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Introduction 

To be successful in realising the vision for Mahitahi Hauora we believe we will need to align 
the efforts and ambitions of Health, Social Services, Housing and other providers across 
Northland to work in collaboration and partnership with individuals, whanau, hapu and Iwi and 
the wider community. We aim to improve the wellbeing of each member of our community and 
close the equity gap in Maori health outcomes by developing a more integrated care delivery 
system at a locality or community level.  The aim is to deliver more effective care, more 
efficiently, to more people, by improving the coordination and contributions skilled individuals 
and teams can make.  We also plan to make the best use of collective facilities and resources 
to strengthen the quality of place based team work between health and social care providers. 
As we begin our journey to grow a more effective care delivery system it is important that we 
build on the existing international research as to what are the key ingredients for success as 
shown below.   

 

In contrasting our current status with this checklist, it is a reasonable conclusion that while 
there are excellent initiatives underway at present, both within the PHOs, in primary care, 
with Maori Providers, in partnership with the DHB, working alongside other NGOs we have 
some way to go before we can confidently indicate these key ingredients are in place.  As 
outlined in the ‘Te Whakaritenga’ (The Aspiration) paper, the Boards of respective PHOs, the 
DHB, and Maori Providers have the aspiration to continue the journey of improving care and 
outcomes for our community so that the vision of Mahitahi Hauora can be realised.   

“A 2026 Northland healthcare system that sustains equitable self-determined 
wellbeing” 

To achieve this vision, we need to transform our current system of care so that it is sustainable 
into the future and can withstand the rising tide of age, challenge of rurality, and to close the 
equity gap.   

Our transformation plan starts with the establishment of locality networks of care providers to 
who will be responsible to work together to address both the health and social needs within a 
defined population and or geographical area.  The goal is to grow a closer network of care 
between primary care, Maori Providers, DHB and other social agencies, working with whānau, 
hapu and iwi and others within each community to co-create a system of care system that 
addresses the wider determinants of health and identifies and responds to what matters to 
them. 
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What we plan to progress in 19/20 

In 19/20 we plan to commence the development of locality clinical networks and grow a system 
of care to address our strategic priorities as described in this paper and as summarised below: 

 Establish 3 localities and develop a co-design methodology to assess, plan and deliver on 
what matters to whanau and the wider community.   

 Address the strategic priority action areas starting with co-ordination and goal based care 
planning for 5~10k complex needs patients who are either pepe and tamaraki ora (babies 
and children) and kuia and kaumātua (older frail people). 

 Embed the electronic whanau tahi tool (or other similar solutions) as the whanau ora care 
planning tool across primary, secondary and community health and social care team.  We 
need a shared care plan that will support the network of care providers to identify the goals 
of the individual and the family, the health and social needs and the identify the steps to 
address them.  The plan can be made available to all in the network of care (with consent), 
including the patient and the whānau and updated in real time by all care providers. These 
‘whānau  ora’ plans will enable case managed, evidence based interprofessional care.   

 Embed locality based multidisciplinary social and health team care for complex patients to 
enhance the care that primary care and Maori providers can provide by strengthening care 
coordination by meeting regularly regularly to review and plan care with the individual and 
their whanau within each locality.  

 Support frail older people (kuia and kaumatua) to age independently, and deliver care 
complete care for those with complex needs (pepe and tamarki ora) and those with long 
term conditions).    

 Develop methodology and pilot work to support 5 general practices to redesign their model 
of care to use health coach / Whānau  ora navigator roles as the case manager to more 
effectively address health and social care needs. 

 Support primary care and Maori and community providers to progress change to improve 
the efficiency and effectiveness of community health and social care teams and remove 
barriers in addressing what matters to the individual and the whanau through a robust 
transformation program.   

 Develop and use innovative population health management tools and integrated 
information systems to improve outcomes within each locality.  

 Implement and embed a co-creation process working within each locality to identify and 
address “what matters to individuals (Tangata), families (whānau) and communities 
(Hapori) hapu and Iwi 

 Develop and expand a learning system within Northland so that we can speed the transfer 
of learning and innovation through robust research and evaluation of what is working. 

 Develop a locality based funding system to align financial incentives for all care providers 
to work together as a networked team with greater flexibility and longer term contracts.  
 
These changes are summarised in the priority plan and the journey map below. 
 
Key questions we appreciate your feedback on: 
 
1. Do you agree with the sequential rollout of 3 localities in the first year, followed by the 

remainder localities over the next 3 years? 
2. Do you agree with choosing some key strategic priorities to focus on in the first year to 

show that we have made a difference within the localities in these key areas? 
3. Do you agree with the strategic priority focus areas as identified with previous feedback 

and analysis as described in The Plan? 
4. We are planning to consult with you and seek your further feedback on the plan in 

discussion forums. Do you think this would be helpful? 
5. We welcome any further comments or thoughts. 
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LIFE COURSE

Kōhungahunga Tamariki Ora
Equity by 2040:  Children 0-14 yrs

First 2000 Days 

Build physical and emotional resilience in 

youth and adolescence in preparation for 

adult life

MDT and case management to address

complex needs (health & social)

Reduce childhood obesity

Adults 15-64 yrs

Reduce risk factors for long term conditions (CVD, 

Diabetes) esp Maori

Improved management of LTC (COPD, Diabetes)

Mental health wellbeing support

Kuia Kaumatua

Case management 

for frail older people 

with complex needs 

including:

Multiple morbidities

Aging in place

Functional gains

Tohenga Rautaki

Priority health equity issues for 

Mahitahi Hauora in 19/20

The ‘Double burden’ of conditions of poverty 
across the life course

• High rates of infectious conditions
• High rates of Long Term Conditions

Health Promotion: Smoking, obesity, alcohol, sexual health,
mental health: impact across life course, 
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Strategy Planning Approach: Process to improve outcomes & close equity gap
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The why?
Te Whakaritenga

The aspiration

The How?
“Review options

& identify 
priorities”

The what?
Strategy and plan

Proposal outline

Feb-March 2019
Draft Strategic Action Plan 

April – 5 May 2019
Implementation

July-Dec 2019

Confirm success & 
learning and spread

Jan – March 2020

Evaluate success of 
programs plan next steps

March-July 2020

On-going 
Performance 

Monitoring and 
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Proposed key building blocks 
1.   Electronic care planning tool 

With the patient’s consent, the e-shared care plan (e.g. whānau  tahi) will be used as a 
web based  tool to plan and coordinate care.  The plan is also available to the individual 
and their whānau.  This tool is important in addressing the needs of patients with complex 
needs.  As well as providing summary clinical information and care plans, the system 
allows a virtual care team from across different organisations and professions to securely 
message each other, task each other, set up appointments, alerts and actions, and interact 
virtually via video-conference. Patients will have portal access to their plan and the care 
team. This system could be used for screening programmes, routine follow ups, alerts if 
care activities not completed and other interventions currently delivered through outpatient 
and ambulatory settings.   

2. Clusters or networks of care providers 

Every GP practice team, Maori Providers and DHB staff will be invited to join a cluster 
within each locality with facilitated ongoing interaction via MDT planning and improvement 
workshops and regular meetings to discuss complex patients. It is envisioned that these 
meetings (weekly to not less than monthly) will provide a point of engagement for 
community teams, specialist services, Māori  Providers, NGOs and social services to come 
together as a multi-disciplinary team around the patient. Case conferences for highly 
complex patients will give primary care the support and knowledge needed to manage pro-
active care in the community. A wider set of patient cohorts and services could be managed 
through clusters with the right set of relationships, clinical support, and technology.  

3.  Alignment of DHB community teams with localities 
Our DHB community teams will increasingly work under the locality Network leader and 
with GP clusters to provide early discharge, re-ablement, Mental Health & Addictions 
liaison, paedatric support and rapid response to deliver acute care in the community.    

4. Central coordination function 
We plan to establish in conjunction with the DHB a ‘Central Coordination’ function – 
meaning that there will be one process for activating community responses instead of 
multiple routes for referral, triage, and scheduling.  This capability is being developed in 
conjunction with Primary Options for Acute Demand Services (POADMS), Homecare 
Medical/Healthline, and the Mahitahi coordination team.  We will plan and develop this 
service together to ensure a joined up approach to establishing this service. In future, this 
capability could be deployed beyond community care to other ambulatory and outpatient 
services such as community hospitals to provide more complex subacute care in the 
locality.  

5. Consistency of service delivery  
Clinical pathways, direct access to diagnostics, e-referrals, and the current ‘Neighbourhood 
Healthcare Homes’ GP programme means that community care is becoming less variable 
and greater complexity can be managed in primary care. Effective consult/liaison 
approaches will further strengthen this model.  We will work in 19/20 to particularly focus 
on better care coordination for COPD and frail older people. 

6. Neighbourhood Healthcare Homes 
At present nine Practices, representing almost half of enrolled patients in Northland, are 
engaged in the Healthcare Homes Primary Care Collaborative to redesign general practice 
workflow and technology in order to release 20-25% additional capacity and improve 
patient outcomes at lower cost.  There are significant opportunities to re-shape both 
planned and reactive care through this redesign of primary care models away from 15 
minute doctor led consultations.  This will also free up more time for primary care teams to 
work to strengthen links and coordination with a broader network of providers. 

7. Community Hospitals/ acute care options 
We also work with the DHB to identify how the networks can more effectively use the 
‘Locality Community Health Centres’ which are at various stages of design, development, 
or expansion. These Locality Community Health Centers  will deliver additional capacity 
for procedures, specialist consultations, and diagnostics that are currently being delivered 
primarily through Whangarei Hospital.  
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How will this integration be enabled?  A new structure, new capabilities and focus 

Mahitahi Hauora will need a new structure, capability and focus so that locality based 
developments can be enabled.  There will be a need to embed community teams within 
localities and health and social care providers to develop new networks to improve processes 
and outcomes for patients and whānau .  To strengthen planning and coordination each locality 
will have ‘whole of system’ clinical and managerial leaders working closely with the Primary 
care teams and Māori Provider leaders in the community.  The locality Network Leaders will 
also work closely with the clinical and managerial leaders from the DHB aligned with the 
strategy priority areas.   

There will be one change team who will support the development of Locality Clinical 
Partnerships, and progress service development to address one of the Strategic Priority Areas.  
The lessons learned from this work will be used to strengthen care in other localities for 
example for complex youth or complex older people.    

Changed structures and reporting lines do not on their own bring about changes in how clinical 
services are delivered. However, aligned teams delivering care for complex patients provides 
the catalyst for identification of mutual challenges and opportunities in working together, for 
the development and strengthening of new professional relationships and networks and shared 
design of realistic plans, which support new ways of working.  By collaborating, we are able to 
innovate and scale up promising approaches quickly.  

We want to recognise and build on this success of Primary care, Maori Providers and within 
the current PHOs in closer partnership with the DHB into the future. New roles, new 
relationships, and aligned agendas will allow us to make sustainable and positive changes to 
models of care and to close the equity gap.      

Further Ambitions 

As well as embedding and scaling up the above initiatives, there are also many opportunities 
to improve the care journey for patients by expanding the scope of primary services, and further 
changing the way we work and how we work together. However, there are some barriers to 
enabling the changes required. Key challenges include: 

 Many opportunities can only be seized when key clinical leaders and supporting managers 
have a ‘helicopter view’ across the whole system (including locality, hospital, and primary 
care) and can therefore see where services could be shifted, changed, or developed to 
better meet need or improve efficiency. We need to think through what does a guiding 
coalition look like and how we can work together to support locality teams and address 
barriers they may encounter 

 Many of these changes are complex to design, build, scale up and embed – they require 
clear, mandated leadership and coordination across services, settings, and organisations 
so that there is ability to move with speed and agility. Changes to resourcing, work flow 
and processes will be needed to make a new model of care sustainable, but often 
managers do not have this mandate outside of their particular service.  

 Often barriers to change can only be overcome through an iterative action learning process 
in conjunction with the consumers of our services. This is a more organic approach than 
our traditional planning methods and requires a different change and improvement skill set 
– even the best laid plans often don’t survive contact with reality and a flexible approach is 
therefore needed.            

 Many changes are small enhancements that add cumulatively up to a significantly better 
patient experience. These improvements can only be identified by those working directly 
with patients, but we do not always empower frontline staff to make changes - especially 
ones that cross service, site, and/or organisational boundaries.  People who identify 
opportunities to deliver care differently may not know how to kick-start the required 
changes or even who to tell about their ideas.  We want to grow a system where frontline 
providers are empowered to see, own and solve the problems they encounter in a tight, 
loose, tight approach.
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What we heard:  From the feedback and meetings 
 
This paper is based on the feedback on the consultation document and related presentations 
outlining Te whakaritenga, the aspiration of the change agenda described by Mahitahi Hauora 
and PHO Boards with support from the DHB and Te Kahu o Taonui.  
 
The paper as shown in the diagram below, integrates the feedback from those working within 
the health sector including PHO staff, primary care teams, Māori providers, and DHB leaders.  
It also draws on population health trends, and evidence based areas of focus to identify areas 
of focus for 19/20.     

 

In general, there is support for the aspiration to better integrate primary and community health 
and social care to improve health and wellbeing within each and every community across 
Northland and to design a service around what matters to individuals, whānau communities, 
hapu, Iwi and the general population.   This focus is aligned with the Governments goal… 

’To improve the wellbeing of all New Zealanders and their families.’ 

In the feedback and meetings held, we heard that there is widespread support for accelerating 
the velocity of improvement to reduce disparities and inequities, to reduce the burdens of 
illness, and burdens of treatment, and to grow a learning system.  There was also widespread 
support to expand our scope to promote and pursue improvements in both healthcare and in 
health.   

There was recognition that despite best efforts we have not made the impact to close the gap 
in health outcomes for Māori and that we need to work differently by aligning our efforts and 
focus to address the broader determinants across the health and social sectors.  We heard of 
increasing complexity due to psychosocial issues and an ageing population that meant 
clinicians needed a new prescription to not only meet medical needs but also the broader social 
needs.     

There was enthusiasm about the opportunities to partner with others to address the wider 
determinants of health and wellbeing and recognition that no one service or sector can do this 
alone.  For our patients, their whānau and our communities we recognised we need to be 
better partners, we need humility to listen and support each other across the health and social 
sectors, and most importantly we need to listen to what matters to our patients, their whānau, 
and their community.   

We need courage to start and determination to persevere.  We need to recognise the 
gravitational pull that draws us to focus on the increasing demand and financial pressures in 
front of us and move to envision a future that lightens the load by teamwork and growing the 
third place of healthcare delivery - healthcare for the patient and whānau in their home.   

Population 
health analysis

Consultation 
Doc Online 
Feedback 

Staff/GP/Maori 
DHB meetings

19/20 Strategic Priorities
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There was acknowledgment that we need to have a new frame to see the definition of quality 
healthcare expand beyond avoiding commission (mistakes), to include avoiding omission 
(gaps in care), and improving communication (what we say), and context (how we engage), 
with expanded diagnostic frames (that address what matters to the patient).   

There was recognition of our accountability to deliver quality healthcare in caring for the patient 
and their whānau across the continuum from birth, to adolescence to adulthood to old age and 
to addressing the risks at each stage of early life, of adolescence, for those with chronic 
conditions, and improving coordination and planning for the frail elderly and for those at the 
end of their lives.   

In developing the 19/20 Mahitahi Hauora plan and in reviewing the feedback we have looked 
to our past; where we’ve come from and what we’ve achieved, we’ve looked at the present; 
our current services and activities to understand where we’re at and, through this plan; we 
look to the future and where we plan to be in seven years’ time.  In general, there was support 
that we need to move from siloed providers overburdened with increased demand and 
complexity to multiple well integrated health and social providers with assigned responsibility 
for people within a region (locality).  

There were mixed views about whether a single funded provider network would work or be 
beneficial however there was support that all within a region should have access to well-
coordinated and consistent care quality and range of services (see below).    

 

We also need to move within localities from fragmented and discrete providers to a more 
integrated approach e.g Te Mahuri (0-6yrs) with a similar approach for kuia and kaumātua 
frail elderly as shown below.   

  

Improving outcomes for those with complex needs

Maori
Prov

Iwi 
ProvMSD

Local 
Govt
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Rautaki / Whakamahere (Strategy and Planning) 
 

1. Our planning approach (Executive  Summary) 

The paper uses the framework of the 5 Cs from the recent Mckinsey paper Delivering for 

citizens: - How to triple the success rate of government transformations (2018).  In the paper 

it identifies that unfortunately 80 percent of Government transformations fail to meet their 

objectives.  Key ingredients of success include committed leadership, clear purpose and 

priorities, cadence and coordination of delivery, compelling communication, and capability for 

change.  The table below identifies the ingredients that need to be present if we are to meet 

our objectives.   

Rapua Ka 
Kitea  
Clear vision 

By 2026 we have in place a primary healthcare system that sustains 
equitable, self-determined wellbeing. 

Nga Wawata 
Clear purpose 

We will improve the lives of our patients, the health of our communities, 
and the joy of our workforce. 

Tohenga 
Rautaki 
Clear Strategy  

Equitable health spend driven through localities by whānau need 
and aspiration leading to a healthier community and improved long 
term outcomes (Locality Based Whānau Driven Services). 

Committed 
leadership 

Health and social services will work together to provide support to enable 
individuals, whānau, hapu and Iwi to access resources both within 
themselves and from others, when they need it, quickly and easily, and 
whenever possible within their local community. 

Cadence and 
coordination 
of delivery 

We need to strengthen partnership between those who want to work 
together and commit to an accelerated change agenda. 
We need to be able to progress large scale change and innovation that 
demonstrates measureable improvement in health and wellbeing.   
We need a roadmap on how to get there. 

 
This paper is not a strategic plan but rather the beginning of a roadmap for a strategic action 

plan, that has moved from the why to the how.  We will engage more broadly on the how.   

