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/ƘŀƛǊΩǎ wŜǇƻǊǘ 
 
 
 
 
 
 
The pace of change has continued in the primary health sector. As at 1st July 2011 Valley PHO no 
longer has any contracted providers or an enrolled population.  In December 2010 Valley 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 Valley.  This was not able to be 
delivered because Ropata Medical Centre joined Karori Medical Centre to form Cosine PHO in 
January 2011. 
 
Work continues with the new PHO, Te Awakairangi Health PHO, to ensure that the excellent work 
done by the previous PHOs in the Valley continues.   
 
The Valley PHO Board decided in 2010 that continuity of service 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 providers.  As the 2011 financial year drew to a close it was still 
unclear as to whether this is able to be delivered. 
 
Transitional arrangements are in place for 2011/12 year so that our former providers will continue to 
access the same range of service.  This means that the Valley PHO Board will need to maintain a 
watching brief to ensure that our goals and mission will continue to be delivered to our local people. 
 
 

 
Hans Snoek 
Chair 
Valley PHO 



DŜƴŜǊŀƭ aŀƴŀƎŜǊΩǎ wŜǇƻǊǘ 
 
 
 
2010/11 has been a year of change for Valley PHO.  Work 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 continued to support general practice through the provision of clinical 
facilitation via the PHO Performance Programme, the Outreach Nurses and through Cornerstone.  
The PHO also continued to provide ongoing support to Practice staff via regular education sessions 
and supporting clinical peer reviews.  During 2010/11 three further practices achieved Cornerstone 
Accreditation.  This means that a total of six Valley PHO practices have achieved this benchmark of 
quality. 
 
±ŀƭƭŜȅ tIh Ƙŀǎ ƘŀŘ ǎƻƳŜ ƴƻǘŀōƭŜ ŀŎƘƛŜǾŜƳŜƴǘǎ ŦƻǊ tŀŎƛŦƛŎ tŜƻǇƭŜ ŀƴŘ aņƻǊƛ ŜƴǊƻƭƭŜŘ ǿƛǘƘ ǘƘŜ tIh.  
This includes the mƻƴǘƘƭȅ ǎǳǇǇƻǊǘ ƎǊƻǳǇǎ ŦƻǊ aņƻǊƛ ǿƛǘƘ 5ƛŀōŜǘŜǎΣ Pacific Peoples with Diabetes and 
Young Mums.  The Pacific Wellbeing Day held in February focused on Cardiovascular Risk and 
highlighted the importance of getting a risk assessment completed.  The Cardiovascular Risk 
programme has ƳŜŀƴǘ ǘƘŀǘ нспм aņƻǊƛΣ tŀŎƛŦƛŎ tŜƻǇƭŜ ŀƴŘ [ƻǿ LƴŎƻƳŜ ǇŜƻǇƭŜ ƘŀǾŜ ǊŜŎŜƛǾŜŘ ŀ 
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 PHO, Piki Te Ora PHO, Tamaiti Whangai PHO and Hutt 
Valley DHB to make this happen.  As such on 1st July 2011 all 21 Valley PHO General Practices joined 
Te Awakairangi Health PHO.  
 
A focus for 2011/12 year will be to work alongside Te Awakairangi Health 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 staff from Kowhai Health Trust are 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, communities and high needs populations across the Hutt Valley. 
 

 
Sarah Eames 
General Manager, Valley PHO   
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Vision and Strategic Goals  
 
 

Vision  
 

άLƴ ǇŀǊǘƴŜǊǎƘƛǇ ǿƛǘƘ ŎƻƳƳǳƴƛǘƛŜǎ ǘo improve health and well-beingέ 
 

Strategic Goals 
 

Valley PHO has the following strategic goals: 
1. To identify and reduce health inequalities within the enrolled population  
2. ¢ƻ ƻŦŦŜǊ ŀŎŎŜǎǎ ǘƻ ŎƻƳǇǊŜƘŜƴǎƛǾŜ ǎŜǊǾƛŎŜǎ ǘƻ ƛƳǇǊƻǾŜΣ Ƴŀƛƴǘŀƛƴ ŀƴŘ ǊŜǎǘƻǊŜ ǇŜƻǇƭŜΩǎ ƘŜŀƭǘƘ 
3. To co-ordinate care across service areas  
4. To target Valley PHO workforce to areas of highest need. 
5. To enhance sub regional primary health care by progressing alliances and integration 

 

Values 
 

 
 

 
 

 
 

 
 

 

 

 
 

 
 

 
 

 
 

 
 
 

 
 

 
 

5. Creativity  

2.  Tautoko 
Collaboration, 
Inclusiveness 

3.Manaaki  

Respect 

4. Achievement  
    focused  

1.  Aroha -
Transparency 

Opennes s, honesty fair dealing,    
 everything viewable  

 Finding out whatôs important to 
others and working together to      
 achieve common goals.   Using  

 others strengths . 

  Valuing culture, our Kaumatua  
  and the wisdom within the  
  community . Caring for others . 

  Improving health for our  
  communities .  
  Ends not process orientated.  

Using new and old ideas and  
 putting them into action  

 
4.4 aņƻǊƛ IŜŀƭǘƘ tƭŀƴ 



 
 
 
-àÏÒÉ (ÅÁÌÔÈ 0ÌÁÎ 
 

Valley PHO is committed to ensuring effective engagement with aņƻǊƛ enrolled with our PHO.  
During this year Valley PHO has undertaken a number of initiatives to improve health outcomes for 
aņƻǊƛ ǎome key achievements for aņƻǊƛ within Valley PHO in 2010/11 include: 

 

 Cardiovascular Risk Assessment  
фоп aņƻǊƛ ŎƻƳǇƭŜǘŜŘ ǘƘŜƛǊ ŦƛǾŜ ȅŜŀǊƭȅ Ǌƛǎƪ ǎŎǊŜŜƴ 

 Cervical Screening  
hǾŜǊ нфп aņƻǊƛ ǿƻƳŜƴ ǊŜŎŜƛǾŜŘ ŀ ŎŜǊǾƛŎŀƭ ǎƳŜŀǊ Ǿƛŀ ǘƘŜ ±ŀƭƭŜȅ tIhΩǎ ŦǊŜŜ ǾƻǳŎƘŜǊǎ 
scheme. 

 Outreach Nurse  
Over 259 aņƻǊƛ ŀŎŎŜǎǎŜŘ ǘƘŜ hǳǘǊŜŀŎƘ bǳǊǎƛƴƎ ǎŜǊǾƛŎŜ ǿƛǘƘ ŀǇǇǊƻȄƛƳŀǘŜƭȅ рпл 
consultations with the Outreach Nurse 

 Community Health Worker 
со aņƻǊƛ ŀƴŘ ǘƘŜƛǊ ²Ƙŀƴŀǳ ǿŜǊŜ ŀǎǎƛǎǘŜŘ ōȅ ǘƘŜ /ƻƳƳǳƴƛǘȅ IŜŀƭǘƘ ²ƻǊƪŜǊ ǎŜǊǾƛŎŜΦ 

 Wellness Checks 
94 Maori received Wellness Checks during this period. 

 Transport  
ул aņƻǊƛ ŜƴǊƻƭƭŜŘ ǿƛǘƘ ±ŀƭƭŜȅ tIh ǿŜǊŜ ǇǊƻǾƛŘŜŘ ǿƛǘƘ ŦǊŜŜ ǘǊŀƴǎǇƻǊǘ ǘƻ ƘŜŀƭǘƘ ŎŀǊŜ 
appointments. 

 Diabetic Podiatry  
пп aņƻǊƛ ǿƛǘƘ ŘƛŀōŜǘŜǎ ǊŜŎŜƛǾŜŘ ŦǊŜŜ ǇƻŘƛŀǘǊȅ Ŏƻƴǎǳƭǘŀǘƛƻƴǎ ǿƛǘƘ ŀ ǇƻŘƛŀǘǊƛǎǘ ŀǘ hǊƻƴƎƻƳŀƛ 
Marae. 

 aņƻǊƛ 5ƛabetes Support Group 
¢ƘŜ aņƻǊƛ ǎǳǇǇƻǊǘ ƎǊƻǳǇ ƛǎ ƘŜƭŘ ŀǘ ¢Ŝ aŀƴƎǳƴƎǳ in Naenae and Waiwhetu Marae in Waiwhetu 
and is regularly attended with 15-20 patients and family members involved at each session.  

