Valley Primary Health Organisation

Annual Report

1 July 2@0to 30 June 201

GLY LI NOYSNARKALI 6A0K
to improve health and welb S A y 3 €



2| Page



Table of Contents

JLIE= Lo (S0 ) O 0T ] (= XSSP 3
I KE A NI A WS LIZ NI ettt 5
DSY SNI £ REPOFtE. T SINILE ..ottt 6
ViSion and Strate@giC GOaAIS........ccccuuuuuiiiiiiiiiiiiiiiei et e e e e e e e e e e e e e e e e e e e s e s bbb rerraerareeeees 7
RV Lo o 1 PO EPPT R 7
SHATEGIC GOAUS. .....eeeeeieeee et e e e e e e e e e e e e e 7
RN 111 =SSOSR 4
AN 2NR 1 SLf Kty e 8
PACIfIC HEAITN PlaN......coiiiiiieii et e e e e s e e e e s nnbr e e e e e e e nnaes 9
(T )= ¢ g =T o[ PPPPPPP 11
THe BOAId Of TIUSIEES.....eeeiiiiiiiiiiie e eee ettt e e e e e e e et e e et e aeeaaaaaaaaaaaeeas 11
YT Yot @] o ] ] 1= 11
Clinical GOVErNANCE BOAIM..........coiuiiiiieee e ettt e e e e e e e e e e e e s e e e e e e e s snanrreeeeeeeeannnes 12
Enrolled Population Profil@...........oo i 13
Population DEMOGIaPRICS.......coiiiiiiiii e s e e e 13
TS A T ST o ol P 14
F[ /0 F YRV RSNILC. QA e 16
Practice LiaiSON @nd SUPPOIL.......uuuiieeiiiiiiieieee e ettt e e e e s st e e e e e e s et e e e e e e s anseeeeeeeeessnnnnneeeeeeas 16
PHO Performance PrOgramIME..........oiiiuuiiiiieeeeeiitieieee e e e sttt eee e e s s sssseaeeeaaeasssnstaeeeeeesssnnnsseeeeeesaanne 18
SEIVICES [0 IMPIOVE ACCESS . ... uiieiiiiieeiiit ettt e e ettt e e e e e e e e e e s s bbb e e e e e e e s b be e e e e e e s aanberreeaeeaanns 24
[0 oo =1 0 1 @] T 11 o LS 24
(O T01 (=T Yol ol NN U TV TP P PR OPPPP 25
PACKAGES Of CAIE....ccoiiiiiieiiiie ettt e e e e e e e st e e e e anbe e e e e nreeeas 28
Cardiovascular RiSK ProgramIME...........ceeiieiiiiiiieieee e eeeeeeeeeeees 29
DIELETIC SEIVICE.....ce ittt ettt e s et e e skt e e s e e e s areeeeaa 33
L1 g o L= 1] o TR ol = T 35
Cervical SCreening PrOgramMIMIE........ccoiiiiii ittt ettt e et e tre e r e s abe e e e s anne e e e s anbeeeeeannes 36
WEIINESS CRNECKS.....eiieeiiiieiiiii ettt e e et e e e e e st e e e e e e s s nsaae e e e e e e e e nnnseeeaaeeeeennrenes 39
TEXE 2 REIMING...ciiiiiiiee e et e e e e e et e e e e e e e s ssbba et e e e e s aannnneneeeeesd 40
(€] o To] N3 s PP PPPPPPPPPPP 41
CommuUNIty HEAIN WOTKEES.......coiiiiiieeeie ettt el 42

3| Page



TTANSPOIT SEIVICE. ....eeiiieeii ittt ettt e e e e e et e e e e s b e e e e e e e e snn et e e e e s sannbnneeeeeeaannns 45

PaCIfiC HEAIN. ... e e snnnneene e e e BT
[T E=T o =Y (ol =0T L= 1 Y 2P 48
== 1L T e 0] T ] ] o PP RRPSRRR 50
Health Promotion CoOrdiNation.............oouiiiiii it r e e e e e e e e e e e e e e e aaeeeeeaeeaeeaeeens 50
= o] 1o o == 1 o PSSR 54
PaCIfic YOULN HEAITI.......coi it e e e s nnae 54
S]] o] o L0 £ B €1 (0] ¢ P 55
Local Wellington Diabetes SUPPOIT GIOUPS........uuiiieeiiiiiiiiieeeeeiaiiireeee e e e s e e e e s sineneeeeeesaanes 57
Cardiovascular DiSease PreVeNtiQm...........uuuiiiiiie e e e e e e e eee e e 58
Heart Health Week Promotion at Valley PHO GerM@ttiCes. ..., 59
LiveSmart at the SUPEIMAIKEL ..o e e e e e e e e e e e e e e e e e e e e e e e e e e s eaa s e aeananes 59
Healthy FamiliesS COACH SEIVICE.........ooio e a e e e e e e e e e e 61
(O £ N o 1 SOOI 64
Human Papillomavirus (HPW).......cooi ettt e e e e 67
WEIIDEING SEIVICE. ... ittt e oot e e e e e e e e e et b e bt s e reesaesseeeeeeeeeaaaaaaaaaeesd 68
Primary MentaHealth Workforce Development............iiiiiiic e, 70
QUAILY IMPIOVEIMENL.......ciiiiiiiiiiie et e e e et e e e e s s sennnne e e e e e s nnnnneeeeeesnnnnnned 2
Pharmacy FaCilitatiQn............cooiiiiiiiiieeee et e e s snnnneeeee e e d D
1= LT =SSO PPPSRPRPPPRRRY 4 4

4| Page



[ KI A NXa

The pace of change has continued in the primary health seé®rat ' July 2011Valley PHO no
longer has any contracted providers or an enrolled populationDecember 201®alley PHO was
issued notice of exit as part of the DHB's implementation of Ministerial directives to reduce the
number of PHOs nationally.

Valley PHO however continues to deliver all the services as before under the "business as usual”
model of transitioning to a larger PHO for most of the Hutt Valleys providers and their enrolled
population.

The model was to have a single PHO for the geographic Hutt Vallkis was not able to be
delivered because Ropata Medical Centre joined Kawtedical Centre to form Cosine PHO
January 2011.

Work continueswith the new PHO, Te Awakairangi Health PktOegnsure that the excellent work
done by theprevious PHOSs in the Vallegntinues

The Valley PHO Board decided in 2010 that continuityeofice delivery, continuity of excellence
and retention of the capacity to manage a large PHO were to be the prerequisites for our promoting
the new PHO to our contracted provider#&s the 2011 financial year drew to a close it was still
unclear as to \Wwether this is able to be delivered.

Transitionabrrangementsre in place fo2011/12 year so thabur former providerswill continue to

access the same range of service. This meanstiigav/alley PHO Board will need to maintain a
watching brief to esure that our goals anchissionwill continue to be delivered to our local people.

Hans Snoek
Chair
Valley PHO
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2010/11 has been a year of change for Valley PH@ork has continued, building on existing
programmes and initiatives, continually revising and improving the services we provide to practices,
patients and the community.

During 2010/11 Valley PHO continuedsimpport general practicethrough the provign of clinical
facilitation via the PHO Performance Programme, the Outreach Nurses and through Cornerstone.
The PHO also continddo provide ongoing support to Practictaff via regulareducation sessions

and supporting clinical peeeviews. During 2A0/11 three further practices achieved Cornerstone
Accreditation. This means that a total six ValleyPHO practices & achieved this benchmark of
quality.

+lffSe tlh KFIad KFER a2YS y20Fl06tS | OKAS@OSYSyGa F2NJ
Thisincludesthe iy Gt Kt & & dzLJLJ2 NIi 3 NP dzLBacifiFd Bedplesawiti2 DNdbetaich G K 5 A | ©
Young Mums. The Pacific Wellbeing Day held in February focused on Cardiovascular Risk and
highlighted the importance of getting a risk assessment cotagle The Cardiovascular Risk
programme hasy SI yi GKFd wHcnm an2NAX tFOAFAO tS2LXS |yR
Cardiovascular Risk Assessment.

The move to reduce the number of PHOs both nationally and locally across the country has been
reflected locally in a drive to establish one PHO in the Hutt Valley (excluding Cosine PHO). During
2010/11 a significant focus has been on the establishment of Te Awakairangi Health PHO. Valley
PHO has been working alongside Family Care PHOeRiia PHO, Waiti Whangai PHO artdutt

Valley DHB to make this happers such on®1July 2011all 21 Valley PHO General Practices joined

Te Awakairangi Health PHO.

A focus for 2011/12 year will be to work alongside Te Awakaitdegith PHO and the other four
PHOs to ensure that the new PHO will build on the existing strengths and achievements of Valley
PHO, Family Care PHO, Piki Te Ora PHO, and Tamaiti Whangai PHO.

Valley PHO medical practices and sfafin Kowhai Health Trtisare groups of dedicated people
who provide quality health care, health education, and health promotion within our communities.
Over the past years their hard work and commitment has resulted in the achievement of positive
health outcomes for patients cenmunities and high needs populations across the Hutt Valley.