This plan is about action, it’s about doing and it’s about changing the way we work now. It’s 

about working smarter not harder through sharing our resources, and working collectively to 

achieve a common goal, with the key dimensions represented as follows: 

1. Multidisciplinary community teams will be formed around general practice clusters in each 
locality to better support primary care as the central focus and coordinating mechanism of 
healthcare (‘the healthcare home’) in conjunction with the Māori Health and Iwi Provider 
networks. Good primary care is associated with better health, a more equitable distribution 
of health in populations, and lower health costs.   

2. It is essential that we grow and sustain the primary care workforce.  We can support Primary 
Care more effectively in their ever expanding role of meeting the Complex Needs of their 
patients and their whānau through the development of a wider community care team and 
framework designed to deliver proactive, coordinated care for those who need it.  

3. Locality leadership groups and community and clinical networks will be established to 
provide engagement and governance over the development and implementation of new 
models of care to better address these complex needs and to better develop services 
around what matters to whānau and the wider community.    

4. The goal is to provide health services that promote Whakamana Hauora, (independence 
for individuals to manage their own health) and Tiakina Te Kaitiaki (whānau support) to help 
those helping others to access support agencies and gain confidence in looking after their 
loved ones.
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Anticipated benefits of the change program are as follows: 

 People, whānau and communities will be empowered to take greater responsibility 
for their own health 

Services will be developed to support people/whānau to stay well and take increased 
responsibility for their own health and wellbeing. 
 

 People will stay well in their own homes and communities 
With greater locality based support we will progress the development of one team within 
primary care and community services to support people/whānau in a community-based setting 
and provide a point of ongoing continuity, which for most people will be centred around general 
practice but for some around their Māori Health Kaupapa Provider. 
 

 People will receive timely and appropriate complex care closer to home 
Hospital based specialist resources will in turn have more time to be responsive to episodic 
events and the provision of complex care and support and specialist advice to primary care. 
 
Principles on how we will work together 
We will work in partnership to grow alignment between health and social care to: 

 get the best outcomes possible within the resources we have by creating one health 
system, an aligned budget, and one coordinated health and social care delivery system.   

 remove barriers and perverse incentives created by contracts and organisational 
boundaries by planning and working collaboratively across the public, private and NGO 
sectors to support the delivery of whānau directed care. 

 
The key measure of success at every point in the system is  

 reducing the time people waste waiting. 

 right care, right place, right time, delivered by the right 
person in the right way. 

 achieve the quadruple aim which includes the notion that 
staff wellbeing also matters.   
 

We will create a learning system with a ‘whole of system’ 
lens that: 

 Understands and responds to the needs of population 
identified through what matters to whānau planning. 

 Uses information to identify, plan and drive service 
improvements. 

 Balances responding to the pressures of the short term alongside the direction of travel to 
achieve the changes in the context of the longer term. 

 Make decisions based on where services are best provided which includes considerations 
of: 
 What is best for the patient? 
 What is best for the system? 

 
Committed leadership:  We can only be successful in our transformational change 
agenda if: 

 The change agenda becomes the focus of the leadership teams across health and social 
services within Northland.   

 The change agenda makes it easy for clinicians and other health and social care providers 
to do the right thing and where they have a pivotal role in planning to do the right thing for 
the patient, the whānau and the wider community.   

This plan while at first glance simple, requires significant co-design efforts to ensure 
consistency in processes and integrated/ information sharing model of care across the 
Localities and MDT Teams. It requires significant change which will be outlined in this paper.
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Key focus areas for 19/20 aligned to the strategic priorities for the Mahitahi 
Board 
Some of the key considerations discussed in this document include integrated planning to align 
with a locality led agenda working with individuals, whānau, and communities to provide better 
care and a better system.  Deliverables include: 

1. Self-determined Wellness: 90 percent of patients understand their wellness 
needs and can access services to meet these needs. 

a. More effective management of CVD risk and smoking cessation to address factors that 
impact on amenable mortality (see Appendix A Selecting priorities to close the equity 
gap for Māori). 

b. Better management of long term condition and integration and coordination of COPD, 
CHF, and Diabetes (see Appendix A reducing the impact of years lived with disease 
and disability and closing the equity gap for Māori). 

c. Improving wellbeing and reducing anxiety and depression through embedded support 
teams, and building resilient youth (see Appendix B). 

d. Better alignment of Health of Older People Services particularly around the needs of 
frail older people including end of life care (see Appendix C frail older people). 

2. Mama Kōhungahunga Tamariki Ora: All children well and ready to start school. 

 Better outcomes for Mama Kōhungahunga and Tamaraki Ora through the 
development of a more integrated service and an ability to address complex needs 
(vulnerable children) and to support the whānau to realise their own wellbeing as a 
family (kainga ora) aligned to the child wellbeing framework (see Appendix D).   

 There will be improved access to wellbeing support services embedded within primary 
care practices, and to school based services when required.   

 Reducing childhood obesity. 
 
3. Resource Growth: Collective alignment of services between secondary to primary 

healthcare and communities within localities. Funding and resourcing is in place as 
needed to achieve equitable self-determined wellness  

 We will establish two to three locality networks to more effectively provide integrated 
service offerings from health and social care (kete Mauri Ora) which will work as an 
integrated team supporting primary care and other health care providers to more 
readily access a broad range of health and social services and to improve the 
coordination of these services to deliver care within a person home or community. 

4. Sustainable: Vibrant health and social service workforce (90 percent satisfied in 
their work. 

 The wellbeing of our workforce matters because the goals described cannot be 
achieved unless staff are happy.  The happiest employees are also the ones who can 
solve the most difficult problems and make a positive change in the lives of people.   

Change programme for 19/20  

The focus will be to develop lean processes to ensure the best use of resources, no duplicate 
or waste, and consistent service delivery within agreed timeframes and with extra effort where 
required to improve outcomes for all.  It is acknowledged that as we work towards further 
improving community health integration these services may continue to be enhanced to ensure 
we are providing right care, right place, right time and in the right way.  
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2. Planning approach for 19/20 to identify and address consumer priorities 

Our goal:  To develop a care system based on what matters to individuals and whānau  

Overall, the New Zealand health system is neither sustainable nor affordable, and is not ideally 
configured or operated to meet either current or future needs.  With an older population, rural 
and socioeconomic challenges, primary care has struggled with increased demand and more 
complex health and social needs.   

Consumers want change in how healthcare is delivered  

As pressure in the system grows there has been a lack of consumer focus in the design and 
delivery of healthcare services around what matters to individuals and whānau.  In contrast to 
other industries, health services have been inconsistent in how it plans services around what 
users need and want.  This can be attributed to a lack of awareness of what users need and 
want and a lack of focus for public health systems to operate as a service industry.   

McKinsey’s 2018 Consumer Health Insights (CHI) Survey of 5000 patients while US based 
has some relevance here.  When consumers’ were asked what mattered to rank what mattered 
most to most to them in meeting their needs (see figure below), four issues stood out: 
 Personalization. The consumer experience should be tailored more closely to the needs 

of individuals. 
 Access. The continuum of care should be improved so consumers have access when and 

where they need it. 
 Incentives. Well-designed incentives hold promise of motivating consumers to make better 

choices. 
 Innovation. New product concepts must be carefully designed to meet consumers’ needs 

and wants. 

 
The challenge also remains that not all consumers are the same, attitudes, needs and 
behaviours differ within the population.   The CHSI survey allowed the researchers to identify 
six healthcare consumer segments that have different needs (see below).   
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Six consumer segments with different needs 

 
The quality of patient experience and meeting their needs is important as research has shown 
this will have a direct impact on their health outcomes. To explain in more detail, the consumer 
differences in the six categories it is helpful to compare two engaged traditionalists and busy 
convenience users that would be similar here. 

 Engaged traditionalists seek value and guidance. They are disproportionately older and 
more likely to have health conditions, have an established relationship with a primary care 
provider (PCP), and rely on guidance from that provider when making healthcare 
decisions. The majority of them reported that they lack meaningful motivation to be 
healthier and want others to assist them with their health improvement goals. 

 Busy convenience users are typically of working age and in relatively good health; many 
have young children. For these consumers convenience is important and they want to be 
able to make decisions quickly. They often delay seeking care for themselves until it is 
absolutely necessary and actively avoid going to doctors unless they have a serious health 
problem.  They do not have strong preferences about where they seek care for non-
emergent health issues and that they visit urgent care centers when feeling unwell. They 
were more likely to report using mobile apps and mobile sites to schedule visits and 
manage other tasks with their routine care provider.  

This is similarly described in the diagram below which segments patients into those with 
complex needs needing more proactive and coordinated care (especially for vulnerable young 
and older people) from a broader range of providers and those for whom care is predictable 
and more simple where convenience is important.     

The challenge to meet those with complex needs has resulted in a shift from continuity of care 
to fragmented episodic care in urgent care clinics and hospitals. This has also meant that there 
has been an associated shift in resources in this sector to meet this demand. These problems 
can be attributed in part to a flawed approach to purchasing with no adjustment made for 
complex needs beyond 65 years or socioeconomic deprivation levels in primary care.   

The plan 

Mahitahi Hauora are committed to planning services for 19/20 around what matters to the 
individual and their whānau.   

This moves the question from ‘what is the matter’ to ‘what matters to you’.  We will be using 
the healthcare planning cycle described below which starts with an identification of the users’ 
needs and design planning to meet those needs.   
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In understanding users’ needs it is important to differentiate between complex needs 
(predictable and unpredictable), and simple needs (predictable and unpredictable).  With 
complex needs there are more decision points, more people involved in the decisions at each 
point, more options per decision.    

 
The challenge therefore to meet the individual/ whānau’s complex needs, is to develop ways 
we can effectively and efficiently work together as an integrated health and social care system.  
Health and social integration processes have demonstrated that there are a number of key 
enablers for this to occur including a shared care plan, a case manager, and broader access 
to a multiple range of health and social care providers.   As complexity increases, so does the 
need for the number and range of health and social care professionals (see below).   

Health 
Need

Model 
of Care

Delivery 
solution

Service

Audit

A virtuous 
healthcare 
service cycle

Identification of user’s 
requirements and design 
planning

Interactive IT, capital 
and workforce service 
solutions – choice of 
preferred solution set

Audit of outcomes, 
cost and quality 
against user’s 
requirements – and 
effect on health need

Choice of purchasing, 
funding or 
commissioning 
approach
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There is solid evidence that increased investment in selected social services, and improved 
coordination between medical and non-medical services, can improve health outcomes and 
lower healthcare costs for certain populations.  
 
Investment in three social services in particular is associated with improvements in health and 
in cost savings: housing support, nutritional assistance, and case management. The evidence 
suggests that targeting people in greatest need of social services—low-income individuals or 
families, the elderly, the disabled—is critical to yield the benefits from the partnership between 
medical and nonmedical services.1 
 

3. Proposed ways to enhance the model of care within General Practice 
General practice in working with complex needs associated with an ageing population, and 
socioeconomic deprivation in parts of the population has found it increasingly difficult to meet 
these needs functioning as a single practitioner without access to wider range of 
multidisciplinary services.    The attributes of good family medicine are focused around what 
matters to patients and include the key attributes of a strengths based approach, person 
centred holistic care, accessible care, coordination, community focus, and continuity as shown 
below. 

 
 

                                                 
1 “Integrating Medical And Social Services: A Pressing Priority For Health Systems And Payers, 
“Health Affairs, July 5, 2016. DOI: 10.1377/hblog20160705.055717 
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These attributes for the enrolled population may be less or more important at particular times 
but all are needed to provide effective and comprehensive care and are described in more 
detail below: 
   

 Strengths based approach 
Working with the patient and their whānau to build upon their own knowledge and 
understanding to maximise confidence and grow self-management. 

 Person centred care 
This supports people to take control of their own health, and provides time and priority to 
understand and address the concerns of the whole person.   

 Accessible care 
Access includes proximity, timeliness, price, range and choice of services.   

 Continuity of care 
This includes: 

o relational continuity between a patient and one or more care providers which includes 
trust and security for the patient and reduced costs for the health service 

o management continuity in managing the persons health problem 
o informational continuity using knowledge of persons past events and social 

circumstances to deliver appropriate individualised care. 

 Coordination of care 
There is an increasing need with complex patients to coordinate care between clinical staff 
within practices and between practices and the wider health and social system.    

 Community focus 
General practice has an important role of building trust with local communities to support 
effective improvements in health across the wider community as the community in which we 
live influences our health and wellbeing.   
 
Future model of care requirements 
Improvements in primary care need to focus on how the wider community resources can be 
integrated as key building blocks to address what matters to the individual and their whānau.   
This particularly includes building and maintaining stronger relationships including: 

 More proactive and continuous relationships between patients and health professionals 
within the GP practice: using a wider- team based approach freeing up time for GPs and 
nurses to see patients who most need their expertise which includes empowering patients 
to take control of their care such as occurs with the healthcare homes initiative;   

 Between professionals who are caring for patients across the primary and secondary care 
continuum, working together, using their skillsets to support their registered list of patients; 

 Between professionals, patients and the health and social care providers in the wider 
community including Māori and Iwi providers so that the patient can access the wider 
range of services required.   

Changing the type of intervention 
For the model of care to be effective we need to move from reactive to proactive care for high-
risk groups to avoid more disruptive and costly treatments, and to improve outcomes.  It needs 
to include a means for identifying people with higher levels of need so that services can be put 
in place to provide more intensive support for them. 

Changing who does what:  Developing new roles and skill mix 
In order to meet the needs of more complex patients there is a need to expand options for care 
provision beyond the traditional scopes of practice and expand the role of clinical and non-
clinical staff to manage the demands of general practice teams.   

Existing roles such as whānau ora workers could be more closely linked with primary care 
providers.  New roles such as pharmacists, health coaches, behavioural practitioners and 
paramedics could improve access to care, improve patient safety and align with patient 
pathways, and improve holistic care so that it is delivered more efficiently.   

Systems that grow informal referrals, ready access to advice and consultation through closer 
alignment of the broader care team both within and outside a practice are more effective than 
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transactional referral based processes.  Not only does general practice need support to evolve 
and adapt to the ever increasing demands of the Northland population, patients and whānau 
with complex needs who are at risk of achieving poorer health outcomes also need support to 
grow their own capacity to self-manage.  A proven effective option is to use navigator roles or 
whānau ora workers that empower the patient to navigate intersectoral services, advocating 
for the patient whilst working alongside them to achieve their identified priorities.  
 
Changing where care is delivered 

To deliver care closer to home and reduce the burden of illness, injury or disability there is a 
need to move the delivery of a significant number of services into more appropriate settings.  
This means making services currently provided in hospitals, to be accessible in primary and 
community settings within each locality where patients are supported through stronger clinical 
networks linked to primary and community centres and healthcare homes. By so doing 
resources are freed up to expand options for community based service provision.  This is 
shown in the diagram below with red showing current status and blue showing expanded care 
in primary and community settings with reduced service provision and resources required in 
hospital.   

 

 

 

Digital solutions 

Digital records should underpin and integrated way of working rather than replacing closer 
team work.  Effective information sharing systems are fundamental to the success of 
networked models of care with professionals able to access and share information readily at 
any time or place.  The data can also be used for quality improvement and service development 
by demonstrating health outcomes being achieved through collective sharing of health 
responsibilities 

General practice working to strengthen co-ordination with a wider range of health and 
social services. 

With increased complexity general practice need to have the ability to readily access a wider 
network of care and improve how related primary, community, hospital and social care services 
work together. The aim is to ensure appropriate sequencing of interventions, to avoid 
duplication or delays, to manage patients’ transitions between services, and to plan capacity 
across services to meet demand within the community itself.   

General practices must take a lead role in efforts to integrate services and build partnerships 
with community, and other providers such as Māori and Iwi providers within the system (see 
below in orange where Primary care take a greater lead role).    

We need to develop more collaborative models of care.  This also includes ready access to 
specialist care through segmented patient groups to provide a common focus for specialist 
input in locality case review meetings that occur at regular intervals such as frail older people 
or LTCs, or complex needs of whānau and tamaraki ora.   

What is integrated care?

1

2

3
4

Primary / Community

Centres and Networks
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General practices need access to the management and improvement expertise to 
support changed models of care and better service integration 
The challenge in moving to new models of care is for practices to have the organisational skills 
and structure to enable these elements to be used effectively.  Key to any successful 
intervention is access to the change management and improvement skills required to develop 
new models of care, work with and engage a broader group of care providers, partners and 
stakeholders within the wider community communities.  An important focus area for Mahitahi 
Hauora will be to support General Practices to be more viable by supporting the redesign of 
service delivery aligned with healthcare homes and to improve corporate functions through an 
advisory role.  This will include growing the skills and capabilities of those within the practice 
such as practice managers and provision of additional expert change management capability.
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4. Proposed changes to the Governance, funding and organisation of service 
delivery within localities 

For locality planning with shared service planning and delivery between multiple providers to 
be successful there needs to be a new governance and organisational approaches to support 
efforts to develop new models of integrated care between primary care, Māori providers, DHB 
community teams, MSD and other relevant agencies while still working within their existing 
structure will need to align with a locality based care delivery teams.  This is depicted below 
where structure on the left could reflect the organisational chart of a number of organisations 
such as PHE, DHB, MSD who all embed staff (support staff in yellow and clinical and 
managerial leaders in red) into each locality.   