 Active Families: 
уп aņƻǊƛ participated in the Healthy lifestyle clinics provided in a range of venues across the 
Hutt Valley. 

 Te Ra o te Raukura 
Valley PHO worked alongside Pharmac to promote positive messages around Cardiovascular 
health. 

 Waitangi Day 
For the fifth year running, Valley PHO ǿŀǎ ƛƴǾƛǘŜŘ ǘƻ ŀǘǘŜƴŘ hǊƻƴƎƻƳŀƛ aŀǊŀŜΩǎ ²ŀƛǘŀƴƎƛ 
Day celebrations. The Outreach Nurses provided blood pressure checks alongside displays 
promoting positive health messages including the fat kit at Orongomai Marae.  

 
This is in addition to the 30 000 Ŏƻƴǎǳƭǘŀǘƛƻƴǎ ŦƻǊ aņƻǊƛ ǇŀǘƛŜƴǘǎ 
carried out over the year within general practice.  
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Pacific Health Plan  
 
Valley PHO has 5,869 Pacific Peoples enrolled, almost 50% of the 
whole Pacific population and 7% of the total population in the 
Hutt Valley.  Of the Pacific People enrolled with Valley PHO 52% 
live in a low socio-economic area, 48% are under 25yrs of age 
and 5% over 65yrs of age.  
 
This year Valley PHO continued to work on fulfilling the Pacific 
Strategic Health Plan (2007-2010).  This included working in 
partnership with communities for better health outcomes and 
well being of its Pacific enrolled population.  The vision of the 
Pacific Health Strategic Plan is: 
 

άIŜŀƭǘƘȅ tŀŎƛŦƛŎ ǇŜƻǇƭŜǎ ŀŎƘƛŜǾƛƴƎ ǘƘŜƛǊ Ŧǳƭƭ ǇƻǘŜƴǘƛŀƭ ǘƘǊƻǳƎƘƻǳǘ ǘƘŜƛǊ ƭƛǾŜǎΦέ 
 
The Pacific Strategic Health Plan has the following values to guide the implementation of this Plan: 

 Care and respect ς treating all people with respect and dignity and also valuing the cultural 
diversity within Aotearoa 

 Teamwork ς working and celebrating as one 
 Professionalism ς embracing the highest standards 
 Innovation ς being creative for solutions 
 Responsibility ς ownership and accountable  
 Partnership ς 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 

2. Promoting and supporting Healthy Lifestyles through a holistic approach to health 
3. Ensuring strong communication is maintained with the Pacific Community in the Hutt Valley 
4. Providing opportunity for Pacific qualified/skilled workforce to meet the needs of Pacific peoples 
5. Improving linkages and collaboration with other key stakeholders such as the Hutt Valley DHB, 

Regional Public Health Service (RPH), Capital Coast DHB, ACC, Housing, Social Development, 
Pacific providers and other health and social agencies 

6. Adopting innovative models that minimises barriers in accessing health 
 

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 can provide services as part of the primary mental health initiative.  In total Valley PHO 
currently has eight Pacific staff members employed to deliver programmes across the different 
Valley PHO services.   
 

Progress this Period  
Some key achievements for Pacific People within Valley PHO in 2010/11 include: 
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 Cardiovascular Risk Assessment  

668 Pacific people completed their five yearly risk screen 
 Cervical Screening  
hǾŜǊ опу tŀŎƛŦƛŎ ²ƻƳŜƴ ǊŜŎŜƛǾŜŘ ŀ ŎŜǊǾƛŎŀƭ ǎƳŜŀǊ Ǿƛŀ ǘƘŜ ±ŀƭƭŜȅ tIhΩǎ ŦǊŜŜ ǾƻǳŎƘŜǊǎ 
scheme. 

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

 Community Health Worker  
52 Pacific people and their families were assisted by our Community Health Worker Service 

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

 Pasifika Diabetes Support Group 
The Pasifika Diabetes Support Group is held in Naenae and is regularly attended with 15-20 
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 

 Pasifika Wellbeing Day: 
Approximately 200 Pacific people attended the Pasifika Wellbeing day in February organized 
by Valley PHO. 

 Pacific Coordinator: 
197 home visits conducted by the Pacific Nurse Coordinator. 

 
This is in addition to the 16 000 consultations for Pacific patients carried out over the year within 
general practice.         [See Pacific Health Initiatives for further information]  
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Governance 
 
 
 

The Board of Trustees   
 
As at 30th June 2011 Valley PHO Board of Trustees consisted of ten Board members. The Board 
meets every six weeks and the Trustees are:  
  
Dr Hans Snoek   GP Representative Trustee (Chairperson) 
Satayvan Candasamy  Community Representative Trustee (Deputy Chair) 
Dr David Young   GP Representative Trustee 
Laraine Koerbin   Practice Nurse Representative Trustee 
±ŀƛ CŀΩŀƛŦƻ   Pacific People Representative Trustee 
Tofa Suafole Gush  Pacific People Representative Trustee 
Keith Barnard   Community Representative Trustee  
John Hill   Skill Base Representative Trustee 
Alice Huia Brown  aņƻǊƛ ¢ǊǳǎǘŜŜ 
Tata Parata   aņƻǊƛ ¢ǊǳǎǘŜŜ  

 
Services Committee 
 
The Services Committee is made up of representatives including Valley PHO providers, the 
community, aņƻǊƛ ŀƴŘ tŀŎƛŦƛŎΦ  The Services Committee 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 agreed between Valley PHO and the DHB. 

2. To review draft proposals to ensure strategic 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 seven times over 2010/11  
 
Membership of the committee includes: 
 
Tofa Suafole Gush   Chairperson/Trustee  
John Hill    Deputy Chairperson/Trustee  
Bruce Aranga    aņƻǊƛ wŜǇ  
Clare Munro    Regional Public Health  
Brian Adams    Community Rep ς Upper Hutt  
Kolitha De Silva    Provider rep 
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Clinical Governance Board  
 
 
The Clinical Governance Board (CGB) is a clinical advisory board, which provides advice to the Valley 
PHO Board and provides leadership and strategic direction for various PHO clinical programmes.   

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

improvements. 

2. Identifying barriers to the success of the programmes and making recommendations to overcome 
these barriers. 

3. Monitoring the efficacy of the existing change management activities. 

4. Providing advice on the integration of activities with other services/programmes. 

5. Liaising with various stakeholders (including practitioners, practices, DHB, MOH) on behalf of the 
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 Plus; various Services to Improve Access (SIA) and Health Promotion (HP) programs; 
Diabetes Annual Reviews and Cornerstone Accreditation.  
 
The CGB meets bi-monthly to support the clinical work occurring within Valley PHO programmers 
and activities.  
 
Valley PHO /D.Ωǎ ŎƘŀƛǊ Dt aŀǊƪ !ǳǎǘƛƴ ǊŜǎƛƎƴŜŘ ƛƴ Wǳƭȅ нлмл ŦǊƻƳ Ƙƛǎ ǇƻǎƛǘƛƻƴΦ ¢ƘŜ ŎƻƴǘǊƛōǳǘƛƻƴ 5Ǌ 
Austin made over the years to the work of this board since its inception in 2006 is acknowledged. 
{ƛƴŎŜ ǘƘŜ /D. .ƻŀǊŘΩǎ establishment, the board and its role in clinical governance has widened in 
terms of depth and scope. A 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 
tIhΩǎ DŜƴŜǊŀƭ ǇǊŀŎǘƛŎŜǎΦ  
 
As at 30 June 2011 Valley CGB members include:  
 
Dr Chris Wright   Provider (GP) 
Dr David Young    Valley PHO representative/Provider (GP) 
John McCafferty   Allied health (Pathologist) 
Sue Clentworth    Provider (Practice Nurse) 
Chris Fraei    Provider (Practice Nurse) 
Cathy Lindsay   Provider (Practice Nurse) 
Christine Marsters  Clinical Quality Manager (Valley PHO) 
 
A focus for the Clinical Governance Board has been the PHO Performance Management Programme. 
including progress reporting and development for future quality improvements to the programme 
for Valley  PHO.  
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Enrolled Population Profile 
 
 
 

As at the 30th June 2011 Valley PHO has a total enrolled population of 81,656 across practices 
throughout the Hutt Valley. 
 