Sarah Eames
General Manager, Valley PHO



Vision and Strategic Goals

Vision
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Strategic Goals

Valley PHO has tHellowing strategic goals:

1.

To identify and reduce health inequalities within the enrolled population
¢t2 2FFSNI I OOSaa (2 O2YLINBKSyairdS aASNDA

2.
3. To coeordinate care across service areas

4.

5. To enhance sub regional primary health care by progressing alliances and integration

To target Valley PH®orkforce to areas of highest need.
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Valley PHO is committed to ensuring effective engagement with 2 &olled with our PHO.

During this year Valley PHO hasdertaken a number ofitiativesto improve health outcomes for
a n 2 Ndie kéy achievements far n 2within Valley PH@ 2010/11include:

. Cardiovascular Risk Assessment

on an2NAR O2YL) SGSR GKSANI FAQGS &SIN¥fe NRrRal aoON
. Cervical Screening
h@dSNJ) Hpn anz2NRA 62YSy NBOSAGSR | OSNBAOIFE ayvys
scheme.
« Outreach Nurse
Over 259 an2NR | O0Saad4SR GKS hdziNBFKOK bdzZNBAYy3a as

consultations with the Outreach Nurse
. Community Health Worker
co an2NR YR GKSANI 2KFyldz 6SNB |aaAxadiSR o0& GKS
« Wellness Checks
94 Maori received Wellness Chaaduring this period.
» Transport
yn an2NR SyNR{ftSR gAlGK =+xlFffSe& tlh @gSNB LINRJA
appointments.
. Diabetic Podiatry
nn an2NR GgAGK RAFOoSGSa NBOSAGSR FTNBS LRRAIF (GNE
Marae.
. an 2 Ndbetes Support Group
¢ KS an2NA adzJJ2 NI 3 NEnddagndesnd VKafvheRu Marde intVaiwlaetuy” 3 dzy” 3 c
andis regularly attended witli5-20 patients and family members involved at each session.
- Active Families:
y n a pagtiblated in the Healthy lifestyle clinics provided in a range of venues across the
Hutt Valley.
. Te Ra o te Raukura
Valley PHO worked alongsifdnarmado promote positive messagesound Cardiovascular
health.
- Waitangi Day
For the fifth year runningyalley PHG I & AY@AGSR (2 | GGSYR hNRy32Y
Day celebrations. Th@®utreach Nurses provided lid pressure checks alongside displays
promoting positive health messages including the fabkibrongomai Marae

This isin addition to the30 00002 y adzt G G A2y a
carried out over the year within general practice.



Pacific Health Plan

Valley PHO has 869Pacific Peoples enrolled, almost 50% of themss
whole Pacific population and 7% of the total population in the.

Hutt Valley. Of the Pacific People enrolled with Valley P5&% :
live in a lowsocioeconomicarea, 48% are under 25yrs of agg i
and 5% over 65yrs aige. '

1 ¥
CRTIIR TN |
i o

This yeaVValley PHO continued to work dulfilling the Pacific y
Strategic Health Plan (20@010. This inluded working in
partnership with communities for better health outcomes an
well being of its Pacific enrolled populatiolhe vision of ie
Pacific Health Strategic Plan is:

Gl SHEdKe tIOATAO LIB2LX S& FOKASOAYI G(KSANI Fdzf ¢

The Pacific Strategic Health Plan has the following values to guide the implementation of this Plan:
. Care and respeq treating all pe@le with respect and dignity and also valuing the cultural
diversity within Aotearoa
. Teamworkg working and celebrating as one
- Professionalisng embracing the highest standards
« Innovationg being creative for solutions
- Responsibility; ownership and accouable
. Parmershipg together we can do it

The Valley PHO Pacific Health Plan focuses on:

1. Promoting primary health care and preventative services by improving accessibility, affordability
and cultural appropriateness
Promoting and supporting Healthy Lsfgles through a holistic approach to health
Ensuring strong communication is maintained with the Pacific Commiartitye Hutt Valley
Providing opportunity for Pacific qualified/skilled workforce to meet the needs of Pacific peoples
Improving linkages andollaboration with other key stakeholders such as the Hutt Valley DHB,
Regional Public Health Service (RPH), Capital Coast DHB, ACC, Housing, Social Development,
Pacific providerand other health and social agencies
6. Adopting innovative models thahinimises barriers in accessing health

akownN

Key Target

Key activities for Pacific people include; Health promotion programmes, clinical work with general
practices and in the home, interpreting services, Pacific Community Workers, and Pacific Counsellors
who @an provide services as part of the primary mental health initiatida. total Valley PHO
currently has eight Pacific staff members employed to deliver programacesss the different

Valley PHO services

Progress this Period
Some key achievements fBracific People within Valley PHO ii@Q.1 include:
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» Cardiovascular Risk Assessment
668 Pacific people completed their five yearly risk screen

. Cervical Screening
h@dSN) ony tIFIOAFTAO 22YSy NBOSAOGSR | OSNBAOI €
schene.

« Outreach Nurse
Over 425 Pacific People accessed the Outreach Nursing service with approximately 730
consultations with the Outreach Nurse.

. Community Health Worker
52 Pacific peopland their familiesvere assisted by our Community Health Worker Servic

. Transport
48 Pacific enrolled with Valley PHO were provided with free transport to health care
appointments.

. PasifikaDiabetesSupport Group
The PasifikaDiabetesSupport Group is held irNaenae ands regularly attended withH.5-20
patients and family members at each session.

. Active Families:
68 Pacific people participated in the Healthy lifestyle clinics provided in a range of venues across
the Hutt Valley.

+  Wellness Checks
40 Pacific Peoples received Wellness Checks

. Pasifikawellbeing Day:
Approximately PO Padic people attended the PasifikWellbeing dayn Februaryorganized
by Valley PHO.

- Pacific Coordinator:
197 homevisitsconducted by the Pacific Nurse Coordinator.

This isin addition to thel6 000consultations forPacificpatients carried out over the year within
general practice.  [See Pacific Health Initiatives for further information]

10| Page



Governance

The Board of Trustees

As at 3¢ June 201 Valley PHO Board of Trustees consisted of ten Board members. The Board
meets everysix weeksand the Trustees are:

Dr Hans Snoek GP Representative Trustee (Chairperson)
Satayvan Candasamy Community Representative Trustee (Deputy Chair)
Dr DavidYoung GP Representative Trustee

Laraine Koerbin Practice Nurse Representative Trustee

A CI QIFAT2 Pacific People Representative Trustee

Tofa Suafole Gush Pacific People Representative Trustee

Keith Barnard Community Representative Trustee

John Hi Skill Base Representative Trustee

Alice Huia Brown an2NA ¢NHzaGSS

Tata Parata an2NAX ¢NHzaGSS

Services Committee

The Services Committee is made up of representatives including Valley PHO providers, the
communitya n 2 NRA |y Fie $elvices @unife® provides recommendations to the Board on
Services to Improve Access and Health Promotion Initiatives.

Key Activities
1. To provide recommendations to the Board on the Services to Improve Access programmes and the
Health Promotion programmes as agtebetween \dlleyPHO and the DHB

2. To review draft proposals to ensurgategic and clinical robustness.

3. The scope of the committee also includes making service recommendations on a range of different
issues, for example Mental Health, youth etc.

The Services committee met seviimes over 2010/11

Membership of the committee includes:

Tofa Suafole Gush Chairperson/Trustee

John Hill Deputy Chairperson/Trustee
Bruce Aranga an2NRA wSLJ

Clare Munro Regional Public Health
Brian Adams Community Re Upper Hutt
Kolitha De Silva Provider rep

11| Page



Clinical Governance Board

The Clinical Governance Board (CGB) is a clinical advisory boardpreiidies advice to the Valley
PHO Board angrovidesleadership and strategic direction fearious PHO clinical programmes.

Key Activities
1. ldentifying areas that require clinical quality improvements and strategies to achieve these
improvements.

2. ldentifying barriers to the success of the programmes and making recommendations to overcome
thesebarriers.

Monitoring the efficacy of the existing change management activities.
Providing advice on the integration of activities with other services/programmes.

Liaising with various stakeholders (including practitioners, practices, DHB, MOH) on diethalf
PHO about clinical projects and issues.

Clinical projects and programmes where leadership, direction and advice to Valley PHO board are
provided include, but are not limited to; the PHO Performance Programme (PPP); Cardiovascular
Screening, Care Rluvarious Services to Improve Access (SIA) and Health Promotion (HP) programs;
Diabetes Annual Reviews and Cornerstone Accreditation.

The CGB meets-hionthly to support the clinical work occurring within Valley PHO programmers
and activities.