 

The conventional funding model will prevent Mahitahi Hauora from achieving our vision 

As discussed the current system of annual planning and annual budget setting has meant the 
investment in wellbeing and closing the equity gap through funding and delivering services 
through whānau  and hapu-centred, collaborative, long-term approaches designed to generate 
and sustain positive change have not easily been prioritised within health.  Treasury under 
successive Governments have recognised that “solving difficult social problems requires a 
long-term focus on root causes, and the collective efforts Government services working 
together to ensure synergies are realised to provide more effective and sustained 
transformational changes.  We need to move from conventional funding models with a single 
service short-term focus to funding of shared collaborative, long-term integrated service 
delivery approaches.  The feedback we have heard from PHOs, Māori  Providers, and Primary 
care is that the conventional funding model, focusing on discrete components contributes to 
inflexible and ill-targeted service delivery, which in turn produce poor wellbeing outcomes for 
whānau. Some of the issues that they describe as a result of the conventional funding model 
include: 

 Community services and Māori Providers receive inadequate levels of funding for service 
delivery and they have limited alternative options to raise money to address the gaps while 
the complex needs remain. 

 Funding is often fragmented and not long-term, which contributes to unstable operating 
conditions and employment challenges. 

 Contracts are often rigidly focused on narrow results and therefore staff and resources are 
not able to be used to address broader outcomes and to accommodate innovation. 

 Much needed cross-sectoral development and service delivery is often difficult because 
services are often working in a competitive funding environment.   
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The long term and ongoing impact for whānau, hapu and Iwi and the wider community and at 
a national level is that the risk factors and determinants of health and wellbeing are not being 
addressed (e.g. adolescent wellbeing), and complex problems go unresolved.  This ends up 
costing more as interventions require more expensive options. The lack of integration and co-
ordination contributes to wastage of funds through gaps and overlaps in service delivery. 

We need to change the way funds are being used to improve efficiency and to ensure funding 
is sustained and flowing to the right places, with a level of flexibility focusing on achieving the 
desired outcomes rather than activity based funding or funding for process measures that may 
not produce an outcome.  The challenge therefore is how do we create an efficient market for 
social outcomes and develop a shared outcomes framework for focusing our collective efforts? 
Funding and accountability arrangements can be characterised according to specificity (i.e. 
tight or loose) with which desired outcomes are defined and how these outcomes are to be 
achieved and which providers are held accountable for delivery.  For example a tight loose 
tight approach defines both what they want to achieve, and how they are going to determine 
whether or not the outcomes have been delivered.  The process is not defined however, which 
creates flexibility for the provider to be innovative and evolve new models of care.     

The potential new governance and planning arrangements include: 
A new way of contracting services 
Given the system redesign improvement opportunity, or more correctively imperative 
described above to improve outcomes and develop a more sustainable health system it is also 
timely to reconsider the design and implementation of both value networks and value-based 

payment.  Instead of a line by line budget, funding programmes can be established to deliver 

on the priorities of whānau, hapu, iwi and others in the community.  If clinical teams and 
budgets can be aligned with agreed priorities, service delivery can be better integrated and 
activities planned at a locality level to make progress towards a shared outcomes framework.  
There is potential to pool budgets and develop new longer term contracts to buy outcomes 
rather than outputs, with funding flexibly wrapped around the patient need.  This could include 
partnering with a number of health and social agencies within a locality including core primary 
care, enhanced primary care including local community centers/hospitals, Māori and Iwi 
Providers and community social services.  The option would exist to use current funding, plus 
additional funding to support key initiatives and priorities that have been identified through 
locality planning to improve the health and wellbeing of the local population and close the 
equity gap.    

There is a strong research foundation for the importance of establishing a shared outcomes 
framework for whānau so that we can expand the collective commissioning for outcomes 
models across Government Ministries and community agencies. This approach recognises 
that when you focus, you get better results because it is clear what the aim is and how effort 
is being expended to achieve the results. 

To do so will require: 

 agreement to the end point that we are working towards in the form of a shared vision 
and strategy for whānau and communities (such as the child wellbeing framework); and 

 a shared understanding of pathways to achieving this vision and a way of monitoring 
progress through a shared outcomes framework for whānau. 

 
Outcomes frameworks 
It is not within the scope of this paper to define or select an outcomes framework to use.  It is 
important however to recognise the substantial work undertaken to develop wellbeing outcome 
frameworks at an international, national, regional, and local level and the importance of having 
a Māori specific outcomes.  There is a place for a “shared outcomes framework” that can be 
used for all with a common set of measures used by a collective of organisations to monitor 
performance, and learn what is and is not working including Māori and a more specific one.  
Both enable alignment of program and organisational level outcomes with population level 
outcomes.  
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Wellbeing describes not just the economic health of a nation or community, but also the 
conditions that indicate whether our lives are getting better.  For the last ten years the 
Organisation for Economic Co-operation and Development’s (OECD) Better Life Index has 
measured wellbeing “to understand the living conditions that ordinary people experience”. 
Individual wellbeing is comprised of quality of life and material conditions, which require 
natural, economic, human and social capital to be sustained over time.” The Figure below 
depicts the model that underpins the Better Life Index, showing the interaction between 
individual wellbeing and the different forms of capital required to sustain wellbeing over time. 

 
As has been discussed in the Te whakaritenga document, while New Zealand performs 
strongly in international measures of wellbeing and progress, Māori do not.  NZ ranks among 
the top countries in a large number of indices within the Better Life Index, including 
self-reported health, civic engagement and the environment while the Māori population enjoys 
fewer markers of wellbeing than the rest of the New Zealand population in a number of areas, 
including health, education, and social connection. While gains have been made in some 
important areas (for example, in life expectancy and representation in Government).  Many 
more Māori should be experiencing higher levels of wellbeing than is currently the case.  It is 
important therefore to have an outcomes framework that focuses specifically on improving 
health outcomes for Māori. 
 
Māori Health specific outcomes framework 
Māori organisations have a rich history of research and evaluation that can be built upon in 
developing a shared outcomes framework to improve whānau wellbeing.  These can be 
summarised as follows: 

 Te Whare Tapa Wha: which includes wairua (spiritual wellbeing), hinengaro (emotional 
and mental wellbeing), tinana (physical wellbeing), whānau (family wellbeing).2 

 Hua Oranga: which expanded the Te Whare Tapa Whare Tapa Wha dimensions to include 
parallel measurements for the patient, clinician, and a family member.3 

 The whānau  ora framework which provided a more comprehensive approach to whānau 
wellbeing which included six major whānau outcome goals: whānau self-management, 

                                                 
2 Te Ara, Māori Women’s Health Activism, Women’s Health. http://www.teara.govt.nz/en/womens-health/page-9. 
3 Kingi, Te Kani and Leonie Simpson (2005). An Outcomes Based Approach to Social-Service Delivery: Issues for 
Consideration and Development. Massey University. 
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healthy whānau lifestyles, and full whānau participation in society, confident whānau 
participation in tea o Māori, economic security, and whānau cohesion. 4 

Various New Zealand Government Ministries, District Health Boards, Māori service 
delivery and commissioning agencies have developed an array of outcomes frameworks for 
Māori service users and the community and improvement activities such as He Korowai 
Oranga. 5 There is a need to align these distinct projects and build a common language and 
practical approach to monitoring, evaluating and commissioning outcomes for Māori across 
Government ministries. It is time for Māori outcomes frameworks to be recognised and 
integrated with Government Policy and accountability matrices within the Government 
ministries building on the Whānau Ora policy work.  In doing so three key principles should be 
kept in mind. 

 First, we need to recognise previous work done in the field of outcomes measurement, 

 both successes and failures, and to see these attempts as important stepping stones to 
where we are today 

 Second, we need to co-produce a new shared outcomes framework by working in close 

 partnership with community agencies and whānau themselves 

 Finally, we should drive towards greater integration of services and work together across 
multiple Government agencies. 

This work has commenced within NDHB which we need to build on collectively sharing our 
current knowledge base and prior experiences to help to ensure that there is a smooth 
progression towards a shared outcomes framework for whānau. It is also important to 
recognise the unique contribution that Māori Provider communities can make to a 
whole of Government approach to outcomes measurement. Māori Providers make an active 
investment in understanding and advocating for change, not only in the interests of improving 
the equity of Māori and non- Māori populations but also to ensure that future generations are 
able to flourish as Māori in modern New Zealand. The shared outcomes framework for whānau 
will be valuable for Government, community agencies, Iwi Leaders, and Boards to monitor 
progress in improving wellbeing for whānau, hapu and Iwi and those living within the wider 
community. 

To be effective, the shared outcomes framework for whānau needs to be sufficiently 
comprehensive to provide an accurate representation of the wellbeing of whānau. This 
means not just considering high-level indicators, such as employment levels, but taking 
a broader view of social, economic, cultural and environmental outcomes, and the interlinkages 
between these outcomes. 

The Whānau Ora Outcome Domains shown below are the recommended starting point for the 
outcome domains in the shared outcomes framework.  The Whānau Ora framework focus is 
to empower whānau as a whole rather than just focusing separately on individual family 
members and their problems. The Whānau Ora Outcome Domains are sufficiently broad to be 
applicable to many Government Ministries and community agencies that deliver a wide scope 
of services. They are also familiar to community agencies. Importantly, unlike the OECD Better 
Life Index’s focus on individual wellbeing, we understand it is important to move towards 
measuring whānau outcomes (see comparison below with OECD Better Life index). 

 

                                                 
4 Ministry of Social Development. (2010). Taskforce On Whānau Centred Initiatives. https://www.msd.govt.nz/ 

documents/about-msd-and-our-work/publications-resources/planning-strategy/whānau-ora/whānau-orataskforce- 
report.pdf. 
5 Ministry of Health. He Korowai Oranga: Māori Health Strategy 
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In identifying what matters to whānau in communities the shared outcomes framework can be 
used to identify the goals and aspirations at the individual, whānau, and community level within 
each outcome domain (see below).  For each domain relevant indicators can be established 
to monitor improvements both at the individual and group level.    
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Partnerships and organisational alliances among providers 
The question with a widely dispersed community is how services can best be organised to 
deliver more integrated services.   
More locality based decision-making and improvement of providers’ systems 
Providers will be empowered and supported in selecting the optimal governance and decision-
making arrangements to manage care and quality effectively.  The governance arrangements 
can be used to ensure locality partners deliver on their commitments to promote effective joint 
working, support and motivate teams and individuals to work collaboratively with others outside 
their organisation. 
Role of the funder and planner in the new system 
The future role of the funder will be to oversee the establishment of more integrated systems, 
including which activities they should continue to carry out and which to share with or transfer 
to providers will need to be worked through. 
How best to measure and incentivise performance? 
Service planning and development will need to include the identification of objective measures 
to assess the quality and outcomes of care. It will also need to include the right approach for 
motivating and incentivising performance.  Enhancing existing frameworks that demonstrate 
organisational and system level accountability measures, with focuses on outcomes must be 
adopted to ensure alignment; continuous improvement opportunities; and confidence for 
funders to invest and grow successful and essential services.  For these frameworks to be 
successful, it is essential that they be understood and shared as a common language across 
the system. 
 

5. Proposed change management approach:  Networks of care established 
within each community 

Transformation Approach 

The central tenet of the change agenda is that collaboration through place-based systems 
of care offers the best opportunity for health and social care organisations within Northland 
to tackle the growing challenges that we are faced with and to close the equity gap in health 
and wellbeing outcomes that exist for Māori. Our transformation strategy is to support and 
grow the ambition to establish place-based ‘systems of care’ within each locality involving 
one or more clusters of care providers.   

Success in achieving the vision of Mahitahi Hauora ultimately will depend on the level of 
ambition and determination from key providers within each locality, ability to identify and 
progress innovative ideas, and the knowledge and skills how to progress these ideas into 
reality through effective implementation. While it is acknowledged there are many exemplars 
of where this is already occurring and working well, the challenge in a largescale transformation 
agenda is how we identify and spread the best practice exemplars.  The challenge is how best 
to support enduring change across the broader health care system so that every day, every 
person, whānau, community, hapu or Iwi are able to achieve health and well-being.  The priority 
in the transformation agenda is to achieve greater integration of care by building on innovations 
already under way, linked to an ambition to create a learning system with new ways of working 
can be tested, evaluated and spread.   

Success will, require organisational leaders to surrender some of their autonomy in pursuit of 
the greater good of the populations they collectively serve, and regional leaders to act urgently 
to enable systems of care to evolve rapidly.  The care providers will work together to improve 
health and care for the populations they serve. This means as stated organisations will need 
to collaborate to manage more effectively the common resources available to them.  

There also needs to be a focus on developing systems of care so that services are financially 
and clinically sustainable and putting in place new care models that are able to improve the 
health and wellbeing of the populations they serve and to deliver services closer to home. It is 
envisioned that benefits will be realised as we grow in effectiveness in tackling gaps in health 
and wellbeing, care and quality, and funding and efficiency.  Through placing a greater focus 
on prevention, and investing time and energy in establishing and expanding new care models 
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including health and social services, over time we will see a bigger share of the efficiency 
coming from wider system improvements. 

A key focus for redesigning primary care and community services will be to ensure care is 
provided for our vulnerable population with complex needs in a more coordinated way outside 
of hospitals and in people’s homes. To achieve this, we will need to break down barriers 
between services and to develop care that is more integrated.  General practices are typically 
at the heart of these new care models including Māori and Iwi providers, with GPs and primary 
care staff working more closely with other community and social care services. It will be the 
role of the Mahitahi operational and governance committees to support locality system leaders 
to remove the barriers that get in the way of working in place-based systems of care, both at 
an operational leadership and governance level to work in a co-ordinated way to support the 
development of these systems. This includes creating stronger incentives for systems of care 
to evolve to tackle current and future challenges.  

New forms of collaboration between health and social care funders and providers will need to 
include establishing accountability for discrete populations within localities.  We need to grow 
support from care organisations within geographical regions to grow accountable care systems 
that would enable them to potentially take responsibility for a budget for the delivery of services 
to a defined population. 

To enable transformational changes to take place there will need to be a supportive and 
creative approach to funding and commissioning services so that it is better able to support 
the emergence of systems of care. There will be a critical role for funding to meet future needs 
to be both strategic and integrated, based on long-term contracts tied to the delivery of defined 
outcomes. There needs to be a combination of investment logic to realise the greatest returns 
on health and equity, while retaining the local knowledge and clinical understanding of general 
practitioners and other community providers on how best to support and develop their services 
to grow future capacity.  The role of the equity leader will be to bring a population health and 
analytical approach to this intervention logic to determine the best value from a range of 
initiatives.   

The change management approach taken to developing systems of care will be determined 
by Mahitahi Hauora and their primary care and community provider partners including Māori 
and Iwi providers and DHB staff.  The locality leaders will develop a long term sustainable 
transformation plan of the health system that includes integration of health and social care co-
created with individuals, whānau, communities, hapu and Iwi to address determinants of 
health, preventing poor health, strengthen and improve options for care closer to home, and 
to reduce health inequalities. This plan will not only improve lives for each member of our 
community it will also make health and social services more sustainable in the longer term.  

In 19/20 key focus areas aligned to the redesign of the model of care for primary care 
and community services will be the following:   
 

 Vulnerable youth (0-4); 

 Mental health and wellbeing of youth and adolescents; 

 Better management of CVD risk and chronic conditions focusing on diabetes, and COPD; 

 Vulnerable older people (kuia and kaumātua) including improving end of life care. 
 
The reason for focusing on Strategic Action Priorities (SAPs) initially is to demonstrate in one 
locality how outcomes can be significantly improved through a coordinated effort between 
health and social care services (see diagram below).  Each locality will select a focus area that 
is applicable to the population served e.g. a population with an older demographic with 
fragmented care will focus on improving care for older people.  The locality will be tasked with 
in addition to strengthening and evolving an integrated system of delivery between a network 
of providers it will also work to develop an effective model of care for the focus area that can 
then deployed within other localities supported by the leaders from the localities where the 
change was deployed.   
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The effectiveness of the new system of care will be evaluated using the following criteria: 
• Patient and family needs and preferences are a central part of the decision process; 
• Complex care plans are immediately updated and available for use by all in the care 

process; 
• Care delivered is evidence based and proven reliable at the core and tailored at the 

margins; 
• All team members including patient/ family are fully informed in real time about each 

other’s activities; 
• Costs of care are fully transparent to all participants; 
• Our aim is to reward outcomes and value, not volume; 
• Errors in the care process are promptly identified and corrected; and 
• Our performance results including the equity impact are routinely captured and used for 

continuous improvement, research and evaluation. 

We have included a broader focus on increasing the level of mental health support for all age 
groups, with initiatives to improve adolescent resilience, increase access to wellbeing support 
within primary care better integrated with wider mental health services.  It is also proposed that 
one locality will implement a broader adolescent resilience and wellbeing strategy.  The older 
persons focused locality may choose to invest in better support for older people through access 
to mental health liaison, and developing user friendly services for those with cognitive decline 
and/or progressive dementia.  

Design principles 

The locality change program will be based on a set of design principles outlined below.  
These principles include developing an appropriate governance structure, putting system 
leadership in place and developing a sustainable financial model.  

1. People living in Te Tai Tokerau using health and social services will experience 
outcomes that are positive including right place, right time, and right way by 
engaging them in their care and growing their respect and dignity. 

We will do this by providing an outcome focused, person and whānau centred care delivery 
system in or close to where people live. Our focus is on growing individual, whānau, 
community, hapu and Iwi engagement in the design and delivery of services so that we can 
develop systems of care to achieve the best outcomes for them rather than designing systems 
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and processes around organisational silos. 

2. Individuals, whānau, communities, hapu and Iwi and populations will achieve 
equitable self-determined wellbeing. 

We will do this by combining the collective efforts of all partners within the community, region 
and nation to work collectively to address the determinants of health and wellbeing and 
associated inequalities.  We will bring a wider population health lens, that focuses   on 
preventing poor health, reducing inequalities, and mobilising the capabilities of every individual 
to maximise their own ability to live well, get well, stay well and die well. This focus will help 
reduce the overall need for care and support, from existing services and make the health system 
more sustainable. 