¢ƘŜ ǘƻǘŀƭ ǇǊƻǇƻǊǘƛƻƴ ƻŦ aņƻǊƛΣ tŀŎƛŦƛŎ ŀƴŘ [ƻǿ LƴŎƻƳŜ ǇŜƻǇƭŜ ŜƴǊƻƭƭŜŘ ǿƛǘƘ ±ŀƭƭŜȅ tIh ƛǎ он҈ ƻŦ ǘƘŜ 
total enrolled population or 26,434 ƛƴŘƛǾƛŘǳŀƭǎΣ ƻŦ ǿƘƛŎƘ мо҈ ŀǊŜ aņƻǊƛΣ т҈ tŀŎƛŦƛŎ ǇŜƻǇƭŜǎ ŀƴŘ мн҈ 
live in quintile 5 areas. 
 

Population Demographics  
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First Level Service 
 

Valley PHO has 21 Practices with a total of 50 GPs working with a mixture of part-time and full-time 
equivalent hours which equate to 38 FTE. There are 56 nurses working a total of 33.15 full-time FTE.  
A list of the 21 practices and their fees as at 1 April 2010 is provided in Appendix 1. 
 
The table below provides a ratio of the Fulltime Equivalents (FTEs) Workforce against Valley PHO 
total enrolled population.  The table shows the total recorded utilisation of both GP and Nursing 
Services for the quarter 1st April 2010 to 30th June 2010.  The total utilisation rate is 0.80.  
Extrapolated out, this would equate to every enrolled person with Valley PHO 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 of utilisation, in particular the recording of Nurse visits as shown below.  The 
utilisation rates are strongly determined by the number of full time equivalents working so when 
reviewing the utilisation figures it is important to take into consideration the number of full time 
equivalents.  
 

General Practice Workforce as at 30th June 2010 
 

Period GP FTE Nurse FTE 

1 Apr to 30 June 10 38.10 30.80 

(These figures do not include any locums or registrars.) 
 

Period 
Ratio of GPs to Enrolled 
Population 

Ratio of Nurses to Enrolled 
Population 

1 Apr to  
30 June 10 

1:2126 1:2630 

 

Practice Utilisation 
Quarter Start 
Date Patients  GP Nurse/Other Total 

  Total Visits 
Utilisation 
Rate Visits 

Utilisation 
Rate Visits 

Utilisation 
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 rates across 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 and clinically. 
  
 

 
In this graph there is a marked 
increase in utilisation for the 65+ 
year age group across all the 
quintiles with quintile 4 having 
the highest utilisation rate per 
capita within this age group, 
closely followed by Quintile 5. 
 
 
 
 
 
 
 
 
 
 
This graph shows the utilisation by 
ŀƎŜ ŀƴŘ ŜǘƘƴƛŎƛǘȅΦ   aņƻǊƛ Ƙŀve a 
higher utilisation per capita in the 
over 65+ age group than other 
ŜǘƘƴƛŎƛǘƛŜǎΦ .ƻǘƘ aņƻǊƛ ŀƴŘ tŀŎƛŦƛŎ 
Peoples have the highest 
utilisation rate per capita in the 45 
ς 64 age group. 
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6,#! ÁÎÄ 5ÎÄÅÒ φȭÓ 
 
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 at 30th June 2010 are: 

 Manuka Health Centre  
 Petone Medical Centre 
 Stokes Valley Health Centre 
 Taita Medical Centre 

 
Valley PHO has a number of practices that participate in the 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 30th June 2010 are: 
 

Avalon Medical Centre   Strandcare 
Dr H T Snoek Surgery   Soma Medical 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 practice liaison team works 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 systems, processes and 
resources for practices in areas such as Care Plus, referral templates, development of a standard 
enrolment template or managing patient registers. 
 
There has been a significant focus on patient enrolment processes in preparation for the Register 
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 particular 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 practices has continued throughout the year.  Several Valley PHO staff work very 
closely with general practices and a range of services have been provided.  These include:  

 Intensive support for new practice managers 
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 Weekly mailouts to practices providing relevant information, communication on new 
projects and education 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 practices with the implementation of Care Plus programme and e-claims 

for VPHO Projects. 
 Providing practices with information and resources to enable them to make 

informed decisions on: 
й Very Low Cost Access or Under Six Funding 
й Utilisation of PHO Services 
й Management of patient register 
й Claiming systems and processes 

  



 
 
 

18 | P a g e 
 

PHO Performance Programme 
 
 
 

 
The PHO Performance Programme (PPP) is a national quality improvement programme.  The 
programme rewards quality improvement within PHOΩs by measuring improvements in performance 
against a range of defined indicators.  All Valley PHO practices participate in PPP.  
 

Annual PPP Plan 
Valley PHOs Annual PPP Plan is reviewed and approved each year by Valley PHOs Clinical 
Governance Board (CGB). Valley PHO continues to meet the programme prerequisites. Performance 
payments are distributed as per the payment distribution as outlined in the PPP Annual Plan and PPP 
activities continue as agreed in the Plan in association with CGB governance decisions.  
 

Target Setting  
Targets are set according to a fƻǊƳǳƭŀ ŎŀƭŎǳƭŀǘŜŘ ōȅ 5I.b½Σ ŀƴŘ tIhΩǎ ƘŀǾŜ ǘƘŜ ŀōƛƭƛǘȅ ǘƻ ƴŜƎƻǘƛŀǘŜ 
targets with their respeŎǘƛǾŜ 5I.Ωǎ ǘƻ ŜƴǎǳǊŜ ǊŜŀƭƛǎǘƛŎ ŀƴŘ achievable goals are set. Targets for Valley 
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 practices and Valley 
PHO Clinical Governance Board. Comparative data illustrating trends in performance continues to be 
provided to support particular indicators each quarter. Practices are continually visited to facilitates 
changes towards best practice and support practices to progress towards the PPP targets. These 
visits provide opportunities to talk to practices about best practice relating to the indicators, work 
through data capture accuracy and challenges that are reflected in PPP performance and to 
acknowledge the excellent work occurring within practices.  
 
PPP updates and prescribing education material continue to be provided via quarterly bulletins 
prepared individually to each practice by Valley PHOs Clinical pharmacists. The PHO bulletins include 
information on pharmaceutical funding changes, best practice advice/alerts as well as topical 
prescribing issues.  
 

Public reporting 
Valley PHO continues to collate six monthly public reports for DHBNZ. The last report currently 
available via DHBNZ is as at 31st December 2010. Public reports are available on the Valley PHO 
website and provides a great opportunity for Valley PHO to show case itΩǎ ttt achievements and 
how the PHO compares to other PHOs nationally via league tables available on the DHBNZ website.  

 
Valley PHOs Key PPP Activities 
Due to the success of Valley PHO with PPP over the last 12-18 months, 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 for Valley PHO staff and mapping of smoking screening codes to smoking read 
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 existing criteria to 
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 indicator 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 of specific 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 providers (e.g. DHB Immunisation Coordinator, DHBNZ, Data 

Management) 
 Assistance in practices with quality improvement processes and maintenance of minimum 

standards (e.g.  Six practices successfully undertaken Cornerstone Accreditation) 

 
Summary of Valley PHO PPP Indicator Progress July 2010 ς June 2011  
Valley PHO is notably one of 3.9% of NZ PHOs who have achieved 100% performance across all 
indicator targets at any given time since the inception of the programme in 2006. This is a significant 
achievement and reflects the hard work that continues to occur within Valley 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 national targets, it 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 to improve outcomes for patients and achieve targets set for 
this programme. 
 
For the 2010/2011 (1 July 2010 to 30 June 2011) PPP year, Valley PHO has continued to perform well 
in its performance within this programme as compared to national data and local rates of 
achievement.  According to the most up to date preliminary data as at 30th June 2011, Valley PHO 
Ƙŀǎ ǊŜŀŎƘŜŘ ǘƘŜ ƴŀǘƛƻƴŀƭ ǘŀǊƎŜǘ όҗфл҈ύ ŦƻǊ LǎŎƘŀŜƳƛŎ /±5 5ŜǘŜŎǘƛƻƴΣ 5ƛŀōŜǘŜǎ 5ŜǘŜŎǘƛƻƴ όōƻǘƘ ƘƛƎƘ 
needs and total population) and Childhood Vaccinations (high needs). Valley PHO is approximately 
1% off the national target (>90%) for both Childhood Vaccination (total population) and Breast 
{ŎǊŜŜƴƛƴƎ όҗтл҈ύ LƴŘƛŎŀǘƻǊǎ ŀǊŜ ŜȄŎŜŜŘƛƴƎ ǘƘŜ ƴŀǘƛƻƴŀƭ ǊŀǘŜ ŦƻǊ ōƻǘƘΦ ±ŀƭƭŜȅ tIh ƛǎ лΦсу҈ ƻŦŦ 
meeting the national tŀǊƎŜǘ όҗтр҈ύ ŦƻǊ /ŜǊǾƛŎŀƭ {ŎǊŜŜƴƛƴƎ όǘƻǘŀƭ ǇƻǇǳƭŀǘƛƻƴύ ŀƴŘ ŀǇǇǊƻȄƛƳŀǘŜƭȅ м҈ 
off meeting the national target for the high needs population. 
 