ValleyPHO/ D. Q4 OKIF ANJ Dt al N} !dzadAy NBaA3aySR Ay wdzg e
Austin made over the years to the work of this board sincéniteption in 2006s acknowledged

{ Ay O0S (KS establishmen? kh&lBo&a@ and its role innitial governance has widened in

terms of depth and scopéA new CGB Board chair was elected by the CGB members in September

2010 with Cathy Lindsay taking on this role. Cathy is an experienced nurse working in one of Valley

t1 hQa DSYSNIf LINIOGAOSao®

As at30 June 201 Valley CGB members include:

Dr Chris Wright Provider (GP)

DrDavid Young Valley PHO representative/Provider (GP)
John McCafferty Allied health (Pathologist)

Sue Clentworth Provider (Practice Nurse)

Chris Fraei Provider (Practie Nurse)

Cathy Lindsay Provider (Practice Nurse)

Christine Marsters Clinical Quality Manager (Valley PHO)

A focus for the Clinical Governance Board has lteerPHO Performance Management Programme
includingprogress reporting and development for future quality improvemetaishe programme
for Valley PHO
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Enrolled Population Profile

As at the 30th June 201Yalley PHO has a ttenrolled population of 81,656crosspractices
throughoutthe Hutt Valley.

¢CKS G2GFf LINPLRNIAZ2Y 2F an2NAZ tFOAFAO YR [26 LY
total enrolled population or 26,434 Y RA @A Rdz £t 4> 2F 6KAOK Mo | NB an2NJ
live in quintile 5 areas.
Population Demographics
Distribution of Patients by Ethnicity and Age for Valley Pt
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First Level Service

Valley PHO hasl@Practiceswith a total of 50 GPs working with a mixture of pinhe and fulitime
equivalent hours which equate to 38 FTEhere are 56 nurses working a total of 33.15-finlle FTE.
A list ofthe 21 practices antheir fees as at 1 April 2016 providedm Appendix 1

Thetable below provides a ratio of the Fulltime Equivalents (FTEs) Workforce ayailesy PHO
total enrolled population. The table shows the total recorded utilisation of both GP and Nursing
Services for the quarter 1 April 2010 to 30" June 2A0. The total utilisation rate is 0.80.
Extrapolated out, this would equate to every enrolled person witheya®RHO accessing a GP or
Nurse once every four months.

GP Nurse Total

Visits 50338 17074 67412
Utilisation Rate 0.62 0.21 0.83

Over this past year Valley PHO has continued to work closely with practices to assist with the
accurate recording ofitilisation, in particular the recording of Nurse visits shown below. The
utilisation rates are stingly determined by the number of full time equivalents working so when
reviewing the utilisation figures it is important to take into consideration thenber of full time
equivalents.

General Practice Workforce as at 8QJune 2010

Period Nurse FTE

1 Apr to 30 June 10 38.10 30.80
(These figures do not include any locums or regis)rars.

. Ratio of GPs to Enrolled Ratio ofNurses to Enrolled
Period . .
Population Population
1 Aprto . )
30 June 10 1:2126 1:2630

Practice Utilisation
Quarter Start

Date Patients GP Nurse/Other
Utilisation Utilisation Utilisation
Total Visits Rate Visits Rate Visits Rate
01 Jul 2009 80950 55522 0.69 19247 0.24 74769 0.92
01 Oct 2009 | 81117 50054 0.62 17354 0.21 67408 0.83
01 Jan 2010 | 81194 45690 0.56 16740 0.21 62430 0.77
01 Apr 2010 | 81010 50338 0.62 17074 0.21 67412 0.83
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There has been a significant amount of focus on improving utilisation ratesss general practice

over the past year and a half. The utilisation rates above show increases in total and nursing
utilisation when compared with the previous year. This is as a result of the support provided to
practices, both administratively andirtcally.

Average Visits per Patient by Quintile and Age fol

In thisgraph there is a marked Valley PHO for the Apr 10 Qtr

increase in utilisation for the 65+ 2.00
year age group across all the 150
guintiles with quintile 4 having m '
the highest utilisation rate per % 1.00 -
capita within this age group, > '
.. [¢]

closely followed by Quintile 5. 2 050 -

o

>

< 0.00-

00-04 0514 1524 2544 4564 65+

HQl ®EQ2 MQ3 HQ4 HQ5

) L Average Visits per Patient by Ethnic Group and Age fc
This graph shgws 'Ehe utlllsatlovn b)_’_ . VaIIexPHO for the Apr 10 Qtr

F3S | YyR SUKYvROAUE 50 —an2NIA——K}

higher utilisation per capita in the

over 65+ age group than other 2.00
SGKyAOAGASEaD® . 20K an
Peoples have the highest g 150
utilisation rate per capita in the 45
¢ 64 age group.

Average Vis
[EEY
o
o

0004 0514 1524 2544 4564 65+

H Maori H Pacific Island &4 European ® Asian H Other
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Valley PHO has four practices that participate in the Very Low Cost Access Programme. This means
that they limit the fees charged for standard GP consultations to:

Age Band ~ Consultation Fee

Under 6 yrs Free
6yrs to 17yrs $11.00
Over 17yrs of Age $16.50

The practices that participate in this programme as &t 30ne 2010 are:
. Manuka Health Centre
. Petone Medical Centre
. Stokes Valley Health Centre
. Taita Medical Centre

Valley PHO has a number of practices that partigipatthe under six scheme. This means that they
do not charge any fees for a child under 6yrs of age to see a GP. The practices which participate in
this initiative as at 30 June 2010 are:

Avalon Medical Centre Strandcare

Dr H T Snoek Surgery SomaMedical Centre
Fitzherbert Road Medical Centre Queen Street Surgery
Kopata Medical Centre Epuni Medical Centre
Naenae Medical Centre Hutt City Health Centre

Radius Hutt Valley

Practice Liaison and Support

The pactice liaisorteamworks across practices participating in programmes associated with Valley
PHO. Practice support continues to be provided to individual practices in a manner that meets their
own identified needs. This also involves the development of standard systepwespes and
resources for practices in areas such as Care Plus, referral templates, development of a standard
enrolment templateor managing patient registers.

There has been a significant focus jmetient enrolment processs in preparation for the Redés

Audit in 2010/11. Activities have included; a trial practice audit for participating practices, training
sessions for practice staff on enrolment processes, development of practices specific resources,
clarification with Audit and Compliance on pauiar practice issues, provision of regular practice
reports detailing errors in patient registers, as well as practice support for each practice tailored to
their individual needs.

Support of the practicebas continuedthroughout the year Several Valle PHOstaff work very

closely with general practices and a ramjeservices have been provide@hese include:
- Intensive support for new practice managers
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Weekly mailouts to practices providing relevant information, communication on new
projects and edoation sessions, PHO administration instructions

Support and advice for patient register management and PHO administration

One on one support for practices

Supporting practices with Fees Review and Fee notification

Supporting practicewith the implementdion of Care Plus programe and eclaims

for VPHO Projects.

Providing practices with information and resources to enable them to make
informed decisions on:

Very Low Cost Access or Under Six Funding

Utilisation of PHO Services

Management of patient registe

Claiming systems and processes

=SS0 =¢

=c



PHO Performance Programme

The PHO Performance Programme (PPP) is a national quality improvement prografrime
programme rewardsjuality improvement within PH® by measuring improvements in performance
against aange of defined indicatorsAll Valley PH@ractices participate in PPP

AnnualPPP Plan

Valley PHOs Annual PPP Planreviewed and approved each year by Valley PHOs Clinical
Governance Board (CGBRalley PHO continues to meet the programme prereitgss Rerformance
paymentsare distributed as per the payment distribution astlinedin the PPP Annual Plamd PPP
activities continue aagreedin the Plan in association with CGB governance decisions.

Target Setting

Targets are set according toa Ny dzf I OF f Odzf F i SR o6& 51 .b%X FYyR tlhQ.
targets with theirresp® i A @S 51 . Q& ( 2 achigvabtziydals adSstdrdets tbrivalley y R

PHO were negotiated and agreed in December 2010 for the 2011 calendar year.

Individual Practice feedback on PPP performance

Individual practice performance and progression data are provided quarterly to praatice¥alley
PHO Clinical Governance Baatmparave dataillustratingtrends in performanceontinuesto be
provided to support particular indicators each quarter. Practi@escontinually visited to facilitates
changes towards best practice asdpport practices to progress towards tiPP targets. These
visits provide opportunities to talk to practices aboubest practice relating to the indicators, work
through data capture accuracy andhallenges thatare reflected in PPRerformance and to
acknowledgehe excellent work occurring with practices.

PPP updateand prescribing education materiebntinue tobe providedviaquarterly bulletins
preparedindividually to each practicey Valley PH&Clinicalpharmadsts. The PHO bulletins include
information on pharmaceutical funding changes, best practice advice/alerts as well as topical
prescribing issues

Public reporting

Valley PHQrontinues tocollate six monthlypublic repors for DHBNZ. The last report currently
available via DHBNZ is as3df' December 200. Publicreports are available onthe Valley PHO
websiteand provides areat opportunity forValley PHO to show cas®iai dchiedementsand

how the PHO compares to other PHOs nationally via league tables available on the DHBNZ website.