3. We will provide a place based focus to address the determinants of health and 
wellbeing 

Given the challenges of rurality, geography, and population differences place or locality based 
solutions will need to be tailored to the local context with the relevant partners at the table such 
as employment, education, housing, health and social services. 

4. We will grow a shared agenda and focus from relevant leaders from separate 
organisations and structures to make it their number one priority to work together to 
drive a transformation agenda that will improve health and wellbeing of the 
population served. 

To achieve this transformation agenda we will need to grow a collaborative culture with a 
shared commitment to combining the resources of people’s time, energy, expertise and focus 
to achieve transformation at scale and pace. We will also need strong support from leaders 
across the sector to agree and work towards a shared outcome framework as part of a guiding 
coalition. We need to grow a focus on placing the whole team before the home team which 
makes system wide priorities the predominant shared focus of their organisation. The shared 
premise is that if we work together we can achieve better outcomes and a more effective use 
of resources. 

5. Our front line care providers will be empowered to use their knowledge, experience and 
expertise to develop a seamless care delivery system that makes it easy for care 
providers to do the right thing and to address the broader determinants of health and 
wellbeing. 

Care teams in localities will work together in collaboration and partnership to address what 
matters to individuals and whānau and to achieve healthier communities and improved long term 
outcomes. They will be encouraged to see the problem, own the problem and solve the problem 
and share the learning with support from an experienced transformation team. 
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6. Conceptual outline of the new organisational structure to deliver on the transformation agenda 
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7. Identified risks to the transformation agenda and mitigation strategies. 

Workforce 
 
A combination of workforce shortages and the pressure of high demand and increasing 
complexity will present challenges in progressing the establishment of locality based 
community teams.  Across Northland it is clear that there are problems in relation to staff 
recruitment and retention with staff shortages linked to the quality and sustainability of services 
in some areas. This includes GPs, community allied health, nursing and mental health and 
women’s and children teams.   
 
We need an integrated workforce strategy with the combined support of key partners both in 
education, and health and social services and from Māori and Iwi providers working as one 
with a shared goal to achieve the quadruple aim.  This includes growing the expertise to 
develop community based training ‘passports’ where core skills are defined to enable staff to 
work across organisations and to work with a broader scope of practice.  This will enable the 
workforce to become more flexible and multi-skilled to meet the needs of the population. 
Our plans propose new roles, largely aimed at supporting the development of new care models 
by shifting primary care activity to a non-clinical workforce.   The role of care navigator or 
whanau ora worker is included as a way of focusing our efforts to develop apprenticeship 
schemes that will provide a more flexible career pathway that will enable staff to rotate between 
health and social care organisations along as part of an agreed career path to establish 
intersectoral wellbeing workforce.  We need to continue and expand ways we can open up 
health and social care opportunities for younger people to work in the sector and make the 
sector more attractive to remain by addressing salary discrepancies.   
 

Effective change leaders to support the transformation agenda 

As we get further upstream to prevent and reduce the burden of disease we will have more 
scope to transform the services in the community because our actions hold the key to 
moderating demand for hospital care. 

Without moderating demand for acute hospital care resources that might be spent on new 
models of care in the community will be used to help hospitals meet this demand.  Included in 
the structure is a dedicated change team with the skills knowledge and experience to support 
the change agenda as shown in figure 5 below.  Ultimately the goal will be to grow these skills 
and capabilities with all care providers across the system.  

 A shared purpose adds depth and breadth to a vision and case for change. Often we build a 
case for change based on a ‘burning platform’ or what really has to change. Focusing on our 
shared purpose starts us thinking about our shared ambition – not just what we want to achieve 
but why that is important. For any change agent in health and care, ‘readiness for change’ is 
a key issue. It is the extent to which the environment we are working in is actually receptive to 
change and therefore, whether the change can be delivered, sustained and spread further. In 
this context systems leadership is required. System leaders are able to think beyond their 
organisational role and see themselves as part of a wider system. Leaders in this context are 
able to see their remit as connecting the broader system across health, social care, housing, 
emergency services and other sectors that might be able to help. Change leaders often 
consider structure (organisations, policies, roles, resources) and processes (patient journeys, 
procedures, flows of information) in their large scale change planning but may tend to give less 
thought to patterns of behaviour (mindsets, trust, power, conflict, and learning). If we want 
change to be transformational, we need to consider structure, processes and patterns of 
behaviour as the combination of these aspects can make or break change efforts.  

Participation, co-production and diversity should underpin all of our work. By bringing local 
people and voluntary, community and health and social care organisations together as well as 
members of the community, we build on the assets in our diverse local communities which can 
reduce loneliness and social isolation, increase community resilience and support people to 
manage their health.  
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Community-directed approach (CDA) is built on PHC principles in order to deliver health 
interventions in communities. Where communities are the driving force of planning and 
implementing the interventions, and gain a sense of ownership and motivation far beyond 
financial gains that help ensure sustainability (The CDI Study Group, 2010). 

A strong focus on empowerment, leadership and true initiative by communities—can easily be 
recognized because “you know it when you see it”. When a community feels heard and is 
effectively engaged, a process to fulfill the original vision. Community has a voice and some 
level of leadership, control, and responsibility of the destiny of their health and well-
being.  http://malariamatters.org/community-based-versus-community-directed-
approaches/ 

 
 

 

Effective leadership 

Key to growing capacity in the Northern region is to grow and support the development of 
capable leaders to progress the change and realise locality development opportunities (see 
five conditions for transformational change diagram below).   

The goal will be to align with local, regional and national leadership training opportunities.  It is 
also recognised that if we are to make progress in implementing the strategic action priorities 
and locality based agenda we will need to provide funding and support including dedicated 
time for key clinical and managerial leaders to be involved in supporting the transformation 
programme to realise impacts on the greatest areas of concern.   

This requires funding for the change programme.  Without this funding, it simply may not be 
possible to put in place improved and expanded services in the community and accelerate and 
spread the development of new care models at the pace and scale needed to transform the 
delivery of care.   

Our transformation agenda is predicated on the belief that the locality based change 
programme can only be progressed with exceptional leadership and commitment at all levels 
but particularly within localities.  Progress made in 19/20 will provide evidence and further 
support from the community and other care partners that the process is working and over a 
longer timescale hold out the prospect of closing the care and equity gaps and improving health 
outcomes.   

http://malariamatters.org/community-based-versus-community-directed-approaches/
http://malariamatters.org/community-based-versus-community-directed-approaches/
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More time to develop a more detailed implementation process 
It is also important to acknowledge that with the limited time to develop a strategic action 
priorities it has been difficult to engage in detail in shaping the plan with local clinical and 
managerial leaders, primary care teams and Maori Providers and to involve all parts of the 
health and care system meaningfully, including clinicians and other frontline staff, as well as 
patients and the public.  The intent is that if we can agree at a high level the strategic priority 
areas there will be more time for clinical teams to develop more detailed action plans to 
address them so that we are ready to start on 1 July 2019 and start transforming care in our 
communities.  We will provide a number of opportunities for key stakeholders in the PHOs, in 
primary care, Maori Providers, and the DHB and other intersectoral partners to feedback on 
the plan. 
In addition, to progressing locality plans we need care providers within a network to agree to 
work together and propose why they should be the first locality to be part of the change agenda.  
We would also like to also have more meaningful engagement with local communities to 
understand and support what matters to them.  The change methodology associated will be 
provided in subsequent papers after further consultation.   
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Appendix A:  Closing the equity gap for Māori  

(See also attached Supplementary paper 1: Closing the equity gap) 

1.  Self-determined Wellness: 90 percent of patients understand their wellness needs 
and can access services to meet these needs. 
What is clear is that with an aging population there is a rise in the prevalence of chronic 
conditions, frailty and for some a limited support network.  This brings with it a rise in the 
category of patients with complex needs.  This carries with it an increased demand on those 
who provide health services.  This is impacting on the wellbeing not only of those with the 
conditions, their whānau and the wider community.  It is also impacting on those who work in 
healthcare and on the sustainability of the wider health system.  This is demonstrated in the 
table below which shows the average number of visits for enrolled patients in 2018 rises with 
age.  The same is true in the hospital with 30% of hospital activity linked to 3% of the patient 
population. 
 

Visit /yr 
enrolled 
patients 

PHO 0-65 65-75 >75 

GP  TTT 1.8 3.8 5.6 

 Manaia Health 2.5 3.6 5.5 

Other TTT 1 2 2.8 

 Manaia Health 0.9 1.4 1.9 

 
Achieving wellness: Addressing amenable mortality and ill-health 

a. Leading causes of avoidable mortality by ethnicity 

The mortality differences between our Māori, and non-Māori communities suggest that 
common risk factors are important to address if we are to make progress in narrowing the 
ethnic inequities overall in the medium to long term.  While adequately addressing all of the 
risk factors mentioned are important in reducing ethnic inequalities, there are a number of 
areas worth emphasising in the Northland context. Specifically, Māori have the highest age 
standardised mortality rates in ischaemic heart disease, lung cancer, and chronic obstructive 
pulmonary disease (COPD) and these findings emphasise the importance of reducing smoking 
prevalence, and management of cardiovascular risk factors as two of the leading areas for 
action to reduce the life expectancy gap for Māori.  

b. Leading causes of ill-health and avoidable hospitalisation  
There are some key areas of ill-health that have limited visibility when considering life 
expectancy, which is based on data about death. The New Zealand Burden of Disease study 
estimates that non-fatal outcomes (YLDs, Years Lived with Disability) now account for almost 
50% of all health lost by the New Zealand population, and this proportion is likely to increase. 
In particular, substantial components of YLD come from: 

 mental health and addiction disorders – depression, anxiety, alcohol & drug use (see 
above),   

 Ill-health caused by chronic conditions such as diabetes (including diabetic foot, 
neuropathy, retinopathy, amputation, and chronic kidney disease), Respiratory conditions 
(COPD and asthma), and cardiac conditions (CHF, RF); 

 musculoskeletal and chronic pain disorders including low-back pain, neck pain, gout, and 
osteoarthritis; 

 neurologic disorders – e.g. dementia, cognitive decline, parkinson’s; 

 reproductive disorders for women of reproductive age; 

 for children, complications of premature birth and birth defects. 
 
c. What areas have a high absolute burden of disease at the population level and also 
the relative burden compared to other diseases and what areas have a high degree of 
inequity. 
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In terms of inequities, Māori are impacted disproportionately by mental health and addiction 
disorders, and an inequitable burden of psychological distress and mental health disorders. 
Hazardous use of alcohol is an area related to mental health disorders where there are major 
inequities, and need for action across the three areas of the Mahitahi Hauora focus.  The health 
system has opportunities to contribute to reducing alcohol-related harm through SBIRT 
(Screening Brief Intervention & Referral Treatment) across the system but we would also want 
to include some measures of wider population health approaches working with our 
communities, while recognising our ability to influence important national policy on important 
approaches is limited. 

There are other specific diseases which show strong relative inequalities (e.g. rheumatic fever, 
viral hepatitis and cardiomyopathy for Māori), but relatively rare conditions do not have a 
substantial impact on total inequality even when they are very inequitably distributed.   

The leading conditions in relation to absolute inequality are more common conditions (e.g. 
CVD, diabetes, lung cancer, COPD for Māori) even though the relative inequalities for these 
conditions are smaller than for conditions such as Rheumatic Fever6.  
In terms of inequities, we know we need to work in a parallel process of evidence based versus 
whānau and community priorities to identify whānau centred priorities.   
 
d. What areas are amenable to improvement in the timeframe of the next 7 years? This 
is a major issue to be considered. A focus on children, especially their first five years 
is an important focus area, but there are gains to be had for adults as well.   

Suggestions focus areas for targeted action areas for 2019/20 
The review of the burden of ill-health across our communities (mortality, hospitalisation, NZ 
burden of disease attribution estimates), existing health system indicators, life course 
considerations and short to long term impacts, proposed health system areas of focus for 
identification of key health indicators that are amenable to intervention are:  

 Reducing smoking prevalence  

 Improving CVD/COPD/Diabetes management (rather than just assessment) 

 Improving wellbeing and reducing anxiety and depression through embedded support 
teams 

 Frail older people assessment and management plan (e.g. KARE tool or Interai Acute Tool 
for Māori over 65 and European over 75 who are at high risk of unplanned hospitalisation 
or other adverse outcomes, by providing a whole-system approach, integrating primary 
care and hospital services). 

Further discussion is required with key stakeholders on whether the following areas should be 
focus on: 

 Childhood obesity continue as a focus area for 2019/20 in conjunction with the fit for life 
programme led through the DHB,  

 Addressing alcohol related harm is also considered an urgent issue for 2019/20 planning. 

 Building Health literate systems and people  

 Workforce effectiveness 
 

e. What are the clearly defined implementable steps in intervention pathways to 
improve the indicator of interest?  

The current evaluation of the System Level Measures, Northland HNAs, and the review of the 
NZ Health Strategy and related work to progress are important context for decisions about our 
equity focus and indicators we would use.  Indicators in the Māori health priorities are also 
important context for decisions about how we track progress on our work to achieve health 
equity for Mahitahi Hauora.  We also need to work with the PHO and population health team 
within the DHB to understand and develop what a measurable strategic goal framework looks 
like and how we implement this in a practical way and how this aligns to the expectations of 

                                                 
6 Ministry of Health (2013) Health loss in New Zealand. A report from the New Zealand Burden of Diseases, Injuries and Risk 

factors Study, 2006-2016.  
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Government within the annual health plan and also into the future planning of the health 
services in Northland. In the interim, we have opportunity to start engaging on practical actions 
for 2019/20. 

Self-determined Wellness: 90 percent of patients understand their wellness 
needs and can access services to meet these needs through. 
a. Better management of long term condition with a particular focus in 19/20 on addressing 

amenable mortality and integration and coordination of COPD, CHF, and Diabetes (see 
attached supplementary paper). 

 
In 19/20 we will focus on addressing the causes of amenable mortality to close the equity gap 
and on strengthening the integration and coordination of COPD, and Diabetes long term 
condition management (see discussion below and attached supplementary paper).   
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Appendix B:  Adolescent wellbeing and resilience 
b. Improving wellbeing and reducing anxiety and depression through embedded support 

teams, and building resilient youth. 
In 19/20 we will focus on Improving wellbeing and reducing anxiety and depression through 
embedded support teams as described below. 

Resilience is the meta-skill of the future. (R Kanter) 

He Ara Oranga, the recent inquiry into Mental Health and Addiction published in 2018 was 
commissioned following widespread concern about mental health services from tangata 
whaiora, their families and whānau and health and other service providers, Iwi and Kaupapa 
Māori providers, community organisations and the wider public and academic community.  The 
report identified specific experiences of mental health and wellbeing and opportunities for 
service improvement and a move to a wellbeing approach.  The report highlighted that all 
stakeholders want a paradigm shift to expand mental health and other services to address 
mental health problems by promoting mental health and wellbeing for the whole community 
with more prevention and early intervention, expanded access to services, more treatment 
options and treatment closer to home.  The report also took a people first approach guided by 
the needs of people and communities rather than the preferences of the various groups who 
are familiar with the status quo.  Key themes from these voices included a call for wellbeing 
and community solutions, to be seen as a whole person, not a diagnosis, and to be encouraged 
and supported to heal and restore oneself.   Māori health and wellbeing was impacted by 
cultural alienation and generational deprivation while cultural as well as clinical approaches 
emphasising ties to Iwi, Hapu and whānau were important.   

Mental health and addiction each year impact on one in five New Zealanders and cost the 
country an estimated $12 billion or 5% of GDP.  Most cases involve mild to moderate 
depression of anxiety.  Between 50-80% of New Zealanders will experience mental distress 
and or addiction in their lifetime.  In Britain about 11% of workers’ sick days are because of 
mental-health problems. Those who struggle into work despite such problems are, on average, 
less productive. Add in disability payments to those who drop out completely, and the annual 
cost in Europe is nearly 3% of gdp, by one estimate. 

In the recent HNA analysis for Northland for mental health prevlalence (see below).  rates were 

as follows:   

 For those 2-14 years 4.4% were diagnosed with emotional or behavioural problems (5.5% 

for Māori and 3.2% for non-Māori) and higher for males; 

 20% of the Northland population >15 years had a mood or anxiety disorder diagnosed 

which is one of the highest rates in the country;  

 Rates were higher in non-Māori and in the 45-64 age groups; 

 8% of Northland adults scored highly on the K10 score, indicating psychological distress 

and a high probability of anxiety/depressive disorder.  The 15-24 year age group were the 

most likely to score highly (10% of tane). 