±ŀƭƭŜȅ tIh ƛǎ ōŜǘǿŜŜƴ м ŀƴŘ о҈ ŀǿŀȅ ŦǊƻƳ ǘƘŜ ƴŀǘƛƻƴŀƭ ǊŀǘŜǎ ƻŦ όҗул҈ύ ŦƻǊ 5ƛŀōŜǘŜǎ 5ŜǘŜŎǘƛƻƴ ŀƴŘ 
Follow Up for both high 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 @ 30th March 2011 via DHBNZ website) 
 

Smoking Indicators 
Smoking status recorded, brief intervention and cessation support indicators were introduced as 
during 2010-2011 for information only. These were expected to be financial indicators as from 1 
January 2011. This was deferred by DHBNZ to 1 July 2011. Valley PHO has 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 Expenditure) were expected 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 expected expenditure for both Pharmacology and Laboratory 
Expenditure Indicators. 
 

Cervical Screening 
This indicator measures the number of enrolled women 20-69yr who have received a cervical smear 
in the past 3 years. Valley PHO has maintained a steady rate of 74% for the Total Population and 69% 
ŦƻǊ ǘƘŜ IƛƎƘ bŜŜŘǎ tƻǇǳƭŀǘƛƻƴ ƻǾŜǊ ǘƘŜ ȅŜŀǊΦ ¢ƘŜ ƴŀǘƛƻƴŀƭ ǘŀǊƎŜǘ ŦƻǊ ǘƘƛǎ ƛƴŘƛŎŀǘƻǊ ƛǎ όҗтр҈ύΦ ±ŀƭƭŜȅ 
PHO continues to implement new initiatives to increase the uptake of cervical smears for these 
women, including free smears for women who fit discretional circumstances and do not meet the 
high needs population criteria. Valley PHOs Cervical Screening rates are above national rates for the 
high needs population.  

 
Cervical Cancer Screening Coverage (Total Population) 

 
(Graph sourced from DHBNZ PHO Performance Programme Nexus web site July 2011) 
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Cervical Cancer Screening Coverage (High Needs) 

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

 
Breast Screening 
This indicator measures the number of women 50-64yrs enrolled in the PHO that have had Breast Screening 
from Aotearoa NZ in the past 2 years. Valley PHO has achieved the target set for the PHO and continues to 
exceed local Hutt Valley DHB and national breast screening rates. From Jan 2011 the PPP age band for 
breast screening will extend to 45-69 years to align with the National Screening Unit (Ministry of Health). 

 
 

Breast Cancer Screening Coverage (High Needs) 

 
(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 past year (Get Checked or equivalent). Valley 
PHO continues to perform well in both high needs and total population, achieving the PHO targets set. 
Valley PHO continues to exceed the national rates for both populations.  
 

Diabetes Detection and Follow up (Total Population) 

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

 
 

Diabetes Detection and Follow Up (High Needs) 

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

 

  



 
 
 

23 | P a g e 
 

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 in the Practice until early 2012. In October to December 2010, three practices 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 practices.  As of 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. Audits for programmes such as Care plus, Cervical 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 effect on the quality of practice registers. 
 
Several training sessions were held as part of the roll out of DrInfo, as well as groups 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 PPP targets 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 patients for recalls. 
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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 additional co-morbidities.  
 
To assist practices to support their high need populations with long term conditions within the 
primary care setting and assist the uptake and coordination of  existing programmes.  
 

Target Group  
aņƻǊƛΣ tŀŎƛŦƛŎ ŀƴŘ [ƻǿ LƴŎƻƳŜ ǇŜƻǇƭŜ ǿƛǘƘ [ƻƴƎ ¢ŜǊƳ /ƻƴŘƛǘƛƻƴǎΦ 
 

Key Activities 
 Work with the target population and the general practice 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. 

 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. 

 Support the 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 the wider General Practice Team and target 
population to access information on the services available and how to access the services. 

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

 

Progress 2010-2011 
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 various programmes that are available to 
the patient population of the Practice. Care Plus, Cardiovascular Risk assessments and Diabetes 
annual reviews are some of the programmes that are being used more by practices than in previous 
times. 
 
Enrolment in these programmes is seen to be extremely beneficial in assisting patients to attain 
positive results in managing their Long Term Conditions. 
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DrInfo (see further information earlier in this report) an auditing tool, has been very beneficial to 
Practices in identifying patients who would benefit from enrolment to these and other programmes 
available via Valley PHO and Kowhai Valley Wide programmes. 
 
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 from this conference have been embraced by Hutt Valley DHB. A group of health 
care professionals and providers in Hutt Valley DHB area, including the Long Term Conditions 
coordinator, are meeting to investigate ways in which these recommendations can be adapted into 
management of care for patients with Long Term Conditions. 
 

Skin Infections 
Nurses from Valley PHO, Family Care, Piki Te Ora and Tamaiti Whangai, collaborated to submit a 
proposal to the Nursing Innovation funding panel of Hutt Valley DHB in May this year.  The funding is 
provided by the Hutt Hospital Foundation Trust.   The group was successful and have embarked on a 
project that has the official name of άReducing the burden of serious skin infection in the Hutt 
±ŀƭƭŜȅέΦ  
 
The aim of the project is to improve skin infection management by 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 infection guidelines and promote consistent information.  This 
will involve linking with other clinical groups which includes sub-regional DHBs.  At the same time 
the group is connecting with Regional Public Health to identify key data which will be collected for 
monitoring and evaluation purposes.  The project will be trialled at a pilot practice later this year. 

 
!ǎǎƛǎǘŀƴŎŜ ŦƻǊ /ƘǊƛǎǘŎƘǳǊŎƘ άǊŜŦǳƎŜŜǎέ  
As in other areas of New Zealand, the earthquake in Christchurch resulted in a number of people 
arriving in the Hutt Valley and needing to see a GP. 
 
The DHB agreed to pay the consultation fee for those seeking medicaƭ ƘŜƭǇ ŀƴŘ YǁǿƘŀƛ IŜŀƭǘƘ ¢Ǌǳǎǘ 
volunteered to manage the payments to practices for this initiative. During the period 1st March to 
31st 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 to primary care 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   
aņƻǊƛΣ tŀŎƛŦƛŎ tŜƻǇƭŜǎ ŀƴŘ ǘƘƻǎŜ ƛƴ vǳƛƴǘƛƭŜ р όƘƛƎƘŜǎǘ ŘŜǇǊƛǾŀǘƛƻƴύ 
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Key Activities 
 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: 
Ÿ Valley PHO General Practices 
Ÿ Wider Community Organisations, inclǳŘƛƴƎ ²Lb½ ŀƴŘ bDhΩǎ 
Ÿ The PHO team; such as the Wellbeing Service, Community Health Workers and Health. 

 Provision of assessment, follow-up, health education and promotion, community liaison, 
advocacy services and disease-management visits for identified individuals and their whanau. 

 Provision of nursing support at the Orongomai Marae GP clinic. 
 

Progress 2010-2011 
Patients referred to the Outreach Nursing Service, are those who find accessing Primary health care 
difficult, either because of financial restraint, 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 are referred 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 Outreach Nurses have achieved one of the services objectives, 
which was to increase 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 for one service 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 services of 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. 



 
 
 

27 | P a g e 
 

 

Ethnic breakdown of patients seen by the outreach nurses 
 

24%

39%

32%

5%

Ethnic breakdown of patients seen during  July 2010 
and June 2011

Maori

Pacific

European

Other

 

Pacific Peoples remain 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 part of including: Pacific 
Wellbeing day, Te Ra O Te Raukura health day, Orongomai Marae, Sunflower Day with Kopata 
Medical Centre, Waitangi day celebrations. The nurses have also been available for two Saturday 
morning clinics at Valley PHO practices offering Cardiovascular 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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There is ƻƴƎƻƛƴƎ ƴǳǊǎƛƴƎ ƛƴǇǳǘ ǿƛǘƘ ŀ ƴǳƳōŜǊ ƻŦ ±ŀƭƭŜȅ tIhΩǎ ǎǳǇǇƻǊǘ ƎǊƻǳǇǎΣ 5ƛŀōŜǘŜǎΣ 
Mums4mums, and various others where nursing expertise is required. 