Valley PHO&eyPPPActivities
Due to the success of Valley PHO with PPP over the la$8 trbonths, additional funding has
enabled planning for a number of additional quality improvement projects including:

- Funding to purchase Dr Info Audit tool for all Valley PHO practices for 1 year
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+ Mapping training foivalley PHO staff and mapping of smokstgeening codes to smokimgad
codes in all 21 Valley PHO practices to capture historic smoking data and ensuring accurate
smoking status data capture in the future

- Additional funding for patients requiring cervical screening who do not meet existiggiario
receive free cervical smears.

- Additional funding for high risk populations for CV risk assessment.

. Coordinated clinical facilitation services to help continue to guide process developments for
recalls and screening.

- Practice visits to assist inditor progress for PHO and overall performance

. Development and assistance with query builders

. Establishment and assistance with implementing new indicators (e.g. smoking indicator, CVR,
Ischaemic heart disease, diabetes indicator development)

- Development okpecific projects to support indicator progression (e.g. cervical screening
support package for practices, IT initiatives)

- Provision of administrative data collection support to capture and increase indicator progress

» Facilitation with other relevant pragers (e.g. DHB Immunisation Coordinator, DHBNZ, Data
Management)

. Assistance in practices with quality improvement processes and maintenance of minimum
standards (e.gSix practices successfully undertakeornerstoneAccreditatior)

Summary of Valley PHOPP IndicatoProgressjuly2010¢ June2011

Valley PHO is notably one 8f9% ofNZPHOswho have achieved 00%performance across all
indicator fargets at any given time since the inception of the programme in 2006 is a significant
achievement ad reflects the hard work that continues to occur withiialley PHO and their member
practices Each year the targets are raised according to a formula calculated by DHBNZ who manage
this national programme. As PHO performance draws closer to nationadtsarg becomes
increasingly more challenging to reach the last remaining patients. Valley PHO is at or close to
national targets for a number of its indicators and therefore sees this as a great opportunity to be
more innovative in its service delivery itmprove outcomes for patients and achieve targets set for
this programme.

For the 2012011 (1 July 2@0to 30 June 201) PPP year, Valley PH@scontinued to perform well

in its performance withinthis programme as compared toational data andlocal rates of

achievement. According to the most up to datereliminary dataas at 3¢ June 2011, Valley PHO

KFd NBFOKSR GKS yFdAz2ylf GFNBSG oxdm:0 F2N LaOKI S
needs and total population) and Childhood Vaccinaighigh needs). Valley PHO is approximately

1% off the national target (>90%) for both Childhood Vaccination (total population) and Breast

{ ONBSYyAy3 o6xT7Tm:0 LYRAOFG2NA N8B SEOSSRAYy3I GKS ylI
meeting the nationallt NAS G o xTp20 F2NJ / SNBAOIE { ONBSyAy3a oi2i
off meeting the national target for the high needs population.

+fftSe tlh A&a 06Si6SSy m YR o3 Fglré FNRY (GKS ylFGAaA

Follow Up for bothhigh needs and total population, and is exceeding the national and local DHB
rates for both the high needs and total population.
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Individual Indicator Performance examples
(Official Data Set @ 3bMarch 2011 via DHBNZ website)

Smoking Indicators

Smoking status recorded, brief intervention and cessation suppaiitatorswere introduced as
during 20162011 for information only These were expected to be financial indicators as from 1
January 2011. This was deferred by DHBNZ to 1 July 2011.RH@ekas progressed well with these
new indicators and is steadily progressing toward the 70% threshold for smoking status ever
recorded.

Pharmaceutical and Laboratory Expenditure

Referred Services Indicators (Pharmacology and Laboratory Expenditureexmreted to move

from being financial indicators from 1 January 2011 to indicators for information only as DHBNZ
changed the formula to benchmark these indicators. This change was deferred by DHHBNZ to 1 July
2011. Valley PHO remains within the expectageanditure for both Pharmacology and Laboratory
Expenditure Indicators.

Cervical Screening

This indicator measures the number of enrolled womer629r who have received a cervical smear

in the past 3 yeard/alley PHMas maintained a steady rate of 7466 the Total Population and 69%

F2NJ 6KS 1 A3IK bSSRa t2LdzZA A2y 20SN) G§KS &SI NW» ¢KS
PHO continues to implement new initiatives to increase the uptake of cervical smears for these

women, including free smes for women who fit discretional circumstances and do not meet the

high needs population criterid/alley PH®CervicalScreening rates are abovational ratesfor the

high needs population

Cervical Cancer Screening Coverégietal Population)

= PHO Target

800 7795
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(Graph sourced from DHBNZ PHO Performance Programme Nexus web site July 2011)
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CervicalCancerScreening Coveraggligh Needs)

=——PHO Target
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(Graph sourced from DHBNZ PHO Performance Programme Nexus web site July 2011)

Breast Screening

This indicator measures the number of women@&grs enrolled in the PHO that have had Breast Screening
from Aotearoa NZ in the past 2 yeargalley PHO has achieved the target for the PHO andontinues to
exceedocalHutt Valley BHB andhational breat screening rates. From Jan 2011 the PPP age band for
breast screening will extend to 48 years to align with the National Screening Unit (Ministry of Health)

Breast Cancer Screening Coverdbiggh Needs)

= PHO Target
80.0 -

) 67.85
2 aaa 6587 6638 6589 535 6617 66.68
6275 G128 6149 0L90 6216
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(Graph sourced from DHBNZ PHO Performance Programme Nexus web site July 2011)
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Diabetes Detection and Follow Up

This indicator measures the number of the PHO enrolled population who have been diagnosed with
diabetes and have had a diabetes annual review within the peest (Get Checked or eqaient). Valley
PHO continues to perform well both high needs and totalgpulation, achievingthe PHCtargets set.
Valley PHO continues to exceed the national rates for both populations

Diabetes Detection and Follow uf@otal Population)

=———PHO Target
90.0 -

80.0 76.63

71.90 71.04

0 64-05 64.24 s T

60.0 - ciap ey DOA G118 6035 6161 ©OL

50.0 4

40.0 4

30.0 4

20.0

10.0 4

(Graph sourced from DHBNZ PHO Performance Programme Nexus web srte July 2011)

Diabetes Detection and Follow UgHigh Needs)
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(Graph sourced from DHBNZ PHO Performance Programme Nexus web srteJuly 2011)
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Drinfo

Drinfo aims to strengthen general practice by providing an easy, efficient practice audit and
administration support tool.Valley PHO utilised funding via the PPP programme to fund the use of
Drinfo inthe Practice until early 2012. In October to December 2@hif&e practces were selected

to trial this tool.

All three practices found the tool very beneficial and as a result it was implemented in a phased
approach across the remaining Valley PHO practicesof May 2011 twenty of the twenty one
Valley PHO practices have the tool installed on their PMS and are using it to improve their practice
processes.

The tool is used across all practice domains, administration, population health, and clinical
programmes. Adits for programmes such as Care pl@grvical screening, Diabetes and CVD
assessments have been the most accessed. Feedback from Practice Administration staff has
indicated that the enrolment audits have had a positive effatthe quality of practiceeagisters.

Several training sessions were he&lgart of the roll out of Drinfoas well agroups and one on one
with practice staff

The tool has been very useful in assisting practice to track their individual progress towards PPP
targets. The PPRuatgets are loaded into the tool and each practice can identify how many patients
need to be seen to reach the given target. They can then click on an icon and get a full list of patients
and if necessary filter the list to extract the higher priority patgefor recalls.

\/ !

2 Capitation

@ INFO Valley PHO

Jul 2011 Audit

Diabetes CVD management
management
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Services to Improve Access

Long Term Conditions

Aim
To provide and facilitate a coordinated approach to long term condition management to the
enrolled population of Valley PHO with a focus on preventing additionaiaidities.

To assist practices to support their high need populations with long temditons within the
primary care setting and assist the uptake and coordination of existing programmes.

Target Group
an2NAZ tIIOAFTAO YR [26 LyO2YS LIS2LXS gAGK [2y3 ¢S

Key Activities

e Work with the target population and the generpiactice providers to increase awareness of
self management models and promote the use of the expert patient.

» Facilitate the provision of intensive support to people identified by the General Practice Team
who have been diagnosed with a long term condition

e Support practices to fully utilize Care Plus and other programmes available for patients with
Long Term Conditions and support practices to identify barriers to access services and assist
with addressing those barriers for high needs populations.

e Supportthe implementation and use of a multidisciplinary team approach which includes the
Outreach Nurse, Community Health Workers and General Practice to support the patient with
their long term condition management.

« Work alongside other providers to enable theider General Practice Team and target
population to access information on the services available and how to access the services.

e Assess support needed by the PHO to provide timely and effective care for people with long
term conditions.

Progres20102011

The Long term Conditions service is based on a system of relationships and liaison frameworks that
has been developed with General Practices, secondary care services and community service
providers throughout the Hutt Valley and the wider region.