 

2011-14 New Zealand Health Survey: Results for children aged under 15 years of age
Prevalence for Māori and non-Māori

Indicator:

DHB:

Table: Diagnosed emotional or behavioural problems (2-14 years) Figure:

Unadjusted prevalence (%), children, Northland DHB, 2011-14

% 95% CI % 95% CI % 95% CI

Total 4.4 (1.4–10.5) 6.9 (2.5–17.3) 2.0 (0.5–5.4)

Māori 5.5 (2.1–13.5) 7.7 (3.1–17.7) 3.2 (0.5–10.3)

Non-Māori 3.2 (0.6–9.3) 5.8 (1.4–20.9) 0.8 (0.1–3.1)

Sources: 2011/12, 2012/13 and 2013/14 New  Zealand Health Survey
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2011-14 New Zealand Health Survey: DHB results for adults aged 15 years and over

Prevalence table and graph If drop down Blank click "Enable Editing" and wait 20 seconds

Select indicator: For more details on each indicator please refer to NZHS Indicator Interpretation Guide 2013/14

Select type of data:

Indicator: Indicator:

Mood or anxiety disorder (diagnosed), among adults aged 15 years and over, by DHB, 2011-14 Mood or anxiety disorder (diagnosed), among adults aged 15 years and over, by DHB, 2011-14

Age-standardised prevalence, 95% confidence intervals, test of signif icance for difference w ith NZ rate (p-values) Age-standardised prevalence, 95% confidence intervals, test of signif icance for difference w ith NZ rate (p-values)

Table:  Results for 20 District Health Boards, and comparison with NZ rate Figure: Results for District Health Boards

Test for significance (for 

difference with NZ rate)

% (95% CI) (p-value)

New Zealand 16.6 (16.1–17.2) *

Northland 20.055 (17.4–22.9) 0.02 ↑

Waitemata 14.4 (12.5–16.7) 0.05 ↓

Auckland 12.7 (11.4–14.2) 0.00 ↓

Counties Manukau 10.8 (9.3–12.7) 0.00 ↓

Waikato 17.3 (15.0–19.9) 0.58

Bay of Plenty 17.6 (15.7–19.7) 0.36

Taranaki 20.9 (18.1–23.9) 0.00 ↑

Lakes 15.8 (13.6–18.1) 0.45

Tairawhiti 14.5 (11.2–18.6) 0.26

Whanganui 19.3 (16.5–22.4) 0.08

MidCentral 20.6 (18.4–23.0) 0.00 ↑

Hawke's Bay 20.0 (17.8–22.4) 0.01 ↑

Capital and Coast 18.1 (15.8–20.6) 0.24

Hutt 17.3 (15.2–19.7) 0.56

Wairarapa 22.5 (18.1–27.6) 0.02 ↑

Nelson Marlborough 21.3 (18.2–24.7) 0.01 ↑

West Coast 15.6 (12.6–19.2) 0.55

Canterbury 20.2 (17.9–22.8) 0.00 ↑

South Canterbury 16.3 (12.4–21.0) 0.86

Southern 16.4 (14.4–18.5) 0.81

Source: 2011/12, 2012/13 and 2013/14 New  Zealand Health Survey

↑ ↓ DHB has a higher (↑) or low er (↓) prevalence than the NZ rate (Statistically signif icant)

District Health Boards 

(DHB)

Age-standardised prevalence 

(2011-14)

Yellow  p-values show  statistically signif icant differences betw een the DHB and NZ rate (p<0.05).
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2011-14 New Zealand Health Survey: Results for adults aged 15 years and over
Data tables for District Health Boards subgroups

Indicator:

DHB:

Year:

Table: Mood or anxiety disorder (diagnosed) Figure:

Unadjusted prevalence (%), adults aged 15 years and over, Northland DHB, 2011-14

% 95% CI % 95% CI % 95% CI

Total 20.1 (18.0–22.4) 17.8 (14.7–21.4) 22.2 (19.3–25.4)

15–24 years 14.1 (9.2–21.0) 13.8 (6.9–25.6) 14.4 (6.6–28.6)

25–44 years 20.9 (16.6–26.0) 17.2 (11.1–25.5) 23.9 (18.4–30.5)

45–64 years 23.4 (19.4–27.9) 22.0 (16.5–28.8) 24.7 (19.4–30.8)

65+ years 17.7 (14.2–21.7) 14.1 (9.6–20.1) 21.1 (14.8–29.2)

Sources: 2006/07, 2011/12, 2012/13 and 2013/14 New  Zealand Health Survey
  

Prevalence for Māori and non-Māori

Table: Mood or anxiety disorder (diagnosed) Figure:

Unadjusted prevalence (%), adults aged 15 years and over, Northland DHB, 2011-14

% 95% CI % 95% CI % 95% CI

Total 20.1 (18.0–22.4) 17.8 (14.7–21.4) 22.2 (19.3–25.4)

Māori 15.3 (12.1–19.2) 11.3 (7.2–17.2) 18.5 (13.9–24.3)

Non-Māori 22.1 (19.3–25.2) 20.3 (16.1–25.2) 23.8 (19.9–28.3)

Sources: 2006/07, 2011/12, 2012/13 and 2013/14 New  Zealand Health Survey
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The challenge:  Unmet and unrecognised need 

Problems of daily life take a toll on mental health, however for many mental health problems 
are left untreated and may become chronic or severe. In the past social stigma meant that 
people kept their pain to themselves. The stigma is now melting away.  Despite this in Western 
countries two-thirds of people with a mental-health problems do not receive any treatment for 
it.  In part because almost everywhere, psychiatrists and clinical psychologists are scarce so 
those who seek help must wait months for it. The cost in human misery is huge.  

Mental-health care needs to change.  A study in 2015 found that primary-care doctors in Britain 
spend one fifth of their consultation time on issues that are not medical, such as distress 
stemming from financial difficulties or loneliness. We heard the same in the meetings we held 
with primary care clinicians.  In response, Britain’s National Health Service has been expanding 
the use of “social prescribing” whereby family doctors refer patients to organisations that 
provide housing, welfare and debt advice, or social connections through activities such as 
dance classes or gardening groups.  They also have expanded access to talk therapy which 
is predominantly using CBT provided by both professionals and health coaches.   

There is plenty of evidence that, with proper supervision, trained amateurs do a good job. The 
old notion that doctors must do everything is not only impractical; it is also disproved by 
experience.  With the right alignment and support from the mental health team a wider reach 
of mental health and wellbeing services can be provided.   

Our plan for 19/20 

It is proposed that the goal will be to train and develop health coaches/ whānau ora workers to 
work with community based social workers (DHB and MSD) and the wider mental health team.  
The health coaches/ whānau ora workers will be either an existing workforce such as the 
practice nurses who can be trained or an additional role that can be embedded within the 
primary care team.  For smaller practices a health coach/ whānau ora workers or social worker 
could be aligned to a number of practices.   

Another key focus that has been identified through the feedback is the importance of growing 
self-awareness and self-management skills in youth and adolescence.  This is consistent with 

2011-14 New Zealand Health Survey: Results for adults aged 15 years and over
Data tables for District Health Boards subgroups

Indicator:

DHB:

Year:

Table: Psychological distress Figure:

Unadjusted prevalence (%), adults aged 15 years and over, Northland DHB, 2011-14

% 95% CI % 95% CI % 95% CI

Total 6.8 (5.2–8.8) 6.3 (4.4–9.0) 7.2 (5.5–9.4)

15–24 years 9.6 (4.3–19.8) 10.1 (3.4–26.3) 9.1 (4.1–19.1)

25–44 years 9.0 (6.0–13.2) 8.6 (5.1–14.3) 9.3 (5.8–14.4)

45–64 years 5.4 (3.4–8.4) 5.3 (2.9–9.4) 5.5 (3.1–9.8)

65+ years 4.8 (2.7–7.8) 3.4 (1.1–7.9) 6.1 (2.7–13.1)

Sources: 2006/07, 2011/12, 2012/13 and 2013/14 New  Zealand Health Survey
  

Prevalence for Māori and non-Māori

Table: Psychological distress Figure:

Unadjusted prevalence (%), adults aged 15 years and over, Northland DHB, 2011-14

% 95% CI % 95% CI % 95% CI

Total 6.8 (5.2–8.8) 6.3 (4.4–9.0) 7.2 (5.5–9.4)

Māori 6.5 (5.0–8.3) 6.6 (4.0–10.5) 6.4 (4.7–8.5)

Non-Māori 6.9 (4.9–9.7) 6.2 (4.3–9.0) 7.6 (5.0–11.4)

Sources: 2006/07, 2011/12, 2012/13 and 2013/14 New  Zealand Health Survey

Population 

group

Total Men Women

Note: #N/A = not available.

Population 

group

Total Men Women

Note: #N/A = not available.
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the findings of the NHS Mental Commission7 that it is time to change the paradigm and close 
the ‘prevention gap’ by tackling the causes of poor mental health at their root instead of years 
later in treatment.  This report sets out the evidence base around the factors that can impact 
on young people’s mental health. This can be summarised in terms of four key building blocks 
for building a resilient generation shown below. 

 

 
If, as research has shown, half of mental health problems in adulthood manifest themselves 

before the age of 14, we need to make mental health everyone’s business and broaden the 
focus beyond those who are involved in providing treatment and support. The Commission’s 
case for change is simple: the nation’s future prosperity requires a sustained investment in the 
nation’s mental resilience, starting early and supporting families, schools, workplaces, and 
communities to be the best they can be at nurturing the next generation.  The value equation 
is that if mental health and addiction issues are addressed early it will support and enable 
confidence in adulthood.  
It is also important to recognize that no single action or single agency, in isolation, can ensure 
that the causes of poor mental health are minimised. What is required is a whole system 
prioritisation of prevention and early action in childhood and adolescence.  This would be one 
of the key priorities of Mahitahi Hauora to grow collaboration across the system, and align our 
efforts within communities through a localities approach to grow mental resilience.   

As shown below Tangata and whanau whaiora issues that exist within the community can also 
be identified and addressed challenging what we find acceptable or not in our communities 
and we can support members of the community to become leaders around making change.  
It is important that youth have the skills to navigate life in a positive and confident way.  The 
value equation is that if mental health and addiction issues are addressed early it will support 
and enable confidence in adulthood.  It is unclear how we can best work collaboratively with 
all education providers to help embed resilience training in schools.  Education offerings could 
also be made more widely available through out of work hours training (nights/weekends) so 
that a wider group of people are able to benefit from wellbeing workshops.  Tangata and 
whānau whaiora issue that exists within the community can also be identified and addressed 
challenging what we find acceptable or not in our communities and we can support members 
of the community to become leaders around making change. 

While it is recognised that what has been described above sets out a strategic action plan for 
Mahitahi Hauora with an ambitious agenda for bringing together primary care, Māori and Iwi 
Providers, NGOs, AOD, and NDHB services and resources to improve coordination and 
enable early intervention. What has been described aligns with the recommendations of He 

                                                 
7  Burstow, P., Newbigging, K., Tew, J., and Costello, B., 2018. Investing in a Resilient Generation: Keys to a Mentally 

Prosperous Nation. Executive Summary and Call to Action. Birmingham: University of Birmingham. 
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Ara Oranga to improve the trajectory for those with emotional or mental health problems by 
providing more coordinated support for people to manage and grow their own wellness.  By 
expanding the breadth and scope of primary and NGO services and changing the way we work 
and how we work together aligned around primary care and in communities where people live 
we will achieve a greater level of inter-sectoral and service integration.  The improvement 
envisaged will make healthcare services more sustainable for both the user and the for those 
providing services.   

To achieve these goals will require a strategic partnership between DHB, PHE, Māori and Iwi 
Health Providers, other NGOs, and other social sector organisations such as MSD.  It will 
require a dedicated team to including tangata whaiora, so that we can co-design the way 
services will be delivered in future.  

Locality Clinical Partnerships with Alliance based governance can support this development. 
However, our current organisational arrangements do not easily support ‘whole of system’ 
leadership across services and settings in Mental Health and Addictions. It is difficult to lead 
the co-design of new care models when strategic planning, service development and 
operational leadership roles are fragmented across and within the partner organisations.    

To better enable the changes required, we need to bring together the role General Manager, 
Integrated Mental Health and Addictions responsible for Planning and Funding and provider-
arm leadership roles with the leadership of the PHE, Māori and Iwi Providers, and MSD to plan 
an integrated service delivery model across primary and community care.  The team will be 
responsible for co-leading the transformation to a fully integrated ‘whole of system’ mental 
health and addiction service within key localities initially and then more broadly across NDHB. 

There needs to be strong clinical leadership from within primary care, and from the Clinical 
Directors (Medical, Nursing and Allied Health) for Mental Health & Addictions will also be have 
an expanded responsibility for providing clinical leadership for integration of care across the 
whole system.   We will need their will support and guidance to establish the appropriate 
programme clinical governance, which brings together Locality Groups, NGO, Mahitahi Hauora 
(PHE), AOD, and NDHB representation to guide the implementation of locality based mental 
health integration under a partnership approach.  
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Appendix C:  Better alignment of Health of Older People Services particularly around 
the needs of frail older people  
(See also attached supplementary paper 2:  Meeting the needs of Frail older people). 

Our goal is to make Northland the best place in NZ to grow old.  It’s vital that we focus on 
health and wellness in the later years in addition to caring for people when they’re not well.  
As part of the development of the frail older person plan we will need to complete a high level 
review of: 

 ‘Frail Elderly’ and ‘End of Life’ issues and impacts on the health delivery system across 
Northland with a view to identifying what matters for the patient, whānau and wider 
community to agree the priorities for developing service options to address; 

 what alternative service delivery approaches might be appropriate across each region 
within Te Tai Tokerau (Northland); 

 agree principles and frameworks, for wider application for service delivery and investment 
planning between primary and community, and secondary health and social care services;  

 evaluation frameworks that can be used to assess the effectiveness of the frail older 
persons current and future service delivery models for older patients with multiple co-
morbidities. 

As shown below according to the 2019 PHO enrolment figures,  

 8.5% of the Māori population is over 65 in Northland, compared with 26.4% for non-Māori, 
and 19.9% of the overall population.   

 Only 2.8% of the Māori population is over 75 in Northland compared with 11.1% of the 
non-Māori population, and 8.1% overall.   

 As shown below, the proportion of the population that is in Quintile 5 is 61% for Māori, 
25% for non-Māori, and 38% overall (see below). The proportion of Quintile 5 that is over 
65, is 8.5% for Māori, 28.7% for non-Māori and 17.1% of the overall population in Quintile 
5.   
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Conclusion:  Those over 65 have less material resources to meet their health care needs 
and this is more pronounced for non-Māori and for those living in rural areas.   

Improving alignment of community teams around primary care and localities 

The Home Healthcare (HHC) and Needs Assessment and Service Coordination (NASC) teams 
will also need to consider options as to how they can best support the transition to the locality 
model as part of a ‘whole of system’ approach to improving services for LTCs and for older 
frail people. 

The Needs Assessment and Service Coordination Service (NASC) provides assessment and 
coordination of community disability services for the 65+ age group, long term conditions 
support for those under 65 years and personal health short term supports for all ages. Under 
NDHB policy NASC currently have the delegated authority for allocating complex and non-
complex funded contracted services (Home Based Support Services (HBSS), Respite, Aged 
Related Residential Care (ARRC), Day Care etc.).  In 2020 the goal will be to explore how 
community NASC teams can be aligned under a locality model which may involve reporting 
line changes within the NASC community teams to the Operations Managers of each of the 
localities and alignment of the NASC administration team to the Operations Manager of each 
Locality. Existing Inpatient NASC teams will obviously continue to report to the existing Service 
Manager.  While their reporting lines may not change the operational accountability will be with 
a locality team. 

The interRAI assessment tools used by the Needs Assessment Team in NDHB include 
assessments for Age Related Residential Care Facilities and for Home Care Support.  Options 
may exist to expand the role of interRAI for acute assessment aligned to Non-Acute 
Rehabilitation (NAR) and for assessment of frailty.  Another option is to use the KARE tool 
recently piloted by WDHB for assessing older people’s needs and for developing a plan of care 
with good results.  Other options could include the APOP tool for use across the system starting 
in an acute care setting such as ED.    

Home Healthcare  

Home Healthcare are as an interdisciplinary service will also need to move to align with the 
Locality structure coordinating their activities with the locality General Managers. The Services 
which include District Nursing and Allied Health professionals (e.g. physiotherapists, 
occupational therapists, social workers, dietitians, speech language therapists).  This will 
strengthen the services our patients receive so that the service are available to them in their 
home or at a clinic facility, with care provided based on an assessment of need.  

Engagement and support from the Home Healthcare and Needs Assessment and Service 
Coordination teams will be a key to ensuring the success of the locality model.  They will need 
to be included in the co-design and service development of a ‘whole of system’ approach 
starting with improving services for frail older people, and those with LTCs including Diabetes, 
COPD and CHF.  The planning process will be supported by a change team and be developed 
under the direction and guidance of the locality leaders. Over time, it is anticipated that most 
community services (except those that are highly specialised) will work in these integrated, 
multi-disciplinary locality-based clusters.  

Kete Mauri Ora:  Centralised Coordination service to access health and social care.    

The localities working together will set the direction for further integration of community health 
and social services. There are exciting opportunities to create a system of seamless and 
connected care and support for our service users by providing a single point of contact to 
screen, triage, dispatch and activate all community based services to make it easy for our 
patients, health and social agencies to access at any time within the community where they 
live.  There will be three main functions that the service will be responsible for as follows: 

1. intake of all community health service referrals; 

2. customer service and information centre; 

3. capacity planning to match the workforce to demand.  

The benefits we envision is that for primary and secondary care and for other providers there 
will be a single point of contact to provide administrative and advanced clinical support 
including screening, triage, co-ordination of complex assessment and case management, 
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dispatching and activation of all community based health services that our patients’ and health 
and social agencies can access at any time. This will require us to change the way we work 
together with smarter technological systems that support standardised decision making and to 
agree our processes and practices in how we work together.    

While it is recognised that closer alignment within localities of HHC, district nursing, 
paramedics, community allied health and NASC services with the Healthcare Home and GP 
clusters is important. We will need to work through options in more detail to ensure the 
administrative functions and systems are common across the teams.  We will need to develop 
operational processes & procedures, application of systems, improvement initiatives, and 
workforce management options as localities will involve a number of care providers working 
together who are employed by different organisations.  It is not envisioned there will be a 
change to the employment relationships of community nursing and allied health teams.  

Our goal is to improve the experience and outcomes of individual clients, and their whānau 
who wish to access health and social agencies.  At present there is a labyrinth of community 
health and social care services to navigate through with parallel processes with no inter 
connections between them.  A locality approach will simplify the administration processes with 
an ongoing improvement agenda to optimally support integration of community services in the 
place where they live.  