 
Linkages and Relationships 
The Outreach Nurses maintain strong links with various service providers not only in the secondary 
sector but also the vast number of groups who provide services in the community.  These include, 
ōǳǘ ŀǊŜ ƴƻǘ ƭƛƳƛǘŜŘ ǘƻΥ  {ǘ WƻƘƴΩǎ !ƳōǳƭŀƴŎŜΤ ²ŜǎƭŜȅ 9ƭŘŜǊ /ŀǊŜΤ wŜŦǳƎŜŜǎ ŀǎ {ǳǊǾƛǾƻǊǎΤ /ŀǊŜ 
Coordination; Upper Hutt City Council; ED at Hutt Hospital; Cardiac Rehabilitation Service; Older 
Persons Rehabilitation Service; Refugee Services; Respiratory Service; Complicated Discharge 
tƭŀƴƴƛƴƎ /ƻƻǊŘƛƴŀǘƻǊΤ aņƻǊƛ ŀƴŘ tŀŎƛŦƛŎ ¦ƴƛǘǎ ŀǘ Iǳǘǘ IƻǎǇƛǘŀƭΤ /ƻƳƳǳƴƛǘȅ 5ƛŀōŜǘŜǎ ¢ŜŀƳΤ 9ƭŘŜǊ 
Net; Wellington City Mission; 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 students. 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 nurses there is an 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  
aņƻri, Pacific Peoples, Quintile 5 enrolled patients unable to access primary health care or 
prescribed medication due to a cost barrier.  
 

Key Activities 
 Targeted funding to meet the 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 available to patients who are facing financial barriers to 
accessing primary health care. A POC can be made available to patients accessing many of the Valley 
PHO services when there is an identifiable need. To receive POC patients must meet the Services to 
ImprovŜ !ŎŎŜǎǎ {L! ŎǊƛǘŜǊƛŀΣ aņƻǊƛΣ tŀŎƛŦƛŎ tŜƻǇƭŜǎ ƻǊ vǳƛƴǘƛƭŜ рΦ  

1. Prescription Subsidy Service 
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 received due mainly, it is supposed, to the 
present financial climate. 



 
 
 

29 | P a g e 
 

2. Funded GP/Practice nurse visit 
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. Once again requests for this funding have been 
in great demand. 

3. SIA Funded Pneumovax Vaccines  
Also available under this funding is the Pneumovax vaccine for patients who have been identified as 
having Chronic Obstructive Pulmonary Disease and meet the SIA criteria. 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 
approved 

Cost 

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 Programme is to increase the rates of cardiovascular risk (CVR) 
ǎŎǊŜŜƴƛƴƎ ŀƴŘ ƳŀƴŀƎŜƳŜƴǘ ŦƻǊ ǘƘƻǎŜ ƛŘŜƴǘƛŦƛŜŘ ŀǎ άŀǘ Ǌƛǎƪέ ŀƴŘ ǘƻ ƛƳǇǊƻǾŜ ŀŎŎŜǎǎ ǘƻ ŎŀǊŘƛƻǾŀǎŎǳƭŀǊ 
screening and management services for aņƻǊƛ, Pacific People and/or people living in Quintile 5 
areas.  
 

Key Functions 
The Valley PHO CVR programme has three main functions: 

 To promote awareness of cardiovascular risk and cardiovascular risk factors; 

 ¢ƻ ƛƴŎǊŜŀǎŜ ǘƘŜ ǊŀǘŜ ƻŦ ŎŀǊŘƛƻǾŀǎŎǳƭŀǊ Ǌƛǎƪ ŀǎǎŜǎǎƳŜƴǘ ŀƳƻƴƎǎǘ ǘƘŜ άŀǘ Ǌƛǎƪέ ǇƻǇǳƭŀǘƛƻƴΤ 

 To provide education and support to people at risk of cardiovascular disease. 
 
To fund this programme the PHO has utilised a combination SIA, HP and PHO Performance 
Programme funds.  
 

Target Group 
A free comprehensive cardiovascular risk assessment and follow up education session at their 
General Practice, is provided to patients if they meet the following criteria:  

 aņƻǊƛΣ tŀŎƛŦƛŎ ϧ LƴŘƛŀƴ ƳŀƭŜǎ ŀƴŘ ƳŀƭŜǎ ǿƛǘƘ ƪƴƻǿƴ Ǌƛǎƪ ŦŀŎǘƻǊǎ җ ор ȅŜŀǊǎ1 

 aņƻǊƛΣ tŀŎƛŦƛŎ ϧ LƴŘƛŀƴ ŦŜƳŀƭŜǎ ŀƴŘ ŦŜƳŀƭŜǎ ǿƛǘƘ ƪƴƻǿƴ Ǌƛǎƪ ŦŀŎǘƻǊǎ җпр ȅŜŀǊǎ  

 Non-aņƻǊƛ ŀƴŘ bƻƴ-Pacific males in Quintile 5 (with no known Ǌƛǎƪ ŦŀŎǘƻǊǎύ җ пр ȅŜŀǊǎ  

 Non-aņƻǊƛ ŀƴŘ bƻƴ-Pacific females in vǳƛƴǘƛƭŜ р όǿƛǘƘ ƴƻ ƪƴƻǿƴ Ǌƛǎƪ ŦŀŎǘƻǊǎύ  җ рр ȅŜŀǊǎ 

                                                           

 
1
 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 criteria 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 advised that there will be a fee for the service. 
 

Progress 2010-2011 

CVR Assessments and Education 
A number of services are provided to support Cardiovascular risk assessment in General Practice this 
includes:  

 Provision of Predict® a practical and effective CV-Diabetes Electronic Clinical Decision Support 
tool.  

 CVR Assessment Training for clinical staff 

 CVR patient and clinician resources;  

 Predict® Training and support for practice staff 
 
As at 30 June 2011 a total of 4971 patients had been screened using the PREDICT CVR electronic 
clinical decision support tool2.  This equates to 17.45% of the 28,479 patients in Valley PHO that 
meet the NZGG criteria for a cardiovascular risk assessment and 30.95% of the eligible high needs 
population.  It should be noted the number 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. 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The number of CVR assessments has averaged out at 125 new assessments per month since July 
2010.  Most of the patients assessed (78%) meet the eligibility criteria for a free assessment.  The 
aim for 2011/12 is to increase the number of CVR assessments to at least 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 other CVR assessment tools. 
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21% 

15% 

4% 
18% 

42% 

Valley PHO Patients CVR Screened by Ethnicity & 
Quintile 

Maori Pacific Islander Indian Quintile 5 (non MPI) Other 

44% 

22% 

14% 

4% 

3% 13% 

CV Risk Rating - Screened Patients 

<10% 10-15% 15-20% 20-25% >25% Clinically High 

As free checks are available to high needs patients, the majority of patients assessed are high needs: 
21% ƻŦ ŀƭƭ ǇŀǘƛŜƴǘǎ ǎŎǊŜŜƴŜŘ ǘƻ ŘŀǘŜ ƘŀǾŜ ōŜŜƴ aņƻǊƛΤ мр% Pacific Island; and 18% Quintile 5.  In the 
Ǉŀǎǘ ǎƛȄ ƳƻƴǘƘǎ ǘƘŜ ǇǊƻǇƻǊǘƛƻƴ ƻŦ άƻǘƘŜǊέ ǇŀǘƛŜƴǘǎ ǎŎǊŜŜƴŜŘ Ƙŀǎ ƛƴŎǊŜŀǎŜŘ ōȅ с҈Σ ǘƘƛǎ ƛǎ ŘǳŜ ǘƻ ǘƘŜ 
ƴǳƳōŜǊ ƻŦ ǇŀǘƛŜƴǘǎ ǿƛǘƘ άƪƴƻǿƴ Ǌƛǎƪ ŦŀŎǘƻǊǎέ ōŜƛƴƎ ŀǎǎŜǎǎŜŘ ǳƴŘŜǊ ǘƘŜ ǇǊƻƎǊŀƳƳŜΦ     

 
 
  

 
 
 
 