A key component to this service is the clinical facilitation work of the Outreach nurses. The nurses
have developed strong links with Practices and promote vanagrammesthat are available to

the patient population of the Practice. Care Plus, Cardiovasdrisk assessments and Diabetes
annual reviews are some of thirogrammeshat are being used more by practices than in previous
times.

Enrolment in theseprogrammesis seen to be extremely beneficial in assisting patients to attain
positive results inmanaging their Long Term Conditions.

24| Page



Drinfo (see further informatiorearlier in this report) an auditing tool, has been very beneficial to
Practicedn identifyingpatients who would benefit from enrolment to these and oth@ogrammes
available via ValleRHOand Kowhai Valley Widerogrammes

Earlier this year the Long Term Conditions coordinator attended a conference that had as its keynote
speakers some internationally recognized experts in the global issue of Long Term Conditions.
Recommendations frorthis conference have been embraced by Hutt Valley DHB. A group of health
care professionals and providers in Hutt Valley DHB area, including.ahge Term Conditions
coordinator, are meeting to investigate ways in which these recommendations can be ddafue
management of care for patients with Long Term Conditions.

Skin Infections

Nurses from ValleyPHO, Family Care, Piki Te Ora and Tamaiti Whangai, collaborated to submit a
proposal to the Nursing Innovation funding panel of Hutt Valley DHB inthiayear. Te funding is
provided by the Hutt Hospital Foundation Trust. The group was successful and have embarked on a
project that has the official name aReducing the burden of serious skin infection in the Hutt
+tlffSe¢o

The aim of the projects to impove skin infection managemeriy educating health providers,
patients and families. The expected outcome is to have a positive impact on Ambulatory Sensitive
Hospitalisations (ASH) at Hutt Valley DHB.

The project will identify serious skin imfiion guidelines and promote consistent information. This
will involve linking with other clinical groups which includes-segional DHBs. At the same time
the group is connecting with Regional Public Health to identify key data which will be collected
monitoring and evaluation purposes. The project will be trialled @itot practice later this year.

' 334Aa0GlyO0S FT2NJ/ KNRARAOGOKIZNOK GNBFdzZ3SSaé
As in other areas of New Zealantietearthquake in Christchurch resulted in a number of people
arriving inthe Hutt Valley and needing to see a GP.

The DHB agreed to pay the consultation fee for those seeking niedidd St LJ F YR YI ¢ KI A
volunteeredto manage the payments to practices for this initiatiBringthe period £ March to

31° March, 69 patients received funding and various types of support for health issues relating to
the earthquake and ongoing long term health conditions.

Outreach Nursing

Aim

To reduce health inequalities and improve health outcomes by improving access tpdare services
for high need groups within the PHO, who are not currently accessing care or accessing it in a limited
way proportional to their health needs

Target Group
an2NAZ tIOAFAO tS2LXSa FtyR GK2asS Ay vdAyidAatsS p
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Key Activties
- Work with key organizations to identify people who are not accessing primary health care or are
requiring education and support to work with their primary care provider. This includes:
Y Valley PHO General Practices
Y Wider Community Organisations, ideRA Y3 2 Lb% IyR bDhQa
Y The PHO team; such as the Wellbeing Service, Community Health Workers and Health.
. Provision of assessment, follewp, health education and promotion, community liaison,
advocacy services and diseasanagement visits for identified imdduals and their whanau.
- Provision of nursing support at the Orongomai Marae GP clinic.

Progres20102011

Patiens referred to the Outreach Nursing Service, are those who find accessing Primary health care
difficult, either because of financial restnaj lack of understanding of the system or due to other
issues that have a greater priority than their health.

These patients are assisted by the Outreach Nurses to link back to their main primary care giver,
support the patient in accessing health programmes, and provide links with other services which can
improve health outcomes.

Although individual patients arreferred to the service, the service takes a holistic or Whanau Ora
approach to health, and work very closely with Whanau/family to ensure that everyone receives the
advice and support they need.

Outcomes Achieved

During this reporting period, the Outaeh Nurses havachieved one of the services objectives,
which was toincrease the numbers of Valley PHO Practices referring to the service. All but one
practice now refers directly to the service, although patients registered with this practice have been
referred by other agencies. We remain positive that once the practice recognises the success that
the Outreach Team can achieve with patient outcomes we will begin to receive direct referrals.

Referrals from other agencies have also increased, and forsendce in particular we are their
preferred provider. Other agencies referring to the service include: Hutt Valley DHB, Regional Public
Health, Mission for Seniors, Care Coordination as well as other services provided by Valley PHO and
secondary servicesf Hutt Valley DHB.

The chart below shows the number of people accessing the service each month and shows an
average of 77 patients seen each month.
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Ethnic breakdown of patients seen by the outreach nurses

Ethnic breakdown of patients seen during July 201
and June 2011

H Maori

B pacific

k European
H Other

Pacific Peoplesemain the largest percentage of people who access the Outreach Nursing Service
and the service is fortunate to have two Pacific Nurses. There have been a number of activities and
events during the year that all of the Outreach nurses have been a paiticafding: Pacific
Wellbeing day, Te Ra O Te Raukura health day, Orongdaraie, Sunflower Day with Kopata
Medical CentreWaitangi day celebrations. The nurses have also been available for two Saturday
morning clinics at Valley PHO practices offeringdidaascular Risk assessments to the Pacific

population of the practice.

The European population, seen in the above chart, reflects those who are living in a quintile 5 area of

the Hutt Valley, and also have issues accessing primary health care.
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Mums4mums, and various others where nursing expertise is required.

Linkages and Relationships

The Outreach Nurses maintain strong links with various service providers nohdhky secondary

sector but also the vast number of groups who provide services in the community. These include,
odzi FNB y28i ftAYAOGSR G2V {G W2KyQa ! YodzZ I yOST
Coordination; Upper Hutt City Council; ED at Huttspital; Cardiac Rehabilitation Service; Older

Persons Rehabilitation Service; Refugee Services; Respiratory Service; Complicated Discharge
tfFYyyAya [/ 22NRAYFG2NIT an2NA FyYyR tFOAFAO !yAada |
Net; Wellington CityMission; Regional Public Health; Interpreting Service; Life Unlimited; Pacific

Health Service; Te Omanga Hospice.

Preceptorship of Student Nurses

The Outreach Nurses have for a number of years offered a preceptorship and mentoring role to
nursing studers. Students Nurses from Whitireia have come to observe the role of the outreach
nurse, which is a relatively new role in primary healthcare.

The team feels that as Registered nurieere isan obligation to mentor students. The students get
real firsthand experience of what the meaning of deprivation is and discover the barriers for
accessing health care that many of the patients we support face.

Packages of Care

Aim
To reduce the financial barrier to access health services for those on a low income.

Target Group
a n 2 Pacific Peoples, Quintile 5 enrolled patientsable to accesgrimary health care or
prescribedmedicationdue to a cost barrier.

Key Activities
. Targeted funding to meetthe costs of prescription medicines, GP or Practice nurse
consultations, and Pneumovax vaccines.
- Provision of funding to cover financial barriers to access primary health care.

A package of Care, (POC) is a funding stream aeaitaphtients who are facing financial barriers to

accessing primary health care. A POC can be made availgiaédaots accessinmany of the Valley

PHO servicewhen there is an identifiable needo receive POC patients must meet the Services to

ImproS | O0Saa {L! ONARGSNARAIZ an2NAZ tFOAFAO tS2L)X Sa

Provision is provided to cover the costs of prescription charges for patients who meet the SIA
criteria. This year has seen an increase in the applications recgixvethainly, it is supposed, to the
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Patients can have funded visits to their practice health providers if the outreach nurse assesses the
situation and feels that the patient needs to be seen. Org&rarequests for this funding have been

in great demand.

Also available under this funding is the Pneumovax vaccine for patients who have been identified as
having Chronic Obstructive Pulmonary daise and meet the SIA crite. This funding has been
available to Valley PHO patients for a number of years, requests for this funding has lessened during
this year. The table below outlines the packages of care arranged for patients

POC Number Cost
approved

Prescriptions 53 $656.63

GP/PN visits 37 $1,205.69

Pneumovax 14 $931.46

Cardiovascular Risk Programme

Aim

The aim of the Cardiovascular Risk Programsm® increase the rates of cardiovasculsk (CVR)
AONBSYAy3 YR YIylF3SySyid T2N iKz2aS ARSYGATASR I &
screening and management services #om 2, Racific People and/or people living in Quintile 5

areas.

Key Functions

The Valley PHO CVR programmethese main functions:

e To promote awareness of cardiovascular risk and cardiovascular risk factors;

e ¢2 AYONBIAS (GKS NIXYGS 2F OFNRA2GFaOdz I NI NR&]l | aa
e To provide education and support to peoplersk of cardiovascular disse.

To fund this programme the PHO has utilised a combination SIA, HP addPBHbrmance
Programme funds.