End of life care 

The goal is also to improve end of life care planning around what matters to the individual and 
their whānau through advanced care planning.  This means better pain and symptom control 
at an earlier stage and a broader definition of palliative care to include end stage chronic 
conditions, frailty following the diagnosis of a serious illness as shown below.   
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Appendix D:  Mama kohungahunga Tamariki Ora (Child, Youth, and Maternity) 

All children well and ready to start school 

The Governments goal is to make New Zealand an even better place to grow up, and to raise 
a family.  Reducing health disparities and creating true health equity, especially at the start of 

life, are goals we all need to integrate into everything we do.  Our goal is to make Northland 
the best place in NZ for children to grow up.  Our goal will be to align our work programme with 

other intersectoral partners to deliver on the child wellbeing strategy (see below).  

Planning groups, locality partnerships, review panels, programme boards, and the child health 

forum have identified significant opportunities to improve and better align child, youth, and 
maternity services with other community provision from primary care, Māori providers and 

other intersectoral agencies such as MSD.  The integration of community based child health 
services across locality primary and community networks is already well established and has 

helped to enable a more coordinated, holistic, whānau centred care approach.  

Our goal for 19/20 

A Complex needs programme could be established and made available to pepi and tamariki, 
to better  support primary care in both care planning and care delivery with support of the 

broader NDHB team. The Rheumatic fever prevention programme and the child health 
integration pilot in Otangarei provide models and insights which can be built upon as we co-

design new integrated services and approaches.   This will become increasingly important as 
NCHIP roles out and gaps in care or service delivery are identified. 

Similarly, youth health, a proposed new Model of Care needs to be developed in collaboration 
with localities, the Whole of System youth planning group and young people themselves, which 
emphasises joined up, co-designed community based approaches to improve access and 
quality.  This is particularly true for high risk youth where a multi-agency model is needed, 
backed by comprehensive school based services in each locality.  Focus areas could include 
areas identified by the youth themselves as key concerns.   

In maternity care, we have made progress on improving quality of care through the Maternity 
Review Action Plan and the First 1000 days programme. We now need to ensure that changes 
are embedded and maintained in organisational and clinical practices going forward, and make 
further improvements across the system especially for more vulnerable women and babies 
e,g, immunisation and smoking.     

We need to make changes to key roles and accountabilities across child, youth, and maternity 
to ensure adequate change management resourcing and a clear focus on integration with 
locality teams and transformation in the focus areas is progressed. The proposed focus 
includes oral health. Bringing together leadership and teams across the DHB, PHE and Māori 
Provider community services will reduce duplication and improve our ability to make rapid 
operational changes to support integration and extended service delivery in primary care.  
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Supplementary Paper 1:  Closing the equity gap for Maori.  
Options for Mahitahi Hauora to focus on in 19/20 
 

Prepared by: Phillip Balmer 
 
1. Purpose 
This paper aims to promote discussion about: 
 

 What strategic health and wellbeing goal(s) Mahitahi Hauora should focus on in 20/21 to maximise a 
measurable population impact to improve health outcomes and to close the equity gap for Maori;  

 How we align the focus of a number of organisations around a shared vision and strategy, all the way 
through to implementation and successful benefit realization; 

 How we can embed this within the context of the wider DHB, MSD and Maori/Iwi Annual Planning 
processes and within the locality planning roadmap. 
 

2. What are the macro trends in the Northland population? 
Population increasing at the fastest rate in NZ.  Estimate ~ 179,100 (as of June 2018) 
PHO enrolments = 178,878 (as of Jan 2019) 
This is an increase of 2.1% from 2017 to 2018 and 2.3% from 2016 to 2017 
Source of population growth/increase: Migration & Births 
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The proportion of the population that is in the highest deprivation decile is increasing.   
 

 
Growth in children 0-4 is relatively flat while the growth in people over 65 was 17%  
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Northland has the third highest proportion of two adults over 50 with no children at home and the lowest 
proportion of two parents with at least one child under 18.   
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3. What does the data tell us about the size of the equity gap? 
 
3.1 Amenable mortality 2015 (see below) 

 
The amenable mortality rate for NZ Māori was 2.4 times higher than the non-Māori rate in 2012. 
The amenable mortality rate for Northland Māori has improved however in 2015 it was over 2.5 times that 
of non-Māori. 
N.B.  Amenable mortality is defined as premature deaths (deaths under age 75) that could potentially be 
avoided, given effective and timely healthcare.  
 
The major causes of death in Northland were cancer and circulatory. 

Māori in Northland Non-Māori in Northland 

Cancer Circulatory 

Circulatory Cancer 

Respiratory Respiratory 

External Causes External Causes 

Endocrine and Metabolic Nervous System 

 
The greatest cause of cancer related deaths over the last five years was lung, breast, and bowel. 

Māori Females 
(Number of deaths over five years) 

Māori Males  
(Number of deaths over five years) 

1. Lung (100) 1. Lung (84) 

2. Breast (32) 2. Prostate (21) 

3. Pancreas (16) 3. Liver (17) 

4. Stomach (13) 4. Stomach (15) 

5. Ovary (11)  5. Colon (14) & Pancreas (14) 
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3.2 Lifestyle factors 
The New Zealand Burden of Disease study has estimated that being overweight is the leading risk factor to 
health accounting for 8.9% of disability adjusted life years loss from all causes in 2017, followed by unhealthy 
diet and tobacco use. 
 

 
 
Lifestyle factors with an equity lens 
Health survey results 2011-14 DHBs 
Current status > 15 years 
1. Highest rates of healthy eating in the North Island meeting fruit and vegetable intake guidelines,  

2. Highest rates of physical activity in the Northern region and increasing.  Maori more highly active than 

non-Maori,  

3. Smoking rates have dropped by 9%.  Northland has the highest rates for >15 smokers in NZ at 25% with 

Maori almost double non-Maori; 

4. Fifth highest levels of obesity in NZ and increasing.  Higher for Maori. 

 
4. What areas should we focus on for 2020/21 if we are to achieve the vision of sustainable equitable 

self-determined wellbeing by 2026? 
 

Considerations in selecting ‘key’ indicators  

Principles important in picking specific areas / indicators for action include:  

a. What are the major causes of mortality? 

b. What are the major causes of morbidity and avoidable hospitalisation at a population level for our 
communities?  

c. What areas have a high absolute burden of disease at the population level and also the relative 
burden compared to other diseases and what areas have a high degree of inequity. 

d. What areas are amenable to improvement in the timeframe of the next 8 years? This is a major issue 
to be considered. A focus on children, especially their first five years is an important focus area, but 
are there gains to be had in focusing on older adults as well.   

e. Are there any clearly defined implementable steps in intervention pathways, or a broader focus on 
what matters to the patient and their whanau to improve the indicator of interest?  
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f. What are the measures (and these may be proxies/process measures if the program logic is strong 
enough) that we can use to assess progress? 

g. Do these measures have attributes that make them difficult to game, or otherwise compromise the 
integrity of this process? We think there is general agreement that we don’t want to ‘hit the targets 
and miss the point’. 

h. Is the interpretation of the each of the indicators non-controversial? The interpretation should be 
clear whether it is desirable for the indicator to go up or down.   

i. How could we use this opportunity to ‘shine the light’ on system issues rather than individual 
‘disease’ or condition areas? 

Also, in terms of the timeframe of 8 years (i.e. not long), should we make sure that we focus on leveraging 

things that are ‘already in flight’, building on what is already happening rather than things that might need 

new streams of work to create an impact? 

N.B.  Key relevant information focusing on these areas is summarised in the Mahitahi consultation paper and 

is attached in Appendix A and summarised below.   

a. Leading causes of avoidable mortality by ethnicity 

The mortality differences between our Maori, and non-Maori communities suggest that common risk factors 

are important to address if we are to make progress in narrowing the ethnic inequities overall in the medium 

to long term.  While adequately addressing all of the risk factors mentioned are important in reducing ethnic 

inequalities, there are a number of areas worth emphasising in the Northland context. Specifically, Maori 

have the highest age standardised mortality rates in ischaemic heart disease, lung cancer, and chronic 

obstructive pulmonary disease (COPD) and these findings emphasise the importance of reducing smoking 

prevalence, and management of cardiovascular risk factors as two of the leading areas for action to reduce 

the life expectancy gap for Maori.  

b. Leading causes of ill-health and avoidable hospitalisation  

There are some key areas of ill-health that have limited visibility when considering life expectancy, which is 

based on data about death. The New Zealand Burden of Disease study estimates that non-fatal outcomes 

(YLDs, Years Lived with Disability) now account for almost 50% of all health lost by the New Zealand 

population, and this proportion is likely to increase. In particular, substantial components of YLD come from  

 mental health and addiction disorders – depression, anxiety, alcohol & drug use,   

 musculoskeletal and chronic pain disorders including low-back pain, neck pain, gout, and 

osteoarthritis, 

 neurologic disorders – e.g. dementia, Parkinson’s,  

 reproductive disorders for women of reproductive age, and 

 for children, complications of premature birth and birth defects 

 Ill-health caused by diabetes, including diabetic foot, neuropathy, retinopathy, amputation, and 

chronic kidney disease are also important. 

 

c. What areas have a high absolute burden of disease at the population level and also the relative burden 
compared to other diseases and what areas have a high degree of inequity. 

In terms of inequities, Maori are impacted disproportionately by mental health and addiction disorders, and 

an inequitable burden of psychological distress and mental health disorders. Hazardous use of alcohol is an 

area related to mental health disorders where there are major inequities, and need for action across the 



 

54 

 

three areas of the Mahitahi Hauora focus.  The health system has opportunities to contribute to reducing 

alcohol-related harm through SBIRT (Screening Brief Intervention & Referral Treatment) across the system 

but we would also want to include some measures of wider population health approaches working with our 

communities, while recognising our ability to influence important national policy on important approaches 

is limited. 

There are other specific diseases which show strong relative inequalities (e.g. rheumatic fever, viral hepatitis 

and cardiomyopathy for Maori), but relatively rare conditions do not have a substantial impact on total 

inequality even when they are very inequitably distributed.  The leading conditions in relation to absolute 

inequality are more common conditions (e.g. CVD, diabetes, lung cancer, COPD for Maori) even though the 

relative inequalities for these conditions are smaller than for conditions such as Rheumatic Fever8.  

The leading causes of hospitalisation for Maori demonstrate a high burden of infectious conditions for 

children, with cellulitis and pneumonia continuing to feature in older age groups. For adults long term 

conditions, in particular CVD/chest pain, COPD, diabetes, CHF increasingly feature with age. The impacts of 

smoking, nutrition, physical activity and obesity go across age groups.  

In terms of inequities, we know we need to work in a parallel process of evidence based versus whanau and 
community priorities to identify whanau centred priorities.  However it is expedient that we set goals for 
2020/21 on key areas we can focus our efforts on immediately while we work on a longer term process 
associated with locality planning focused on what matters to whanau, individuals and community.   

 
d. What areas are amenable to improvement in the timeframe of the next 8 years? This is a major issue to 
be considered. A focus on children, especially their first five years is an important focus area, but there are 
gains to be had for adults as well.   

The review of the burden of ill-health across our communities (mortality, hospitalisation, NZ burden of 
disease attribution estimates), existing health system indicators, life course considerations and short to long 
term impacts, proposed health system areas of focus for identification of key health indicators that are 
amenable to intervention are:  

 Reducing smoking prevalence  

 Improving CVD/COPD/Diabetes management (rather than assessment) 

 Reducing alcohol related harm 

 Reducing childhood obesity  

 Growing health literate systems and people 

 Workforce development. 

 
There is work to be done with a range of stakeholders to include broader hauora and well-being 
perspectives and further work would be needed to determine the actual indicators to track progress on 
achieving equity in the proposed areas.  Work is underway with Community Advisory groups in 
considering these proposed areas and the wider well-being issues, and input is being sought from 
partners from across the Northland health system.  

 
f. What are the clearly defined implementable steps in intervention pathways to improve the 

indicator of interest?  

We need to do more than describe the weather:  we need an intervention plan.  Having reviewed 
performance measures across the health system relating to these suggested focus areas (and more 
broadly), simply stratifying results by ethnicity (and/or socioeconomic deprivation) does not necessarily 
make the indicators optimal for focusing efforts to achieve health equity. Many of the performance 

                                                 
8 Ministry of Health (2013) Health loss in New Zealand. A report from the New Zealand Burden of Diseases, Injuries and Risk factors Study, 2006-

2016.  
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indicators across the health system are process indicators which are useful for accountability for health 
sector spend or for process improvement, but attribution to improving health outcomes and importance 
for equity is challenging to demonstrate for many of them.  Focusing on system issues and wider risk 
factors as well as individual disease or condition areas could maximise population impact, and resonate 
with staff and providers across the breadth of the Northland Health system, rather than just with those 
working in relation to a few selected conditions. 
 
The current evaluation of the System Level Measures, Northland HNAs, and the review of the NZ Health 
Strategy and related work to progress are important context for decisions about our equity focus and 
indicators we would use.  Indicators in the Maori health plan are also important context for decisions 
about how we track progress on our work to achieve health equity for Mahitahi Hauora.  We also need 
to work with the PHO and population health team within the DHB to understand and develop what their 
measurable strategic goal framework looks like and how we implement this in a practical way and how 
this aligns to the expectations of Government within the annual health plan and also into the future 
planning of the health services in Northland. In the interim, we have opportunity to start engaging on 
practical actions for 2020/21. 
 
4.1. Suggestions for targeted action areas for 2020/21 
 
While the areas for focusing strategic goal indicators are being confirmed, it was initially suggested that 
for the 2020/21 attention be focused on KPIs related to areas of work already in flight and/or focus of 
government attention, where there are indicators that can be transitioned into more meaningful 
measures for achievement of equity: 

 Smokefree 

 Diabetes/COPD/CVD management 

 Improving wellbeing and reducing anxiety and depression through embedded support teams 

 Frail older people assessment and management plan (e.g. KARE tool or Interai Acute Tool for 
Maori over 65 and European over 75 who are at high risk of unplanned hospitalisation or other 
adverse outcomes, by providing a whole-system approach, integrating primary care and hospital 
services). 

 
Further discussion with key stakeholders has suggested that  

 Childhood obesity continue as a focus area for 2020/21 in conjunction with the fit for life 
program led through the DHB,  

 Addressing alcohol related harm is also considered a more urgent issue for 2020/21 planning. 

 Health literate systems and people 

 Child wellbeing (aligned with the Ministers child wellbeing strategy) and NDHB outcomes 

framework.  
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Adults 

CVD risk assessment (CVDRA) in Northland is high and is clearly an ongoing important area for action.  

The real measure of success is whether CVD risk assessment then translates to management after 

CVDRA, not just the assessment itself. It cannot be assumed management follows assessment. Also 

moves to include ‘virtual’ assessment by notes review has improved documented performance but 

progress on the indicator does not tell us whether that is translating to improved processes and 

outcomes for patients.  This is demonstrated below for the Quarter ended 31 December 2018 where 

89.5 percent of the population have CVD risk assessment but only 36 percent are on the recommended 

dual medications and 48.6% are on the triple therapy recommended. 

 

Similarly for those with chest pain who may have had a heart attack (AMI) the average wait time was 18 

weeks and only 36% were seen within six weeks.   

 

National discussions to inform smokefree indicators highlight the shift in emphasis from brief advice by 

health professionals to the importance of an offer of support and referral to other cessation services as 

key to improving quit rates. Revising our monitoring framework to reflect this shift will help us avoid 

‘hitting the target’ on brief intervention, but missing the point for reducing smoking prevalence.    

Children 

Oral health is an important issue but the indicator is about enrolment in preschool oral health services 

and if children are enrolled but not seen, and there isn’t action on the wider determinants of poor oral 

health such as nutrition and beverage environments full of sugar, then achieving equity on the 

enrolment indicator will ‘hit the target but miss the point’.  Childhood immunisation is an example of an 

indicator where there is a strong evidence base for the intervention being measured and the actions 

needed to accelerate gains, and where the equity gap has been substantially reduced in recent years. 

However it is still important to understand the assumptions being made about what the indicator is 

telling us. Immunisation at 8 months is an indicator both of immunisation action and a proxy for reduced 

vaccine preventable disease. It has also been described as an indicator of adequate primary care 

engagement; however this depends on the actions taken to achieve improved immunisation rates.  
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Many of the recent gains have been made through the use of outreach services. This has achieved 

protection against vaccine preventable diseases but this may not reflect gains in primary care 

engagement and might even be at the expense of primary care engagement.  

Important overarching considerations  

1. Locality planning process: Unlocking the potential that exists within communities:  

In seeking to focus the equity goal of the Mahitahi Hauora strategy, there is an opportunity to work with 

whanau and communities to identify what matters to them and in so doing gain a better understanding 

of system issues and wider risk factors as well as locality based disease or lifestyle challenges.  The 

current system level measures are helpful but we would recommend they be added to and strengthened 

to focus efforts to achieve equity. It will also be important to have advice from Iwi Advisors, and the DHB 

Maori health teams, and partners from across the Tai Tokerau district as to how to include broader 

hauora and well-being perspectives.  

2. Attribution  

As part of our population health strategy development to achieve health equity it is important to 

recognise that change is required on not just one but multiple levels within the health system itself, along 

with broader actions that impact social determinants of health. Only by working with partners in other 

sectors and communities themselves will progress be made. How all this is reflected in measuring 

progress on the Mahitahi Hauora strategy will be important in respecting and strengthening those 

partnerships.  Attribution at health outcome level will always be challenging.  

3. Monitoring an indicator will not change population health outcomes – it is about the action taken 

to change the situation the indicator is monitoring that will change the outcomes. 

It is important that there is a clear logic model or map to demonstrate the linkage between specific 

actions and the indicators and system level measures used to monitor progress towards improved 

outcomes. The story is between and across measures and actions. There needs to be a clear logic model 

that describes what actions will be taken and how it is thought these will impact the inequities. There is 

potential to use system dynamic modelling to demonstrate linkages and try to assess contribution to 

outcomes.  