 

 
 
 
 
 
 
 
 
 
The majority of those patients assessed under the Valley PHO Programme (56%) have been identified 
as having a 5 year CV Risk Rating җ 10%.  Detection of high risk enables patients and their health 
professionals to work on recommended health interventions and hopefully reduce the likelihood of a 
cardiovascular event. Those with risk ratings over 15% need to have clinical support/intervention to 
reduce the likelihood of cardiovascular disease. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
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 area that are ŀǎǎŜǎǎŜŘ ǿƛǘƘ ŀ άŎƭƛƴƛŎŀƭƭȅ ƘƛƎƘέ ǊƛǎƪΦ 
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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 promotion 
ŎŀƳǇŀƛƎƴ ƭƛƴƪŜŘ ƛƴ ǿƛǘƘ b½ IŜŀǊǘ CƻǳƴŘŀǘƛƻƴΩǎ !ƴƴǳŀƭ !ǇǇŜŀƭ ǿŜŜƪτ
starting on 07 February and ending on 13 February 2011.  The message from 
ǘƘƛǎ ȅŜŀǊΩǎ IŜŀǊǘ CƻǳƴŘŀǘƛƻƴ /ŀƳǇŀƛƎƴ ǿŀǎ ά{ǘƻǇ ¢ƘŜ IŜŀǊǘōǊŜŀƪέ ŀƴŘ 
focussed on the impact premature heart disease has on New Zealand 
families.  Valley PHO was involved  in a number of heart health promotion 
activities during the week including: assisting with doing heart health checks  
at Te Ra o Te RaǳƪǳǊŀΤ ǊǳƴƴƛƴƎ ŀ tŀŎƛŦƛŎ aŜƴΩǎ IŜŀƭǘƘ .ǊŜŀƪŦŀǎǘ ŦƻŎǳǎǎŜŘ ƻƴ 
cardiovascular health; and promoting Heart Health Awareness at Valley PHO 
general practices.   
 
Following on from the success of the Pacific Mens Health Breakfast, work 
was initiated on running Pacific Heart Health Clinics.  The first Pacific Heart 
Health Clinic was held at Epuni Medical Centre on 28th May and the second 
clinic at Petone Medical Centre on 11th June.  The clinics were very 
successful and resulted in 39 patients receiving a cardiovascular risk 
assessment and important heart health messages. 
 
See the Health Promotion section of this report for more detailed 
information on CVR Health Promotion activities. 
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Dietetic Service  
 
Aim 
The Valley PHO Community Dietetic Service supports the vision of Valley PHO by working alongside 
±ŀƭƭŜȅ tIhΩǎ Ƴǳƭǘƛ-disciplinary team, General Practice teams and community providers with at risk 
clients who are requiring dietary education and support.  
 

Target Group 
Individuals who are enrolled with Valleȅ tIh ǿƘƻ ŀǊŜ aņƻǊƛ ƻǊ tŀŎƛŦƛŎ ǇŜƻǇƭŜ ƻǊ vǳƛƴǘƛƭŜ ŦƛǾŜ ŀƴŘ 
have a chronic disease, or are at risk of developing a chronic disease.  Priority is given to people 
taking part in the Care Plus program or who have had a Cardiovascular Risk Assessment. Referrals for 
at risk children and young people are encouraged.  The service was at no cost to the patients or 
participants.  

 
Key Activities 

           
 

Progress 2010 ς 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 Dietitian service worked with patients and their families to enhance self-management strategies 
for the purpose of preventing chronic illness and supporting lifestyle changes.  Patients were 
provided with dietary advice and support during individual consultation sessions.  Family 
members/whanau were encouraged to attend so that the person would be supported to make 
lifestyle changes in the family/community environment.  The dietitian worked collaboratively with 
the Healthy Families Coach to support people to increase levels of physical activity and to make 
healthy food choices.   
 
Patients were referred to the service by GPs, practice nurses, outreach nurses, community health 
workers, secondary care, self referral or other Community Providers.  Regular communication with 
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 reduction 
to prevent or manage long term conditions such as cardiovascular disease and Type 2 diabetes.  

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 and work 
with General Practice 
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The dietitian and Kai Club members 
promoting Live Smart at Wainuiomata New 
World. 

 

 
Regular clinics were held at the PHO office and Valley PHO General Practices.  Approximately a 
quarter of the patients were seen in their homes.  Follow up sessions 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 individuals referred to the service usually occurred within a week of receiving the 
referral unless there was difficulty in contacting the patient.  
 
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 patients was used to evaluate 
the effectiveness and reach of the Dietitian service.  The results indicated that the service was highly 
rated in the standards and usefulness of the service and was seen as meeting the needs of the target 
patient group.    
 
Out of the 17 patients sampled, 15 noted improvements to their health as a result of seeing the 
dietitian.  When asked about the changes made in eating habits all respondents noted some positive 
changes e.g. eating less fat, being more aware of their eating habits, eating more fruit, vegetables 
and fibre and eating smaller portions.   All but one patient had some confidence in their ability to 
continue with the progress made so far.  All patients who went on a supermarket tour found it to be 
useful.   
 
During the 2010-11 year, there were 191 referrals and 710 patient contacts within the target 
population.  Over two thirds of patients were of Maori or Pacific ethnicity and over 80% of the 
individuals come from a low income background (Quintile 4 or 5).   

 

Health Promotion and Group Work  
The dietitian worked alongside the Health Promotion and other Valley PHO teams to identify 
community needs and then to develop and deliver health promotion programs. The dietitian 
delivered group sessions to a variety of audiences from the target population and to patient groups.  
These sessions were often carried out as part of 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 Club cooking programme to develop 
ŎƭƛŜƴǘǎΩ ǇŜǊǎƻƴŀƭ ǎƪƛƭƭǎ ƛƴ ƘŜŀƭǘƘȅ ŦƻƻŘ ǇǊŜǇŀǊŀǘƛƻƴ ƻƴ ŀ 
budget was run in Taita and in an Upper Hutt Marae.  
Evaluation data indicated that the programme resulted in 
new learning and behaviour changes in the participants.  
Three lay nutrition advocates emerged from the group 
and took leadership roles in the Kai Club.  Two patients 
were supported to attend a Pacific Heartbeat short 
Nutrition course and found this extremely helpful for 
their personal health goals.  
 
Recipes, food preparation and cooking demonstrations 
were delivered as part of the support group programmes 
for the Valley Mums support group, two sessions of the 
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Upper Hutt Diabetes Group and one at the Wainuiomata Community Centre Footprints Health 
Project. The Dietitian assisted with two Livesmart promotions in Supermarkets by providing key 
nutrition messages, editorial advice and review of the recipe booklet produced as part of the 
promotion. The dietitian also facilitated the participation of the Kai club as one of the community 
groups in the Live Smart promotion.  A Kai Club member was supported to speak on Wainui FM 
about their health journey and Kai Club. 

 

Supermarket tours continued to be an effective means of delivering nutrition education and were 
held monthly in the first half of the year.  All individual clients were offered the option of a 
supermarket tour to support healthy food choices and they were also advertised to Practices.  The 
evaluation showed these tours to be an effective means of nutrition education for changing 
behaviours 

 

Working with General Practice  
The dietitian worked alongside General Practice to identify and manage clients who required dietary 
advice and linked patients with the Valley PHO Cardiovascular Risk Assessment Programme, CarePlus 
and other PHO programmes.  Collaboration with Valley PHO team members such as the outreach 
teams and the Healthy Families Coach ensured services were delivered in a timely and coordinated 
manner for effective lifestyle change.  Establishing dietitian clinics at practices in Wainuiomata and 
Upper Hutt improved access to services for some patients within the target group.  The dietitian also 
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 primary health care. 
 

Progress this period 
In total over the 2010/11 period the service was used 86 times.  The requests for interpreters were 
for a wide range of languages.  Over 2010/11, interpreters were requested for the following 
languages ς Cantonese, Spanish, Mandarin, 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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Cervical Screening Programme  
 
Aim 
The aim of this initiative is to increase the rates of cervical screening in Valley PHO in the Ψhigh 
needsΩ population ōȅ ǊŜƳƻǾƛƴƎ ǘƘŜ Ŏƻǎǘ ōŀǊǊƛŜǊΣ ǇǊƻƳƻǘƛƴƎ ǿƻƳŜƴΩǎ Ƙealth in the target population, 
and increasing the workforce able to provide cervical screening.  
 