Target Group
A free comprehensive cardiovascular risk assessment and follow up education session at their
General Practicas provided to patierg ifthey meet the following criteria:

¢
N

. an2NRAZ LYROMITAOYIst 88 YR YIESa 6AGK 1y26y NR&]L

« an2NARI tIOAFAO 3 LYRALY TFSYIxSp &§RNEFSYLIf Sa
. Nona n 2 NRA  kPyoRic maks/iQuintile 5 (with no knowNRA 21 FF OG2NRO X np

! From 01 August 2011 patients with known risk factors (who are not of Maori/Pacific or Indian ethnicity) will
no longer be eligible for free checks under the Valley PHO Cardiovascular Risk Programme. This change in
eligibility criteiia is due to a reduction in funding available through the PHO Performance Programme
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All other patients who meet the recommended age for CVR assessment are encouraged to arrange
an appointment for an assessment but are advideat there will be a fee for the service.

Progress 200-2011

CVR Assessmengésd Education

A number of serviceare providedto supportCardiovascularisk assessment in General Practice this
includes:

e Provision ofPredic®a practical and effective GMiabetes Electronicli@ical Decision Support
tool.

e CVR Assessment Training for clinical staff
¢ CVR patient and clinician resources;
e Predic®Trainingand support for practice staff

As at30 June 2011 #otal of 4971 patients hal been screenedising the PREDICT CVR electronic
clinical decision support todl This equates td7.45% of the 3,479 patients in Valley PHO that
meet the NZGG criteria for a cardiovascular risk assessar&h80.95%of the eligible high needs
population It should be noted thenumber of eligible patients identified in Predict has increased by

1121 patients since July 2010, making it more challenging to increase the percentage of patients
screened under the programme.

6000 Accumulative Number of CVR Assessmer

5000

4000

3000

2000

1000

|

I~ 00O O 00 00 O W O O OO O OO OO ©O O O O O O d «H
O O OO0 OO0 o000 o0 o000 dd A dA dA A A d -
P8 ES538858:58838505885¢
AL 0L <, g0 nauLu <, g0 uL <™
=¢=Total All ==s¢=Total HN =#=Total KR ==e=Total Indian

The number of CVR assessments has averaged di@sanew assessments per month since July
2010. Most of the patients assessed (78%) meet the eligibility criteria for a free assessrent.

aim for 2011/12 is to increase the number of CVR assessmerisléast 150 per month and will
work with practices to achieve this target.

2 The Valley PHO CVR Programme only reports on patients assessed using PREDICT, the PHO Performance
programme data also includes patients who are assessed using othersG&$ment tools.
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As free checks are available to high needs patients, the majority of patients assessed are high needs:

21%2 F I ff LI GASyGa aoONBS ywdPrifidigandrahii®bQuittileBSInth&€ Sy an 2 N
LI &G &AE Y2yiK&a G(GKS LINPLRNIAZ2Y 2F G20KSNE LI GASyi
YdzYoSNJ 2F LI GASyGa 6A0GK alyz2sy NRal] FLFHOG2NERéE O0SAY

Valley PHO Patients CVR Screened by Ethnicity
Quintile

H Maori | Pacific Islandem Indian & Quintile 5 (non MPI1)d Other

The majority of those pagnts assessed under the Valley PHO Program@ié)Bave been identified
as having a 5 year CV Risk Raiifif)%. Detection of high risk enables patients and their health
professionals to work on recommended health interventions and hopefully reduckkélgnood of a

cardiovascular eveniThose with risk ratings over 15% need to have clinical support/intervention to
reduce the likelihood of cardiovascular disease.

CV Risk RatingScreened Patients

H<10% ®10-15% & 1520% H20-25% H>25% @ Clinically High

The level of CVD risk assessed varies between populations. Notably the level of risk reported in the
high needs populations is higher than in the general patient group. Of significant concern is the
number of patients living in a Quntile 5 artratarel 3 4 S&daSR 6AGK | aOt AyAOl @
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CVD Risk Attributed within High Needs Grouj
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Cardiovascular Health Promotion
Awareness of cardiovascular risk and risk factors has important links to Health Promotion.

In February 2011, Valley PHO once again ran a heart health promotic
OFYLI A3y fAY1SR Ay HAGK b¥% 1 St NI
starting on 07 February and ending on 13 February 2011. The message fr
GKAa @SFENRa | SFNI C2dzytRdSi AR NIFoYN
focussed on the impact premature heart disease has on New Zealar
families. Valley PHO was involved in a number of heart health promotio
activities during the week including: assisting with doing heart health check
atTeRaoTeRa dzZNJ T NMXzyyAy3 | t I OAFAO af
cardiovascular health; and promoting Heart Health Awareness at Valley P+
general practices.

Following on from the success of the Pacific Mens Health Breakfast, wo
was initiated on running Ré#fic Heart Health Clinics. The first Pacific Heart
Health Clinic was held at Epuni Medical Centre on 28th May and the seco! i
clinic at Petone Medical Centre on 11th June. The clinics were vel j.
successful and resulted in 39 patients receiving a cardioNas risk
assessment and important heart health messages.

See the Health Promotion section of this report for more detailed
information on CVR Health Promotion activities.

32| Page



Dietetic Service

Aim

The Valley PHO Community Dietetic Service suppgbgsvision of Valley PHO lworking alongside
+ £ fSe t-discigidary ¥eariGéreral Practiceeamsand community providersvith at risk
clients who are requiring dietary educatiamd support.

Target Group

Individuals who are enrolled with Valle t | h K2 N8 an2NA 2NJ tl OAFAO LJ
have a chronic disease, or are at risk of developing a chronic dis€asmity is givento people

taking part inthe CarePlus program or who have had a Cardiovascular Risk Asses&uafartalsor

at riskchildren and young peoplare encouraged.The service was at no cost to the patients or

participants.

KeyActivities

The dietitian service provided community
based individual nutrition counselling and
supported health promotion nutrition and
lifestyle change programmes. This included
activities to develop food skills for making
healthy food choices such as cooking
programmes and supermarket tours. The key |
areas of work were: individual patient care, §
Health promotion and group work andork
with General Practice

Progress 201Q 2011 Period
A 0.8 FTE Dietitian service was provided from July 2010 until March 2011 and a 0.6 FTE Dietitian
service was resumed in early May.

Individual Patient Care

The Dietitianservice worked with patients and their families to enhance-selhagement strategies

for the purpose of preventing chronic illness and supporting lifestyle chandgstients were
provided with dietary advice and supportduring individual consultation ssions. Family
members/whanau were encouraged to attend so that the person would be supported to make
lifestyle changes in the family/community environment. Tdietitian worked collaboratively with

the Healthy Families Coach to support people to inceelevels of physical activity and to make
healthy food choices.

Patients were referred to the servidey GPspractice nurses, outreach nurses, community health
workers, secondary care, self referral or ott@@mmunity Providers Regular communicatiowith
referrers and Valley PHO team ensured that the target group received a continuum of care and
received specialist assistance as and when required.

All referrals to the dietitian service with few exceptions were for patients requiring weight reductio
to prevent or manage long term conditions such as cardiovascular disease and Type 2 diabetes.
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Regular clinics were held at the PHO office and Valley PHO General Practices. Approximately a
guarter of the patients were seen in their homes. Follow ugsgms were sometimes provided by
telephone. Patients were supported to develop skills for purchasing healthy food through attending
supermarket tours and skills for the preparation of food through participation in the Kai Club.
Assessments of individlsareferred to the service usually occurred within a week of receiving the
referral unless thee was difficulty in contacting thpatient.

The aim was to provide services in a manner that was empowering and respectful to whanau and
met individual needs A formative assessment of the service with quantitative and qualitative data
collected from referring medical practices and a randomised sample of patientgsgdgo evaluate

the effectiveness and reach of the Dietitian servidéhe results indicatedhat the ®rvice was highly

rated in the standards and usefulness of the seraicd wasseen as meeting the needs thie target
patient group

Out of the 17 patients sampled, 15 noted improvements to their heakha result of seeing the
dietitian. When asked about the changes made in eating habits all respondents noted some positive
changese.g.eating less fatbeing more aware of their eating hahitsating more fruit, vegetables

and fibreand eating smaller portions. All but one patient had someonfidence in their ability to
continue with the progress made so fahll patients whowent on a supermarket touiound it to be
useful.

During the 201611 year, there were 191 referrals and 7p@tient contacs within the target
population. Over two thirds of patients were of Maori or Pacific ethnicity and 08686 of the
individuals come fronalow income background (Quite 4 or 5).

Health Promotion and Group Work

The dietitian worked alongside thelealth Promotion and otheWalley PHO teams tdadentify
community needsand then to develop and deliver health promotion progranihie dietitian
delivered group sessions to a variety of audiences from the target population and to patient groups.
These sessions were often carried out ast pd a multidisciplinary team in a community setting

The key messages were to promote healthy food choices and disease prevention by increasing
awareness of healthy eating options and the positive effects on long term health.