4. Health literacy 

Health literacy is a key element in improving population health and equity. The focus is on building a 

health literate health system to reduce health literacy demands on service users, and ensure that every 

interaction helps develop the health literacy of patients and whaanau. For frontline staff, effective 

communication and building relationships with patients, whaanau and families is key to understanding 

their lives, working with them to improve their health and reducing inequities.  

It is important that we both improve the match between the demography of our workforce and our 

population, and growing the capacity of all providers to provide culturally competent, health literate and 

‘equity aware’ care and decision-making – is a key enabler. We need to work with teams to identify 

appropriate metrics to reflect gain in these areas.  Person centred care. 

The patient experience survey could provide one useful measure of progress on effective 

communication, but will need attention to engaging an appropriate sample to complete the survey. At 

present response rates are very low and the form of the survey (electronic) is likely to systematically 
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reduce the participation of certain groups, particularly older Maori and Pacific patients. A Maori specific 

experience tool may be useful to provide whaanau feedback on service quality and to track progress on 

whether the system is providing more health literate care.  

 

6. Workforce development  

To achieve equitable self determined wellbeing it is important to address workforce development to 

accelerate health gain and reduce inequities. This involves both improving the match between the 

demography of our workforce and our population, and growing the capacity of all providers to provide 

culturally competent, health literate and ‘equity aware’ care and decision-making.  
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Appendix A:  HNA summary 
Housing 
22.4% of Māori in the lowest income quintile in Northland are living in crowded households  
6.1% of New Zealand Europeans in Northland live in the lowest quintile 
Nutrition 
• 28.1% of Māori under 15 consume 3 or more fizzy drinks in a week  
• 20.7% in the general Northland population under 15 consume 3 or more fizzy drinks in a week 
• 11.3% of Māori children under 15 consumed fast food takeaways 3 or more times in the week  
• 8.5% of the general population in Northland consumed fast food takeaways 3 or more times 

in the week  
 
Lack of income impacts on access to healthcare services 
• Diagnosed rates for diabetes, asthma, and CHF is high; 
• Highest rates of prescribed BP medication and second highest in the country for cholesterol 

medication  
• High proportion have accessed their GP or practice nurse. 
• Visiting the GP 

• 15.9% of Māori in Northland have not seen a GP due to cost in the last year c.f. 21.6% 
of Māori in New Zealand; 

• 9.0% of Māori in Northland did not visit their GP due to transport in the last year  
• Patients find it hard to get an appointment at usual medical center within 24 hours 

for Maori 0-14 yrs was 29% vs non of 18%.   
• Gaining access to a GP out of hours is a problem 

• Prescriptions: 
• > 15 years unfilled prescription due to cost is very high which makes it the 4th lowest 

in the country 
• < 15yrs unfilled prescriptions due to cost for Maori was 10% vs 3.5% for non-Maori 

• Dental care: 
• > 15 yrs 5th lowest number of people over 15 accessing dental care.   
• <15 yrs accessing dental care Maori vs non-Maori was 10% lower for (73% vs 83%); 
• > 15 yrs fourth highest number who have had one or more teeth removed. 

Accessing health care services (ASH rates) 
If patients cant access primary care they attend the emergency department and hospital for 
conditions that could have been managed in primary care.  They often present with an advanced 
stage of their disease progression with worse outcomes.  This is measured by ASH rates.  As shown 
below ASH rates for Maori are much higher than for non Maori and for decile 5 than for decile 1 
with associated costs of the ED attendance and acute bed days.   
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Appendix B:  
1. Existing Maori Health indicators 

While the various categories of indicators (e.g. Access to care, CVD, SLMs) could all relate to areas 

considered ‘key’ for Maori health gain, many of the indicators themselves would not be our first pick 

to focus attention to reduce inequities for Maori.  (See full list of categories and indicators Appendix 

One).    

2. Existing National Health Targets and DHB performance measures 

The majority of national health targets and DHB non-financial performance measures are useful for 

accountability for health sector spend or for process improvement, but attribution to improving health 

outcomes and importance for equity is challenging to demonstrate for many of them. The narrative 

about Maori Health Plan indicators is illustrative of the kinds of issues that relate more broadly to the 

mandated performance measures. Simply stratifying results by ethnicity does not necessarily make 

these indicators useful for focusing efforts to achieve equity.  

Appendix One: Current Maori Health indicators 

Category Indicator 

Data Quality Practice participation in EDAT 

Access to care % of Maori enrolled in PHOs – denominator ER population 
ASH 0-4 and 45-64 

Child health Breastfeeding – 6 weeks, 3 months fully or exclusive and then % receiving breast 
milk at 6 months 

CVD CVDRA – eligible pop, men aged 35-44 
CVD management 
Angiogram within 3 days of admission, ANZACS Q1 data collection 

Cancer Cervical screening 
Breast screening 

Smoking % of Maori women who are smokefree at 2 weeks postnatal 

Immunisation Infants aged 8 months 
Flu imms for those 65 & Maori over 55 

Rheumatic 
Fever 

First hospitalisation 

Oral Health 0-4 enrolment 

Mental 
Health 

Compulsory treatment orders 
Seclusion 
Cultural worker involvement in care 

SUDI SUDI deaths 
% caregivers provided w SUDI prevention info at WCTO core contact 1 (Maori only 
2/3!) 

Work Force 
development 

% of WF who are Maori 
Patient engagement training 

Mental health Alcohol BI for Maori 12-19 
Mental BI for Maori 12-19 
Development of depression related indicator 

Diabetes 
management 

Diabetes HbA1c 
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Appendix Two: Current national health targets and DHB non-financial performance measures 

Health Targets 

Category Indicator 

Shorter stays in ED 95% < 6 hrs 

Planned care Increased volume – national target (plus standardised 
intervention rates in DHB perf indicators so that access is 
equitable and doesn’t depend on where a patient lives – P.95 
of perf framework document ) 

Faster cancer treatment 90%  first cancer treatment within 62 days of referral 

Immunisation 8 month childhood imms 

Better help for smokers to quit Secondary care 
Primary care 
Maternity – at registration 

More heart & diabetes checks 90% of eligible population within last 5 years 

 
Other performance measures 

Category Indicator 

Mental Health Access for severe mental illness – 0-19, 20-64, 65 + (Maori, Other, in total) 
Transition planning for children & young people 
Employment status for adults with enduring serious MH/addiction 
Waits for non-urgent MH & Addiction services 0-19 

Oral health DMFT year 8 
Caries free age 5 
Adolescent utilisation of subsidised dental care 
Enrolment 0-4 yrs 
Preschool & school aged, overdue for scheduled examinations 

LTC management HbA1c<=64 age grp 15-74 (using VDR as denom) 
70% of high-risk patients Acute Coronary Syndrome pts will receive an 
angiogram within 3 days of admission (high risk can be defined by the 
DHB) + data to registry. 
% of poten eligible stroke patients thrombolysed 
% stroke patients admitted to organised stroke service  

Immunisation Coverage at 8 mths 
Coverage at 2 years 
Coverage at 5 years 
HPV coverage for 3rd dose 

Cancer Improved MDM waiting times 
Faster treatment – 31 day indicator overall plus radiotherapy & 
chemotherapy 

Wrap around services 
HOP 

InterRAI assessments and care plans for people receiving support services 
aged 65 & over (*so issue of age for Maori and Pacific) 

Delivery of PM Youth 
mental health 
initiatives 1,3,&5 
(SBHS including TPUs & 
AEs, MH & PC) 

Equitable access for Maori, Pacific and low decile 12-19 year olds with 
mild to moderate mental health and/or addiction issues)  

Delivery of children’s 
action plan for 
wellbeing 

Support to Children’s Teams, and other health sector  initiatives that 
support the prevention and early identification of child maltreatment 
(such as VIP programmes, health professional training and 
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implementation of the National Child Protection Alerts System and 
Shaken Baby Prevention programmes) 

Rh Fever Rate of new cases hospitalised 

Waiting times for 
diagnostic services 

1. Coronary angiography (one indicator) 

2. Radiology (CT & MRI indicators) 

3. Colonoscopy (three indicators) – urgent and non-urgent 
diagnostic, plus surveillance 

4. FCT times 

Standardised 
intervention rates for 
elective procedures 

Major joint replacement 
Cataract 
Cardiac surgery (CABG & valves) 
Revascularisation & angiograms 
(standardised by age, gender, ethnicity – M/P/O, and NZDep) 

Cervical screening  As per PPP/IPIF 

Inpatient av length of 
stay 

Separate for elective and acute, standardised (compared to predicted 
using national ALOS by DRG cluster and complexity) 

Acute readmission 
(total pop & 75+) 

Under MOH review 

Patient experience Using patient surveys 
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Supplementary paper 2:  Meeting the needs of Frail older people (Kuia and 
kaumatua) 
A review of options drawn from the NRLTIP 2019 Frail older people Deep Dive. 

Executive summary 

This plan will support Northland to deliver the optimal health gain for the older population.  Mahitahi 

Hauora will work with primary and community services, the DHB and Maori and Iwi providers to agree 

a strategic direction for Northland that will result in a future investment path for health service capacity 

within agreed constraints and planning principles. 

As part of the development of the frail older person plan we will need to complete a high level review 

of: 

 ‘Frail Elderly’ and ‘End of Life’ issues and impacts on the health delivery system across Northland 

with a view to identifying what matters for the patient, whanau and wider community to agree the 

priorities for developing service options to address; 

 what alternative service delivery approaches might be appropriate across each region within Te 

Tai Tokerau (Northland); 

 agree principles and frameworks, for wider application for service delivery and investment 

planning between primary and community, and secondary health and social care services;  

 evaluation frameworks that can be used to assess the effectiveness of the frail older persons current 

and future service delivery models for older patients with multiple co-morbidities. 

Key Activities in developing the older person plan are aligned with the Northern region LTIP and are 

described in more detail below and include: 

1. profiling the current pattern of demand and supply and forecasting capacity to meet expected future 

growth; 

2. a review of the trends and evidence regarding best practice service delivery options for meeting 

the needs of frail older people; 

3. selection of options that will most effectively manage growth in demand and achieve the quadruple 

aim; 

4. an implementation plan to progress the selected future service delivery option/s; 

5. pilot the selected option/s as part of an initial assessment of its effectiveness;  

6. developing a plan to expand preferred service delivery options across Northland identifies: 

i. key focus areas and recommended next steps;  

ii. flexibility within the plan to accommodate the unique characteristics of different parts of 

Northland and the associated alternate service delivery arrangements that will be required to 

address these variations.  

This paper provides a high level overview of Frail elderly services, including identification of 

improvement opportunities and proposed future direction. Further work is required to discuss and agree 

this direction with stakeholders and to quantify the impact of proposed changes. 
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1. Current demand for services for the elderly 

Northland has seen a 17% population increase for those over 65 over the last four years due to both an 

ageing population because people are living longer, and because more older people are moving to 

Northland (see below).  While many people over 65 are healthy, as people grow older many spend an 

increasing proportion of their time with increasing frailty.  It is this group of ‘Frail older people9 ‘that 

represent the most vulnerable population group. 

 
They are vulnerable because their complex needs cannot be well met by the current health system which 

has predominantly focused on the management of individual chronic conditions.  Our frail elderly (kuia 

and kaumatua) not only have multiple chronic conditions, they also may be experiencing the negative 

effects of frailty (e.g. reduced mobility, falls resulting in injury and cognitive impairment).   

With an increase in the proportion of our population becoming frail, we need to focus on providing a 

more holistic approach to an individual’s health and social needs, optimising healthy ageing and 

preventing the loss of independence and function.  We need to develop a combined approach which 

considers a rethink on networked models of care, community enhancements, workforce development 

and practice change.  This will enable the health system to manage older people closer to home and 

grow an integrated care delivery model around primary care for ongoing management and urgent care 

delivery.  This can mean we reduce the need for potentially harmful effects of a hospital admission, 

and/or deconditioning through prolonged hospital stays.   

We also need to focus on ensuring they receive improved care at the end of their life and that we 

understand what matters to them and are able to meet their needs.  Research has shown a significant 

proportion of older people would prefer to reduce intensive interventions at the end of their life and, 

where possible, to die at home.  To improve the quality of care at the end of life we need to provide 

opportunities to have a conversation on their end of life preferences and plan to support these 

preferences in advance so that we are ready when the time comes. 

                                                 
9 We have defined a frail elderly person as someone who is independently living but is one crisis away from 

hospitalisation. This commonly includes Maori, Pacific Island or Indian people aged over 70 years or, for other 
ethnicities people aged 80 plus, with; three or more long term medical conditions; five or more long term 
medications administered; a READ-coded diagnosis of cognitive impairment/dementia, or combination of any of 
the above.  Historically we have considered the retirement age of 65 as a marker of old age, and for some with 
long term conditions this is still the case. However it is now more realistic that age 75 is one where many people 
begin to experience advancing frailty.  To ensure a broad stance and that potentially related interventions are 
considered in this strategic paper we have considered both 65+ as an age group which includes many people with 
long term conditions as well as 75+ for the potentially frail.   
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Northlands older population breakdown 

As shown below according to the 2019 PHO enrolment figures:  

 8.5% of the Maori population is over 65 in Northland, compared with 26.4% for non-Maori, and 

19.9% of the overall population.   

 2.8% of the Maori population is over 75 in Northland compared with 11.1% of the non-Maori 

population, and 8.1% overall.   

 the proportion of the population that is in Quintile 5 is 38% (61% for Maori, 25% for non-Maori) 

 the proportion of Quintile 5 that is 65+ is 17.1% (8.5% for Maori, 28.7% for non-Maori).   

 
Conclusion:  Older people have less material resources to meet their health care needs, are more 

vulnerable and this is more pronounced for non-Maori.   

   

PHO Age profiles by ethnicity  

As also shown the demographic profile of Northland varies with geography with a younger slightly 

population in the TTT PHO and a slightly greater proportion over 65 in Manaia.  

 
PHO Age profiles by ethnicity and geographic region   

As shown below 7.9% of the Manaia population is 75+ compared with 6.5% of the TTT population. 

Proportion of population by age group (total)

Age Maori Non-Maori CombinedTotal

No. % No. % No. %

45-54 6985 11.5% 14675 13.7% 21660 12.9%

55-64 6260 10.3% 17586 16.4% 23846 14.2%

65-74 3423 5.7% 16461 15.3% 19884 11.8%

75-84 1407 2.3% 8745 8.1% 10152 6.0%

>85 287 0.5% 3262 3.0% 3549 2.1%

Total 60502 107353 167855

Proportion of population within each age group that are in Quintile 5

Age Maori Non-Maori CombinedTotal

No. % No. % No. %

45-54 4136 11.2% 3385 12.6% 7521 11.8%

55-64 3763 10.2% 4224 15.7% 7987 12.5%

65-74 2052 5.6% 4158 15.5% 6210 9.8%

75-84 890 2.4% 2461 9.2% 3351 5.3%

>85 176 0.5% 1072 4.0% 1248 2.0%

Total 36791 26865 63656

% Tot Popn 61% 25% 38%
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Practice variation in percentage of patients over 75 years 

As shown below some practices have a significant number of non-Maori 75+ and Maori 65+.  Such 

practices could be a focus of the initial care improvement program for frail older people.    

 
N.B.  There are significant populations in the south e.g. Mangawhai with a high proportion of 

elderly that are not enrolled with the Mahitahi Hauora.   

 

 

Manaia Practices

Practice_Name

No Age 

75+ 

Total 

Population 

Percentage 

75+

Age 75+   

Non Maori

Age 65+ 

Maori

Target (Non 

Maori 75+ 

Maori 65+)

Percentage 

Maori +65 & 

non Maori 75+

Bush Road Medical Centre 1292 11088 11.7 1226 176 1402 12.6

Dargaville Medical Centre 1100 11779 9.3 994 347 1341 11.4

The Doctors Tikipunga 774 8532 9.1 703 191 894 10.5

Onerahi Medical Centre 710 7181 9.9 662 161 823 11.5

Central Family Health Centre 679 7423 9.1 648 111 759 10.2

Kensington Health Ltd 640 3859 16.6 590 92 682 17.7

Bream Bay Medical Centre Ltd 543 6432 8.4 518 104 622 9.7

Raumanga Medical Centre 307 8777 3.5 267 162 429 4.9

Tui Medical Centre 383 5522 6.9 357 71 428 7.8

Rata Family Health - Dr Scott 290 1515 19.1 267 55 322 21.3

The Doctors Kamo 234 2748 8.5 228 33 261 9.5

Westend Medical Centre 221 3531 6.3 198 63 261 7.4

Rata Family Health - Dr Mathieson 231 1892 12.2 214 44 258 13.6

Te Aroha Noa Medical Centre 185 3763 4.9 160 88 248 6.6

Rust Ave MC 195 2625 7.4 169 75 244 9.3

Ngunguru Medical Centre 190 1965 9.7 181 21 202 10.3

Te Whareora O Tikipunga 114 2998 3.8 87 111 198 6.6

Waipu Medical Centre 174 1231 14.1 159 38 197 16.0

James Street Doctors Ltd 126 1538 8.2 112 37 149 9.7

Waiarohia MC - Dr Ohnmar 131 1486 8.8 116 31 147 9.9

Northland Environmental Health 122 2125 5.7 117 22 139 6.5

Hikurangi Medical Centre 81 1240 6.5 63 54 117 9.4

Waiarohia MC - Dr Bowker 87 576 15.1 81 26 107 18.6

Waiarohia MC - Dr Pishief 66 478 13.8 59 21 80 16.7

Te Hau Awhiowhio Health Centre 19 1476 1.3 4 58 62 4.2

Total 8894 101780 8.7% 8180 2192 10372 10%

Te Tai Tokerau Practices

Practice_Name No Age 75+ 

Total 

Population 

Percentage 

75+

Age 75+   

Non Maori

Age 65+ 

Maori

Target (Non 

Maori 75+ 

Maori 65+)

Percentage 

Maori 65+ & 

non Maori 75+

Te Whare Hauora O Te Hiku 954 13618 7.0 753 649 1402 10.3

Broadway Medical Center 665 14086 4.7 436 719 1155 8.2

The Doctors Kerikeri 847 7728 11.0 818 94 912 11.8

Hauora Hokianga 407 6621 6.1 171 654 825 12.5

KeriMed Doctors Partnership 589 5518 10.7 564 58 622 11.3

Top Health 322 3294 9.8 261 171 432 13.1

Whangaroa Health Services Trust 194 2736 7.1 147 166 313 11.4

Bayview Medical Centre 252 2702 9.3 232 65 297 11.0

Russell Medical Services 184 1610 11.4 159 75 234 14.5

Commercial Street Surgery 143 1838 7.8 88 122 210 11.4

Moerewa Medical Services 104 2033 5.1 56 149 205 10.1

The Paihia Surgery 123 1688 7.3 110 39 149 8.8

Hauora Whanui Kawakawa MC 40 1586 2.5 16 93 109 6.9

Whakawhiti Ora Pai 52 1017 5.1 26 69 95 9.3

Total 4876 66075 7.4% 3837 3123 6960 11%
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Age comparisons and population growth in the Northern Region 

In 2016/17 the overall population 75+ in the Northern region was 5% which will increase to 9% by 

2036/37.  In comparison as shown below in 16/17, 8% of the Northland’s population is 65+, which will 

increase to 15% by 2036/37.  This means that both in the Northern region and Northland, the number 

of people aged 75+ will more than double. 