Target Group 
 aņƻǊƛ, Pacific and/or low 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 includes the following: 

 Provision of support to Practices to increase the rate of cervical screening 
 Provision of free or low cost cervical screening for high needs women. 
 Smear clinics at Orongomai  Marae and transport and support by the Valley PHO Community 

workers 
 Funding for Practice Nurse cervical smear training 

 
  

Cantonese, 17 

Spanish, 37 

Mandarin, 9 

Chinese dialects, 4 

Lao, 1 

Farsi, 2 

Samoan, 3 

Somali, 1 

Burmease, 3 
Arabic, 4 

Cambodiab, 2 Korean, 3 Hindi, 1 

Range of languages interpreter requests recieved by 
Language Line 



 
 
 

37 | P a g e 
 

 
Progress 2010 -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 1 July 2010 to 30 June 2011 1057 high needs women were screened.  
Of the women screened: 
 

 294 ǿŜǊŜ aņƻǊƛ 

 348 were Pacific Island 

 110 were European  

 153 were Other ethnicity  

 
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. 
 

 

 
 
  

28% 

33% 

25% 

14% 

Cervical Screening by Ethnicity 
2010/11 

aņƻǊƛ Pacific European Other 
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Evaluation Valley PHO Cervical Screening Support Programme  
An evaluation was undertaken for the period 1 July 2007 to 30th June 2010 to ensure that continuous 
quality improvement is an inherent part of service delivery for this programme. The aims of the 
cervical screening programme were met with excellent results with the increasing number of cervical 
smears being done annually. This is clearly demonstrated in the graph below: 
 

 
 

Recommendations arising from the evaluation are: 
 

1. To continue with the Valley PHO Cervical Smear programme under SIA funding 
 

2. 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.  
 

3. 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.  
 

4. Continue to monitor closely the use of the programme and determine what practices may 
require extra support or clinical facilitation from the Valley PHO team.  
 

 
  

302 314 357 
540 

285 299 
453 

517 

2007-2008 2008-2009 2009-2010 2010-2011 

VPHO Cervical Screening total   

Jul-Dec Jan-Jun 
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Wellness Checks 
 
Aim   
To assist aņƻǊƛΣ tŀŎƛŦƛŎ ŀƴŘ [ƻǿ LƴŎƻƳŜ ǇŀǘƛŜƴǘǎ ŀƴŘ ǘƘŜƛǊ ǿƘŀƴŀǳ ǘƻ ŀŎŎŜǎǎ ŀƭƭ ǊŜƭŜǾŀƴǘ ǇǊƛƳŀǊȅ 
health care services available to them. The aim is to 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: aņƻǊƛ, Pacific and Low Income peoples new to enrol with Valley PHO 
 Priority two: aņƻǊƛ, Pacific and Low Income peoples enrolled with Valley PHO and not seen for three 

Years 
 

Key Activities 
1. Practices that are participating in the programme invite patients in the target populations who 

are newly enrolled to attend a funded consultation for a wellness check.  The clinician provides 
a holistic and comprehensive health assessment. This may include screening requirements, 
eligibility for programmes, immunisation status and referrals to other PHO services.  

2. Patients who have not been seen for 3 years and are within 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 clinicians within 
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. The most notable 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 July 2010 to 30th June 2011 590 Wellness Checks for new patients were completed. The range 
was from 12 ς 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: 

 105 women were due for cervical smears 

 116 adults were due for cardiovascular risk assessments 

 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 advice and cessation support are offered if appropriate.  
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Low Income 

hŦ ǘƘŜ ²ŜƭƭƴŜǎǎ /ƘŜŎƪǎ ŘƻƴŜΤ фп ǿŜǊŜ aņƻǊƛΣ пл ǿŜǊŜ tŀŎƛŦƛŎΣ ŀƴŘ мст ǿŜǊŜ ƭƻǿ ƛƴŎƻƳŜΦ 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
While the Wellness Check is funded for the targeted groups, it can also be very effectively used as a 
ǘƻƻƭ ŦƻǊ ǘƘƻǎŜ ǇŀǘƛŜƴǘǎ ƴƻǘ ŦǳƴŘŜŘΦ Lǘ ǇǊƻǾƛŘŜǎ ŀƴ ŜȄŎŜƭƭŜƴǘ ǎǳƳƳŀǊȅ ƻŦ ŀ ǇŀǘƛŜƴǘΩǎ ǎǘŀǘŜ ƻŦ ƘŜŀƭǘƘ 
and wellbeing in Medtech for when the patient is next seen 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: 

 Funded monthly support fee 

 Funded bundle of texts depending on the practice size 

 Monthly monitoring of usage 
 

Target Group 
Mņori, Pacific and Low Income people. 
 

Key Activities 
The key activities this period are summarised 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 any issues 
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Progress 2010 ς 2011 
Over this period 14 practices have used Text 2 Remind. It has been used in varying ways at different 
ǇǊŀŎǘƛŎŜǎΦ CŜŜŘōŀŎƪ ŦǊƻƳ ǇǊŀŎǘƛŎŜǎ Ƙŀǎ ƛƴŘƛŎŀǘŜŘ ƛǘǎ ǳǎŜŦǳƭƴŜǎǎ ƛƴ ŎƻƴǘŀŎǘƛƴƎ ǇǊŜǾƛƻǳǎƭȅ άƘŀǊŘ ǘƻ 
ǊŜŀŎƘέ ǇŀǘƛŜƴǘǎΦ ¢ƘŜ ŦƻƭƭƻǿƛƴƎ are some examples of types of texts sent: 

1. Consent to text 
2. Appointment reminders 
3. Blood test due 
4. Immunisation reminders, including HPV 
5. Injection reminders eg. depo provera 
6. Results, both X-rays and blood tests 
7. Care plus appointments 
8. Diabetic Annual Reviews 
9. Flu vaccination reminders 

 
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 solving and facilitation to use Text 2 Remind in different ways. 
 
At the end of the funded period 13 of the 14 practices that trialed text 2 Remind have decided to 
fund this tool themselves which is an excellent result.  
 

GP Locum 
 

Aim 
To support and maintain the GP workforce within Valley PHO by the provision of a GP locum service 
for the providers within Valley PHO. 
 

Target Group 
Valley PHO practices 

 
Key Activities 
Coordination of the GP locum service including:  

 Booking arrangements and rostering for the locum and arranging contracts for each 
placement 

 Monitoring usage and payment by practices 
 Arranging and ensuring appropriate professional supervision and comprehensive induction 

and orientation plan if required 
 Recruitments costs 

 

 

Outcomes 
We have been unable to recruit a full-time GP Locum for this period.  However we are assisting a GP 
to locum through practices by advertising, communication, and liaison with practices.  Reports from 
the GPs who have used the GP locum have been extremely positive and the need has often 
outweighed the availability of the locum. Locum cover has been provided for 8 different practices 
over the 28 week period that the locum has been available.  This also enabled a single practice GP to 
receive cover for a long delayed 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 facilitation of appropriate access to primary 
health care for at risk patients. 
 

 
Target Group 
±ŀƭƭŜȅ tIhΩǎ ǘŀǊƎŜǘ ƎǊƻǳǇ ƛƴŎƭǳŘŜ ǇŜƻǇƭŜ ǿƘƛŎƘ ŀǊŜ aņƻǊƛΣ tŀŎƛŦƛŎ tŜƻǇƭŜǎ ŀƴŘ vǳƛƴǘƛƭŜ р ǿƘƻ ŀǊŜ 
experiencing barriers to accessing primary care. 
 

Key Activities 
The key activities for the Community Health Workers are as follows: 

 Advocating with WINZ and other Government agencies. 

 Assessing current social problems and difficulties and helping to address these needs 
through agreed individual Care Plans. 

 Respecting ǇŜƻǇƭŜǎΩ ƘƻƳŜ ŀƴŘ ǇǊƛǾŀŎȅΦ 

 Coordinating health needs. 

 Referring to 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:  

 Patient Care 

 Community Development 

 Working with General Practice 

 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 interventions are achieved via working with patients and 
their whņnau/aiga either in their home, the community or by phone.  
 
¢ƘŜ ǘŜŀƳΩǎ ǊŜǎǇŜŎǘŦǳƭ ŀǇǇǊƻŀŎƘŜǎ ǿƛǘƘ ǇŀǘƛŜƴǘǎ ŦŀŎƛƭƛǘŀǘŜ ǘƘŜ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ ǇŀǘƛŜƴǘΩǎ ƘŜŀƭǘƘ ŀƴŘ 
social needs, which in turn generates the motivation necessary to resolve referring issues and 
achieve positive individual and whņnau/aiga 
outcomes. 
 