The successful Kai Claboking programme to develop
Ot ASyGaqQ LISNa2yIlf alAffta
budget was run in Taita and in an Upper Hutt Maras
Evaluation data indicatethat the programme resulted in &
new learning and behaviour chargjim the participants. |
Three lay nutrition advocates emerged from the gro
and took leadership roles in the Kai Clubwo patients
were supported to attend a Pacific Heartbeat sho
Nutrition course and found this extremely helpful fo
their personal health goals. ; LiveSmart @ New World

LINS LJF NI

Recipes, food preparation and cooking demonstrations, = . ... _ . . b members
were delivered as part of the support group programmes;,moting Live Smart at Wainuiomata New
for the Valley Mumssupport group, two sessions of the
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Upper Hutt Diabets Groupand one at theWainuiomata Community éhtre Footprints Health
Project. The Dietitian assisted with two ikesmart promotios in Supermarketdy providing key
nutrition messages, editorial advice and revi@k the recipe booklet produced as part ofe

promotion. The dietitian also facilitated the participation of the Kai clab one of the community
groups in the Live Smart promotionA Kai Club membewas supported to speakn Wainui FM
about their health journey anai Club.

Supermarket tourcontinued to be an effective means of delivering nutrition education anere

held montHy in the first half of the year All individual clientsvere offered the option of a
supermarket tour to support healthy food choicasd they were also advertised fractices The
evaluation showed these tours to be an effective means of nutrition education for changing
behaviours

The dietitian worked alongside General Practice to identify and manage clients who required dietary
advie and linked patients with the Valley PHO Cardiovascular Risk Assessment Programme, CarePlus
and other PHO programmedollaboraion with Valley PHQeam members such as theutreach
teamsand the Healthy Families Coach engslserviceswvere delivered ina timely and coordinated

manner for effective lifestyle changeEstablishing dietitian clinics at practicesWainuiomata and

Upper Huttimproved accesgo servicedor somepatientswithin the target group.The dietitianalso

provided education to healthcare professionals about food and nutrition.

Interpreting Service

Aim

To ensure that patients who speak a language other than English receive health information

accurately and in a culturally appropriate manner.

Key Activities

1. Provision of the 0800 language line number for practices to access free of charge.

2. Promotion of the use of language line and the importance of the provision of interpreting services
for people with language as a barrier to access primaaltheare.

Progress this period

In total over the 2010/11 period the service was ug&dtimes. Therequests for interpretersvere

for a wide range of languages. Over 2010/11, interpreters were requested for the following
languageg; Cantonese, SpanisWandarin, Chinese Dialects, Lao, Farsi, Samoan, Somali, Burmese,
Arabic, Cambodian, Korean and Hindi.

The languages most often requesting interpreters were Spanish, Cantonese and Mandarin.
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Range of languages interpreter requests recieved b
Language Line

Cambodiab, Korean, :ﬁindi, 1

Burmease,
Somali,
Samoan, Cantonese, 17
Farsi,

Lao,

Chinese dialects,

Mandarin, 9

Spanish, 37

Cervical Screening Programme

Aim
The aim of this initiatives to increase the rates afervical screening in ValleyPHOin the High

need<population6 @ NBY2@FAy3a (GKS O02aid éathNdNbe$aNgEt pdpiNaBov,2 G A y 3

and increasing the workforce able to provide cervical screening.

Target Group
- a n 2 R&ific and/otow income women who are eligible for a free cervical smear.

- Nurses wanting to become a qualified smear taker, or those already qualified who need to
update their knowledge.

Key Activities
The initiative includsthe following:
- Provision of support to Practices to increase the rate of cersirakening
- Provision of free or low cost cervicareening for high needs women.
. Smear clinics at Orongomdilarae and transport and support byé Valley PHO Community
workers
- Funding foPracticeNurse cervical smedraining
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Progress 200-2011

Excellent progress was made again this year with a significant increase in the number of cervical
smears done. There were 247 more cervical smears done than the previous year. The increase in
screening numbers reflects the promotion and support given to practices and also the hard work of
the practices in recalling women for cervical smears.

The funding for nurse training has been fully utilised in the past year which is an excellent result and
having more smear takers can only contribute positively to this programme.

Outcomes Achieved
In the period 1July 20100 30June 2011 1057 §h needs women were screened.
Of the women screened:

. 2946 SNB an2NR
+ 348were Pacific Island

» 110 were European

. 153 wereOtherethnicity

The following graph shows a comparison of ethnicities over the past four years. There is a continuing overall
increase with the most significant increase being in the number of Pacific women screened.

Cervical Screening by Ethnicity
2010/11

Ma n 2 HPacific M European ® Other
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Evaluation Valley P8 Cervical Screening Support Programme

An evaluation was undertaken for the period 1 July 2007 tb&Me 2010 to ensure that continuous
quality improvement is an inherent part of service delivéoy this programme. The aims of the
cervical screeningrpgrammewere met with excellent resultsvith the increasing number of cervical
smears being done annually. This is clearly demonstrated in the graph below:

VPHO Cervical Screening tot:

2007-2008 20082009 20092010 20102011

H JutDec ®JanrJun

Recommendations arising from the evaluation are:

1.

2.

To continue with the Valley PHO Cervigalear programme under SIA funding

Continue promoting the programme to practices and discussing individual practice
requirements re clinical facilitation on a regular basis every three months to maintain and
further improve the number of cervical smears.

Further develop linkages with the Regional screening Unit with regard to working closer
together; in particular focusing on high needs women and professional development for
nurses.

Continueto monitor closely the use of the programme and determine whictices may
require extra support or clinical facilitation from the Valley PHO team.
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Wellness Checks

Aim

Toassisan2NAZ tIFOAFTAO YR [26 LyO2YS LI GASyda IyR

health care services available to thefhe aim isto optimise their health and wellbeing via a
comprehensive nursing wellness check by;

« Introducing the patient to the practice

« Reconnecting with the patient if they have not been seen for three years

« Enabling continuity of care for patients

« Wellness plan for screening / recalls and funded programmes the patient is eligible for

« Recording patient history and classifications

Target Group

. Priority one:a n 2, Ra&kific and Low Income peeplnew to enrol with Valley PHO

- Priority two:a n 2, Rakifiand Low Income peoples eried with Valley PHO and not seen for three
Years

Key Activities

1. Practices thatare participating in the programmiavite patients in the target populations who
are newly enrolled to attend funded consultation for a wellnessheck Theclinicianprovides
a holistic and comprehensivieealth assessmentThis may include screening requirements,
eligibility for programmes, immunisation stataad referrals to other PHO services.

2. Patients who havenot been seen for 3 yeaend arewithin the target group may also be invited
to have a wellness check

3. The nurse refers into appropriate services and initiatives as required and ensures that the
patients full medical information is on the practice management system so that clinicitns wi
the practice can deliver timely and effective service

Progress this Period

There has been significant progress with this project over the last year. Following the Advanced
Form being piloted at practices it was revised and some additions made. dstenotable addition

was to link it to an Advanced Form for Smoking Assessment that Read Codes Current Smoking Status
and Smoking Cessation Activity.

The Wellness Check Advanced Form is now in 11 practices. The total number of Wellness Checks
from 1 July2010 to 3¢ June 201590 Wellness Checks for new patiemigre completed The range
was from 12¢ 44 per month with an average of 25 per month across the period. The Wellness
Checks identified that the following screenings were due now or overdue:

e 105women were due for cervical smears

e 116 adults were due for cardiovascular risk assessments

e 26 adults were due for their Diabetes Annual Review

All patients who receive a Wellness Check have their smoking status READ coded in classifications
and brief advie and cessation support are offered if appropriate.
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Patient Wellness Checks by Ethnicity
2010/ 2011

Han?2
H Pacific

i Low Income

While the Wellness Check is funded for the targeted groups, it can also be very effectively used as a
G222t F2NJ 0K2aS LI GASyida y2G TFTdzyRSR® LG LINRPODARS
and wellbeing in Medtech for when the patient is negen by the GP or practice nurse.

Text 2 Remind

Aim
Text 2 Remind is a Short Message Service software tool for general practice. It is built into Medtech
and can be used as a reminder for appointments, sending recalls or targeting particular groups of
patients.The support package that was utilised by practices included:

e Funded monthly support fee

¢ Funded bundle of texts depending on the practice size

e Monthly monitoring of usage

Target Group
Mnori, Pacific and Low Income people.

Key Activities
The key activities this period asemmarised below:
1. Ongoing support and advice to practices
2. Monitoring usage of Text 2 Remind
3. Promotion to practices not already using Text 2 Remind
4, Ongoing liaison with Vensa Health re usage of Text 2 Remind and arg/ issue
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Progress 200¢ 2011

Over this period 14racticeshave usedrext 2 Remindt has been used in varying ways at different
LIN OGAOSad CSSRolFO1 FNRY LINFYOGAOSa KIFa AYyRAOIFGSR
NEI OKé¢ LI (A S yaie Soine éxéntplestoltyipés dfdekty s@nt:

Consent to text

Appointment reminders

Blood test due

Immuniation reminders, including HPV

Injection reminders eg. depo provera

Results, both Xays and blood tests

Care plus appointments

Diabetic Annual Reviews

Flu vaccination reminders

CoNOO~WLDE

The number of texts used has varied in practices, with some being more confident in using this tool
than others. Practices have had ongoing support which has included practice visits to provide
ongoing training, problem solvingnd facilitation to use Text 2 Remind in different ways.

