 2017/2018 
 
 
 

 
MSN/PM 
 
MSN/PM 
 
WDHB 
 
 
 

Work Plan Key Actions are specifically aimed at achieving the NZHS five strategic themes/ Midland DHBs regional objectives 