In total, staff made 3446 various contacts to 
patients over the past year. The top six main 
reasons for patients seeking assistance is: 
advocacy, financial difficulties and constraints, 
lack of family support and support structures, 
and housing. 
 
¢ƘŜ ŜǘƘƴƛŎƛǘȅΩǎ ƻŦ patient contacts remains high 
ƛƴ ƻǳǊ ǘŀǊƎŜǘ ǇƻǇǳƭŀǘƛƻƴ ƎǊƻǳǇǎ ƻŦ aņƻǊƛ όот҈ύ 

Maori  
37% 

Pacific 
Peoples  

25% 

Other 
38% 

Community Health Service 
Ethnicity of patients Jul 2010 - Jun 2011 
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and Pacific Peoples (25%), with the remaining numbers of Other (38%) patients representing our 
Quintile 5 population and most at risk groups who experience ongoing health, finance, and social 
difficulties. 
 
The service also developed a Patient Satisfaction Survey which was distributed to patients in English 
and Samoan. The patient feedback from these surveys was overwhelmingly positive with high 
service satisfaction and a service recommendation to others. 

 

Community Development and Health Promotion 
The service continues to work with a range of different organisations 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, Housing New Zealand, Hutt City 
/ƻǳƴŎƛƭΣ Iǳǘǘ /ƛǘȅ ²ƻƳŜƴΩǎ wŜŦǳƎŜΣ Iǳǘǘ ±ŀƭƭŜȅ /ǳǊǘŀƛƴ .ŀƴƪΣ Iǳǘǘ ±ŀƭƭŜȅ 5I. όIŜŀƭǘƘȅ 
IƻǳǎƛƴƎΣ aņƻǊƛ ŀƴŘ tŀŎƛŦƛŎ IŜŀƭǘƘ ¦ƴƛǘǎΣ {ƻŎƛŀƭ ²ƻǊƪΣ {ǳǊƎƛŎŀƭ ²ŀǊŘύΣ YƻǊŀǳƴǳƛ ŀƴŘ YƻƪƛǊƛ 
Marae, Life Unlimited, Lower Hutt ²ƻƳŜƴΩǎ /ŜƴǘǊŜΣ Work and Income (Naenae, Lower Hutt 
and Wainuiomata offices), Ngati Kahungunu ki Poneke, Q-Nique, St. Vincent de Paul 
ό²ŀƛǿƘŜǘǳ ŀƴŘ {ǘƻƪŜǎ ±ŀƭƭŜȅύΣ {ǘǊŜƴƎǘƘŜƴƛƴƎ CŀƳƛƭƛŜǎΣ ¢ŀƪŜ рΣ ¢Ŝ tŀŜǇŀŜ !ǊŀƘƛΣ ¢Ŝ ²Ƙņƴŀǳ 
O Te Maungarongo Support Services, Time Out, Wellink, Wellington City Mission (Mission 
for Families and Seniors programmes). 
 

The team has also been involved in a variety of activities such as our monthly Mums Support group,  
Pacific and Maori Diabetes groups, Pacific Wellbeing Day, Samoa Capital Radio, {ǘΦ WƻƘƴΩǎ Iǳǘǘ ±ŀƭƭŜȅ 
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. Network meetings attended over the year include: 
 

Community Health Workers, Elder Support (Lower Hutt), Hutt and Wellington Council of Social 
Services, Hutt Valley Community Law Centre, Hutt Valley Family Violence, Seniors Action Forum 
(Upper Hutt), Wainuiomata Social Services, and Wellington Prisoner Reintegration. 

 

Working with General Practice 
Over the past year, staff have worked hard to establish and/or further strengthen connections and 
key contact points within their allocated Practices. This has been achieved by making regular visits, 
where various practice staff are provided with feedback on patient progress, difficulties, and 
discharge plans. Staff have also made use of other visiting opportunities such as hand delivering new 
flyers and brochures on behalf of 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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Along with similar volumes of General Practice and internal referrals from other Valley PHO services, 
ǊŜŦŜǊǊŀƭǎ ƘŀǾŜ ŀƭǎƻ ōŜŜƴ ǊŜŎŜƛǾŜŘ ŦǊƻƳ ŀ ƴǳƳōŜǊ ƻŦ ŜȄǘŜǊƴŀƭ ǎƻǳǊŎŜǎΣ ŦƻǊ ŜȄŀƳǇƭŜΣ 5I.Ωǎ aņƻǊƛ 
Health Development Unit, Social Work, Psychology and Healthy Housing Departments, as well as 
Pacific Health Service, Wellington 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, culturally 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 referrers were regularly updated 
on patient progress, concerns and/or discharge plans.  100% of the respondents stated they would 
ǊŜŎƻƳƳŜƴŘ ǘƘŜ ǎŜǊǾƛŎŜ ǘƻ ƻǘƘŜǊǎ ǿƛǘƘ ŎƻƳƳŜƴǘǎ ƛƴŎƭǳŘƛƴƎΥ άMy clients are impressed with the 
delivery of service and appreciate the efforts made by Valley PHO to engage them with a medical 
ǇǊŀŎǘƛǘƛƻƴŜǊ ƛƴ ŀ ǘƛƳŜƭȅ ƳŀƴƴŜǊέΤ άDǊŜŀǘ ǎŜǊǾƛŎŜΦ ¢Ƙŀƴƪǎ ǎƻ ƳǳŎƘ ŦƻǊ ōŜƛƴƎ ŀǾŀƛƭŀōƭŜ ǘƻ ƻǳǊ 
ǾǳƭƴŜǊŀōƭŜ ǇŀǘƛŜƴǘǎέΤ άaƻǎǘ ŘŜŦƛƴƛǘŜƭȅ ±ŀƭƭŜȅ tIh Ƙŀǎ ŀƴ ŜȄŎŜƭƭŜƴǘ ǎǘŀƴŘŀǊŘ ƻŦ ŘŜƭƛǾŜǊȅΣ 
professionalism and woǊƪ ŜǘƘƛŎǎέΤ άL ƘŀǾŜ ŦƻǳƴŘ ǘƘŜ ǎŜǊǾƛŎŜ ŜȄŎŜƭƭŜƴǘέ. 
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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 barrier in  attending health services. 

 
Target Group 
aņƻǊƛΣ tŀŎƛŦƛŎ tŜƻǇƭŜǎ ƻǊ ǇŜƻǇƭŜ ƻŦ ƭƻǿ ǎƻŎƛƻŜŎƻƴƻƳƛŎ ǎǘŀǘǳǎ ƭƛǾƛƴƎ ƛƴ 5ŜǇǊƛǾŀǘƛƻƴ р ƛƴŘŜȄ ǿƘƻ ŀǊŜ 
experiencing transport barriers to access health appointments. 

 
Key Activities 

 Coordinate referrals from GPs, Practice Nurses, Outreach Nurses, Community Health or 
Social Workers. 

 Provision of transport to and from primary and secondary health appointments. 
 

Progress this Period 
Wellington Free Ambulance (WFA) has continued to provide transport for the target population (via 
their contract with Valley PHO), with Community Health Workers and Outreach Nursing staff 
providing additional transport to some patients as and when appropriate within their service. 
 
Work has continued over this year with Community Health Workers, Outreach Nurses 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 practices on alternative 
transport options, analysis of utilisation trends and facilitation with general practices. Positive 
feedback was received from practices about the resources provided this incuded; άthank you so 
much - ǿŜΩǾŜ ƴŜŜŘŜŘ ǘƘƛǎ kind of info to give out to patients for ǎƻƳŜ ǘƛƳŜ ƴƻǿΦέ 

 
 
 
 
This graph highlights the 
consistency of utilisation 
each month: a total of 885 
trips were made with an 
average of 74 trips per 
month. 
 
 
 
 
 

 
The Community Health Worker staff followed up the Weekly Mailout flyer with a personal delivery 
of copies of the Alternative Transport Options brochure to each of their allocated Practices.  
 
A huge achievement this year has been extending the service to include all 7 Hutt Valley Community 
Podiatry Clinics. Prior to the CliniŎǎΩ start date of 1st April 2011, each clinic received a visit which 
covered their personalised Referral Form, eligibility criteria, and copies of the Alternative Transport 
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