At the end of the funded period 13 of the 14 practices thaléd text 2 Remind have decided to
fund this tool themselves which is an excellent result.

GP Locum

Aim
Tosupport and maintairthe GP workforce within Valley PHO by the provision &Falocum service
for the providers within Valley PHO.

Target Group
Valley PHO practices

Key Activities
Coordinationof the GP locum service including:
- Booking arrangements and rostering for the lociand arranging contracts for each
placement
- Monitoring usage and payment Ipyactices
- Arranging and ensuring appropriate professional supervision and comprehensive induction
and orientation plan if required
+ Recruitments costs

Outcomes

We have been unable to recruit a ftitne GP Locum for this period. However we are assisting a GP
to locum through practices by advertising, communicatiamg liaison with practicesReports from

the GPs who have used th@P locum have been extremelpsgitive and the need has often
outweighed the availability of the locunhocum coverhas been providedor 8 different practices
overthe 28 week period that the locum has been availabléhis als@nabled a single practice GP to
receive cover for a londelayed operation.
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Community Health Workers

Aim

The purpose of this service is to develop and maintain collaborative relationships with Valley PHO
Practices and other health providers to enable the facilitatiorappropriate access to primary
health cae for at risk patients.

Target Group
+ffSe tlhQa dGFNBSG INRdAzL) Ay Of dzRS LIS2LX S SKAOK |
experiencing barriers to accessing primary care.

Key Activities
The key activities for the Community Health Workams as follows:
e Advocatingvith WINZ and other Government agencies.
e Assessingcurrent social problems and difficulties and help to address these needs
through agreed individual Care Plans.
e RespedngllJS2 L} SaQ K2YS | yR LINRARZI O o
e Coordinaing health needs.
¢ Referingto appropriate health providers, community groups and organisations.

Over the past year, the team has remained at a total of 3.8 FTE Community Health Workers covering
twenty-one Practices, and has the following components to the service:

e Patient Care

e Community Development

¢ Working with General Practice

e Working alongside other Service Providers.

Patient Care

Assessments of individuals referred to the service take place within 48 hours upon receipt, after
which culturally appropriate short term terventions are achieved via working with patients and
their whnnau/aiga either in their home, the community or by phone.

¢KS (8B&IQEOG Fdzf | LILINRBI OKSa gAGK LI GASyda FFEOAEAGL
social needs, which in turn gerates the motivation necessary to resolve referring issues and

achiewe positive individual and wjmau/aiga
outcomes. Community Health Service
Ethnicity of patients Jul 2010Jun 2011

In total, staff made 3446 various contacts t
patients over the past yeafThe top six main
reasons for patients seeking assistance

advocacy, financial difficulties and constraint
lack of family support and support structures
and housing.

S i K ypatiénk corda@sremai®s high
2dzNJ GF NBSG L2 Lzt |+ (

¢ K
Ay
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and Pacific Peoples (25%), with the remaining nuemb of Other (38%) patients representing our
Quintile 5 population ananost at riskgroups who experienceongoing health, finance, and social
difficulties

The service also developed a Patient Satisfaction Survey which was distributed to patientssin Engli
and Samoan. The patient feedback from these surveys was overwhelmingly positivéigith
servicesatisfaction andh service recommendatioto others.

The service continues to work with a range of differenganisations and providers to meet the
needs of their clients. These include but are not limited to:

Age Concern, Barnardos, Birthright, Child, Youth and Family Services, Community Mental

Health, Earthlink Inc., Folau Alofa Trust, Great Start Taita, ktpiew Zealand, Hutt City

[ 2dzy OAt X 1 dzid /Ade 22YSyQa wS¥FdzaSsz 1dzid =L ffSe

| 2dzaAy3Z an2NRA YR tIFIOAFAO I SIfTOdK | yAdGas {20Alf
Marae, Life Unlimited, Lower H&t2 Y Sy Q& WorR ghd Nddrie (Naenae, Lower Hutt

and Wainuiomata offices), Ngati Kahungunu ki PonekéJiq@e, St. Vincent de Paul
02FABKSildz FyR {2154 +FfftSeuvr {GNBY3IIGKSYyAy3a CIF YA
O Te Maungarongo Support Services, Time Out,itelVellington City Mission (Mission

for Families and Seniors programmes).

The team has also been involved in a variety of activities such as our mbhihig Support group,

Pacificand MaoriDiabetes groupsRacific Wellbeing Daypamoa Capital Radip,i ® W2 Ky Q& | dzi i +
Sunflower Month Event, and regularly attending and actively participating in various monthly or bi

monthly network meetings for maintaining pertinent work relationships and keeping abreast-of up

to-date community developments. Netwomeetings attended over the year include:

Community Health Worker&klder Support (Lower HuftHutt and WellingtonCouncil of Social
ServicesHutt Valley Community Law Centidutt Valley Family Violence, Seniors Action Forum
(Upper Hutt) WainuiomataSocial Services, and Wellington Prisoner Reintegration.

Over the past year, staffave worked hard to establish and/or further strengthen connections and
key contact points within their allocated Practices. This has beemasmthiby making regular visits,
where various practice staff are provided with feedback on patient progress, difficulties, and
discharge plans. Stdffave also made use of other visiting opportunities such as hand delivering new
flyers and brochures on beliaof other Valley PHO teams. As a result of these visits, we have seen
an increase in the number of General Practices referring to the service with 11 practices referring
patients over 2010/11.
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Community Health Service
New referral sources for Jul 202Qun 2011
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Along with similar volumes of General Practice and irderaferrals from other Valley PHO services,
NEFSNNIfa KIFI@S +fta2 o6SSy NBOSAGSR FTNRBY | ydzyo SNJ
Health Development Unit, Social Work, Psychology and Healthy Housing Departments, as well as
Pacific Health Servic®/ellington City Mission, HNZ and WINZ.

Service Evaluation:

The service has also developed a Referrer Satisfaction Survey this year, with a 50% feedback
response. On the whole referrers found Community Health Workers to be approachable,
professional, culttally sensitive, sensitive to the patients needs and easy to understand. Results

from the Service Satisfaction section found the referral form easy to access and complete; referrals
acknowledged in a timely fashion; assistance given promptly; and refexmemes regularly updated

on patient progress, concerns and/or discharge plans. 100% of the respondents stated they would
NEO2YYSYR G(KS aSNBAOS G2 2Mykctend aredripiegsedOvahvibeSy a4 Ay
delivery of seinice and appreciate the effts made byalleyPHO to engage them with a medical
LINy OGAGA2YSNI Ay | GAYSEe& YIFIYYySNET GaDNBIFG aSNBAO
@dz2t Yy SNI 6t S LI G GasT Gaz2ai RSFTAYAGSTE @ £ f € > t
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Transport Service

Aim

The aim is to improve access to health services for enrolled population of Valley PHO by providing
free transport to patients for whom the lack of transport is a barieattending health services.

Target Group
an2NAZ tFOAFTAO tS2L) Sa 2NJ LIS2L)XS 2F 26 az20A2S502y
experiencing transport barriers to access health appointments.

Key Activities
« Coordinate referrals from GPs, Practice Nurses, Outreach Nurses, Community ¢tealth
Social Workers.
- Provision of transport to and from primary and secondary health appointments.

Progress this Period

Wellington Free Ambulanc@VFA)has continued t@rovide transport for the target populatiofvia
their contract with Valley PHQOwith Community HealthWorkers and Outreach Nuisg staff
providing additional transport to some patients as and wlagpropriate within their ervice.

Work has continued ovethis year withCommunity Health Worker®utreach Nures and Practice
staff to ensure that eligible patients requesting the use of the service have in fact, no other transport
options available to them. This includes development of resources for praedi on alternative
transport options, analysis of utilisation trends and facilitation with general practieesitive
feedback was received from practices about the resources provided this incdifedik you so

much-6 SQ@S vy Sibdofro tolgiKerodt topatientsfora 2 YS GAYS y2 6 dé

Number of trips per month
Jul 2010 Jun 2011

120 This graph highlights the

100 consistency of utilisation

80 each month: a total of 885
' trips were made with an

60 ] average of 74 trips per

40 - month.
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The Community Health Worker staff followed up the Weekly Mailout flyien a personal delivery
of copies of the Alternative Transport Options brochure to each of their allocated Practices.

A huge achievemerthis yearhas been extending the service to include7afutt Valley Community

Podiatry Clinics. Prior to th€linO ast@rt date of ' April 2011, each clinic received a visit which
coveredtheir personalised Referral Form, eligibility criteria, and copies of the Alternative Transport
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