 
Hospital bed use 

People aged 75+ currently occupy 28% of our 3,545 hospital beds (while comprising 5% of the 

population).   Current hospital bed utilisation occurs primarily in five clinical areas, General Medicine, 

Cardiology, General Surgery, Orthopaedics and AT&R.  It is also worth noting that the 65+ population 

uses: 

 More than 60% of our 1100 Adult Medicine beds 

 Over 40% of the 920 Adult Surgery beds  

 Almost 90% of AT&R beds, with the key other user group being people with physical disabilities. 

 

 

 

 

 

 

 

 

 

 

The reasons for admission related to bed day use for people aged over 75 are summarised in the figure 

below.   
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This information helps us understand the services for the age group closely associated with frailty and 

provides insights into potential areas for prevention or alternative models of care.   The following key 

points are noted:  

 Rehabilitation is the single largest demand driver  

 Rehabilitation, along with circulatory disease, injury and poisoning and respiratory disease, 

account for 57% of all bed day utilisation 

 Many patients with a medical or injury diagnosis will also need rehabilitation.  The total length of 

stay for this one care episode will be split over the two admission categories.   

Aged residential care use 

Aged care in community settings has grown by 11.4%, while the 65+ population has grown by 19% or 

36,000 since 2007. 

 We currently spend $300m p.a. on Community Residential Services (comprising hospital, rest 

home and psychogeriatric beds).  This will more than triple by 2035/36 to approximately $1 billion 

if it continues as its current growth rate. 

 DHBs have varied in their investment to keep people independent and living at home.  Overall 

there has been a reduction in the proportion of the aged population receiving home support and 

community residential services as some DHBs have shifted the focus of care towards those with 

the highest need. 

End of life care 

The number of deaths nationally is projected to increase by 51% by 2036 from 9,600 to 14,500.  

 People in the last year of life have a high level of healthcare utilisation.  

 Approximately 12% of health care spending is in the last year of life. The majority (75%) of this 

relates to inpatient hospitalisations across all age groups 

 Approximately a third of deaths are in a public hospital   

Clinic based activity 

Future clinic based activity in primary and secondary care is also projected to grow with demand arising 

predominantly from the 65+ age group.  While capitation is increased for those over 65 the larger 

increase is for those over 75 which is not adjusted for any further within the capitation funding.  As 
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shown below the average visit frequency in Northland to a GP is 1.8 for those under 65, rising to 3.75 

for 65+ and to 5.45 for those 75+.   

   
In secondary care the increase in the 65+ population across the Northern region this growth will mean 

an increase of 785,249 contacts, representing 76% of all outpatient growth.  

This means the current medically led model of care where the patient visits the GP visits or the 

secondary care clinician will not be sustainable.  We will need to increase the number of nurse and 

allied health consults through nurse-led clinics, community based procedures provided by primary care, 

community radiology and HOP needs assessments and beds. 

 

2. Review trends and evidence regarding best practice service delivery 

The future of improving outcomes for frailty and end of life care is about accelerating changes to the 

model of care across primary and community and not only about beds and capital investment.  

Assumptions about the need to build new acute facilities under the same models of care which exist 

today could be modified considerably by changing workforce, practice, and strengthening community 

based models.  A combined approach which considers a rethink on models of care, community 

enhancements, workforce development and practice change is as important as building new capacity in 

acute and community based facilities.   

International and local evidence of what works has identified key elements of this mixed approach that 

need to be included in the redesign efforts as follows:  

 

a. Focus on developing alternative options for managing frailty for people aged 65+ who are the 
biggest driver for new hospital bed demand over the next 20 years 

Historically health services have been provided via a primary focus on individual physiological 
systems.  Improved care for the elderly patient needs to recognise and address the specific health 
needs related to frailty by profiling or streaming or alternative pathways tuned towards the 
person.  These needs are often complex, and multisystem (including psycho-social) in nature.  
Care must also mitigate the risks of de-conditioning and potential harm from being in hospital or 
post discharge which can lead to prolonged length of stay, or likelihood of readmission or loss of 
independence and transfer to an aged residential care facility.    

b. Target community based interventions that can prevent and delay of the effects of frailty 

Community based initiatives to keep people independent, active and healthy present 
opportunities to prevent or delay the effects of frailty.  These include programmes such as more 
outward looking, networked model of consulting and supporting patients where ever it is needed 
by including falls prevention, reducing excessive alcohol consumption, optimised use of 
medicines, flu vaccination, exercise programmes, weight management and improved social 
inclusion.   

c. Enhanced access to urgent care when needed and improved GP access to specialist expertise can 
also prevent deterioration to the point where hospital care is required and avoid a hospital 
admission that can put an elderly patient at risk. 

For older people when admitted they often encounter delays in care, enforced immobility, 
disturbed sleep, separation from usual social settings and an unfamiliar routine and environment 
which can cause deconditioning, extend a hospital stay and at times result in a residential care 
transfer unnecessarily.   
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In community and hospital settings, targeted care bundles for frail older people, quick access to 
diagnostics and early decision making help drive timely assessment and robust planning, 
minimise delays and support early discharge.   

Similarly avoiding prolonged hospital stay by discharging people to their home or a non-acute 
care facility early with appropriate support  with ongoing functional and social assessments and 
rehabilitation helps further prevent deconditioning and helps people maintain their 
independence. 
 

d. Clinical care in a community setting can optimise outcomes 

Access to advanced clinical expertise for primary care and aged residential care providers  through 
targeted organised senior nurse or allied health support, can prevent the need for admission and 
optimise rehabilitation and outcomes after a hospital discharge.  Best gains are to be made in the 
areas of Chronic care management such as COPD, CHF. 

 

e. Care at the end of life  

A third of people currently die in hospital, with a significant proportion being frail elderly.  Patient 
preferences gathered during regional advanced care planning initiatives indicate a greater number 
of people would prefer to reduce intensive interventions at the end of their life and where possible 
to die at home.  There is potential to improve the quality of care at the end of life by providing 
early opportunities to have a conversation on end of life preferences and appropriate capability 
to enact these when the time comes. 

 
  



 

73 

 

3. Consider the evidence for alternative service delivery arrangements to manage growth 

and maximise the quadruple aim informed by analysis of initiatives currently underway 

and an international review of the research evidence. 

The Nuffield Review identified a range of initiatives where there is evidence to improve patient 

outcomes and support a reduction in activity and whole of system costs. 

 

Key points to note from the Nuffield review include: 

 Many of the initiatives outlined in the report have the potential to improve patient outcomes and 

experience. Some were able to demonstrate overall cost savings, but others deliver no net savings 

and some may increase overall costs. 

 Where schemes have been most successful, they have: targeted particular patient populations (such 

as those in nursing homes or the end of life); improved access to specialist expertise in the 

community; provided active support to patients including continuity of care; appropriately 

supported and trained staff; and addressed a gap in services rather than duplicating existing work.  

 A significant shift in care will require additional supporting facilities in the community, appropriate 

workforce and strong analytical capacity. These are frequently lacking and rely heavily on 

additional investment, which is not available.  

 The implementation challenges involved in improving care for older people are considerable and 

even initiatives with great potential can fail. 

Interventions that have been identified as being particularly relevant for the frail elderly in the Region, 

have been summarised below in broad categories: 

I. Healthy Ageing 

II. Admission avoidance:  Community based care 

III. Intermediate level care (ARRC based ‘step up/ step down’ care) 

IV. Acute care pathways – minimising delays and deconditioning 

V. Community based rehabilitation 
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VI. End of life care 

VII. Existing Programmes with potential for leverage across the region (see Appendix A) 

 

i.  Healthy ageing  

A number of population health interventions have been shown to slow and reduce the effects of frailty 

as well as reduce the likelihood and severity of a health crisis.  Examples of these programmes are under 

way in the region and exploration of what currently exists and is worth extending in Northland or 

implementing more widely requires further analysis.  Ongoing gains could be made in the following 

areas: 

 Continuing positive effects from existing population wide interventions: 

o Smoking reduction, 

o improved CV risk management,  

o medication adherence,  

o vaccination,  

o healthy housing,   

o Neuropsychological interventions (depression, dementia, delerium) 

 

 Specific Frail Elderly Interventions for investigation include:  
o Community based falls prevention  
o Improved dementia care, cognitive decline in the community  
o Exercise promotion  
o Reduced inappropriate polypharmacy  
o Flu Immunisation  
o Care coordination and continuity / case management  
o Comprehensive geriatric / frailty risk assessment  
o Urgent access to primary care/ coordinated social care 

ii. Admission avoidance - Community based care 

A proportion of hospital beds are occupied by frail older people and people with long-term 

conditions who could be more appropriately cared for in the community. For some conditions 

(heart failure, frailty, asthma, COPD, cardiac) admissions can be avoided with more proactive 

care, and in many cases, length of stay could be reduced if there were more services to support 

rehabilitation and discharge in the community. This would deliver a much better patient 

experience.  There is evidence that community-based initiatives can work with support and 

collaboration between primary care, community and secondary care.  This can  significantly reduce 

hospital admissions freeing up resources to expand community care options (Bardsley et al 2013, 

Roland and Abel 2012). Delivering improvement requires new ways of working across the system, 

including within hospitals, supported by good continuity of primary care. An agile improvement cycle 

with successive ‘fail fast’ cycles of testing and improvement help optimise changes to the local context 

and realise the possible benefits.  

iii.  Intermediate level care (ARRC based ‘step up/ step down’ care) 

Further work is required to determine the most appropriate settings (hospitals, community and homes) 

for the delivery of rehab.  Key points to note include:    

 The Cochrane Review shows there is no evidence that one setting is more effective than another 

(home vs care home) 

 Utilisation of intermediate care generally results in an increased total length of stay, but the hospital 

stay is generally shorter  

 There is no clear evidence of cost savings by changing the care setting and in some cases (Nurse 

led units) costs increased.   
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 Evidence on the effects of ARRC as an intermediate care provider is limited, with some evidence 

indicating that an ARRC based rehab model  resulted in reduced hospital length of stay and did 

not impact other outcomes (including quality of life, ARC placement, cost) 

 Discharges from Intermediate Care frequently still require ongoing community and home based 

support 

 

iv. Acute care pathways – minimising delays and deconditioning 

A number of reviews have highlighted evidence for improving acute hospital processes for frail 

elderly with faster access to diagnostics and treatment (and associated reduction of risk for 

deconditioning and adverse events) thereby reducing length of stay and a need for 

reconditioning and rehab.   

 

v. Community Based Rehabilitation 

Rehabilitation beds account for 28% of beds occupied by the 75+ age group.  Rehabilitation that occurs 

outside of the hospital setting potentially provides the single greatest opportunity to reduce demand, 

improve outcomes.  A focus on re-ablement has proven to be cost effective.   

 

Vi. End of Life Care 

Estimates in the UK suggest that high-quality palliative care could result in 60,000 fewer deaths in 

hospital, leading to savings of £180 million (Hughes-Hallett and others, 2011). Similarly, a review by 

the National Audit Office estimated that if there was better access to community based end-of-life care, 

£104 million could feasibly be saved from cancer patients alone as a result of fewer emergency 

admissions and reduced length of stay (National Audit Office, 2008). As well as economic arguments 

for improvements to end-of-life care, those who die at home are reportedly more likely to experience 

better coordinated, higher-quality care and be treated with more dignity and respect compared with 

those who die in hospital, according to an annual survey of bereaved family members (ONS, 2016c). 

 

Patient Expectations 

Evidence10 shows that the things most important to patients and families at the end of life are: 

 Skilful communication with patients and families about realistic goals of care 

 Attention to understanding the patient’s and family’s concerns 

 Pain and symptom management 

 Where possible knowledge of when the patient may have days-weeks left may be of great value to 

patients so that they can reorient their priorities 

 

Evidence from the UK suggests that the majority of people want to die in their own homes. It also 

suggests that at least 40 per cent of people who died in hospital did not have medical needs that required 

them to be treated in hospital, and nearly a quarter of them had been in hospital for over a month 

(National Audit Office, (2008), End of Life Care).  

 

Overall, older people receive poorer-quality care towards the end of life than younger people.
 
They are: 

 Less likely to be involved in discussions about their options 

 Less likely to die where they choose 

 Less likely to receive specialist care or access hospice beds 

                                                 
10 Principles of Good End-of-Life Care, Caresearch, 2017 
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4. Develop and implement future service delivery option/s 

The recommendations on the overall future direction for frail elderly services are to: 

Optimise what we have now:  

 Identify, accelerate and spread what’s currently working in the region (refer Appendix 1) 

 Reduce frail elderly harm by avoiding hospital admissions or a prolonged length of stay.    

o Identify frailty plans proactively using screening tools to select the patients at greatest risk 

starting with those over 75 years if non-Maori and those over 65 if Maori.   

o Provide support for primary care through access to specialists and the broader allied health 

team, as well as access to social care support.  The goal will be to align the community teams 

with the primary care teams to deliver care in a more coordinated way close to home.   

o Stream / coordinate hospital /community care via specific care pathways starting with frail 

elderly and COPD.   

o Improve care coordination through complex case management and better collaboration between 

those planning discharge and the broader care plan to be completed in the community to support 

full functional recovery and to optimise wellbeing.  Care bundles will define clear criteria  for 

the ongoing care which will be tracked and monitored for effectiveness.   

 Optimise use of available beds outside of hospital including rural hospital beds.  This also includes 

home based or intermediate level care provided in a community setting.  The greatest ‘bed’ resource 

available are those in patients’ own homes 

 Enhance admission avoidance strategies 

o Enhance urgent care access through paramedics and closer links to primary care 

o Provide primary care clinicians with access to the broader health and social care team. 

 

Enhance integration and develop alternative models of delivery: 

 Enhance early identification of frailty in primary care and the community, provide support to 

maintain existing living arrangements/independence and strongly support home discharge with 

additional rehab and support services (? Through Acute interai or KARE) 

 Change Primary Care models for the frail elderly to include e.g. frailty screening, falls prevention, 

active medication review and management, dietary improvement, alcohol use reduction 

 Progress integration and alternative service provision models through locality based partnerships 

with out of hospital providers  (e.g. primary care, ARRC and community based health providers) 

 Implement proven models for the care in the home for people at the end of their life  

 Improve the use of information to help identify risks, make decisions, develop and implement plans  

 Measure and publish to support evidence and spread of good ideas 

 

Enhance social investment and cross sector partnerships: 

 Improve the longer term social determinants of healthy ageing and community inclusion by 

working more closely with sector partners (MSD, Council, Housing NZ) 

 Build communities where ageing and frailty are supported (e.g. improve transport options and 

community inclusiveness, provide suitable accommodation, enhance early and regular access to 

health and wellness services) 

 Address and change current perceptions of ageing towards a positive view – “a good old age” that 

normalises and provides support for people to live well with frailty and to die well.



 

77 

 

Appendix 1 

Existing Programmes with potential for leverage across the region 

A number of initiatives have been implemented across DHBs to improve services for older people – 
this is not an exhaustive list.  Further analysis is needed to determine whether there are opportunities 
to leverage this existing work 

 

Long term conditions and high risk individuals  

 KARE (WDHB) 

 CVD risk assessment 

 CVD and diabetes management  

 Heart failure management  

 Pulmonary rehab 

 Very High Intensity users (CMDHB)  

 At Risk Individuals (CMDHB) 

 Tamaki mental health and wellbeing (ADHB) 

 Cognitive impairment pathway 

 

Acute Care  

 Primary options for acute care 

 St Johns Ambulance management of low acuity patients,  

 after hours services,  

 IV in the community 

 Assessment and Diagnostic Units 

 Acute flow redesign (ADHB – see across) 

 Elective patient flow  

 Outpatient IV antibiotics (WDHB) 

 Rapid response team (ADHB) 

 Pressure injuries management 

 Falls assessment and management 

 Discharge planning 

 Medicines management at discharge, 

 Day stay procedures for suitable patients e.g. hernia and gall bladder 

 Enhanced recovery after surgery (ERAS) 

 Early discharge and rehabilitation service – stroke (CMDHB & WDHB) 

 Advance Care Planning  

 Interim care in residential care (WDHB) 

 Model of care changes 

 Quality and Safety initiatives 

 Not building or constraining the number of beds built 

  

 


