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Executive summary
Ngāti Porou Hauora, the main provider of health services on the East Coast, is an
iconic Māori health institution with a long heritage and strong community
support. The organisation provides a range of services through a network of
clinics in one of the most isolated, least populated and most beautiful regions in
New Zealand - the East Coast. Gisborne is remote in itself and is termed a “base”
hospital, i.e. one that needs to operate without close support. The most distant
NPH clinic is a 3 hour drive from Gisborne hospital.

•

The purpose of the review of health services on the East Coast (the Review) is to
guide the transformation of clinical practice to achieve a clinically and financially
sustainable service delivery model, whilst maintaining and improving health
outcomes for the population.

•

The project team has worked closely with a Steering Group and an Oversight
Group (made up of clinicians and managers from Tairawhiti District Health,
Ngāti Porou Hauora and Te Runanganui O Ngāti Porou) to carry out this Review
and develop recommendations.

Report structure

•
•

•

•

What is the health need on the East Coast? –describes the current and
forecasted population profile, as well as the current and future demand for
health services. It sheds some light on the likely burden of disease.
An overview of health services – describes the health services currently
available to the population on the East Coast.
How sustainable is the service? –assesses the financial and capital
sustainability of the service.
Re-building the organisation from the front line – presents the tools and
processes used to work with the front line to identify opportunities for
improvement and key aspects of the desired future state. This section also
summarises the identified opportunities and presents stakeholder priorities.
East Coast health services in the future – describes the vision for future
health services and the potential models of care to support more integrated
care on the East Coast.
How do we get there and how do we know we have arrived? – identifies
a plan of action, with a focus on the next three years and presents some
measures of success.

This report presents the findings from the Review, based on extensive
stakeholder input from front-line staff as well as management and consumers.
The report is structured into the following sections:
•
Five recommendations for change – we present the conclusions of the
Review up front, with the supporting evidence to follow.
•
Introduction – describes the goal, objectives, scope and approach to the
Review.
• Context –sets the scene and provides the relevant background to health
services on the East Coast and to the Review.
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1.

Five recommendations for material change

In this section, we set out the areas we feel require material change and prompt
attention, particularly over the next three years. The five areas are:

management infrastructure and would need to be experienced and familiar in
managing primary care organisations with extended scopes of practice.

1.

Rebuild the institution around clinical leadership

2.

Change the configuration of services

3.

Attend to capital needs

4.

Rebuild financial sustainability

5.

Reframe the relationship with the District Health Board

Together with this recommendation, we suggest a significant delayering of
management, and a sharp reduction in management staff in alignment with usual
primary care organisations. Most practice functionality is delivered by IT systems,
and skills at delivering that functionality need to be sourced externally – probably
from a primary care network. Currently, practice staff do not have the skills to
execute straightforward transactions in the practice software. In future, to support
enhanced scopes of practice, NPH needs to be able to access both the practice
management system but, also, undertake some applied service analysis. It will be
important for NPH to work towards a much leaner organisational and
management structure than the current one but at the same time greatly enhance
the efficacy of that management by using the tools that it has to hand.

We feel addressing these five key areas effectively will enable Ngāti Porou Hauora
(NPH) as the main provider of health services on the East Coast to manage the
challenges faced and move towards a sustainable future with improved health
outcomes for the population.

1.1

Rebuild the institution around
clinical leadership and a culture of
continuous improvement

On the management structure
The management structure adopted by NPH appears to have layers of
management, a great deal of hierarchy and is indifferent to clinical issues. Such a
structure is an anathema to primary care clinicians, and will be very difficult to
make succeed.
Our first and primary recommendation is that management decision making is
turned on its head, and that the front line services become the major axis for
decision making, supported by a General Manager (rather than a Chief Executive)
The General Manager would be responsible for the supporting practice

Focus on clinical leadership
More important will be the need to vest some decision rights in the clinical
structures –in a model of partnered management rather than hierarchical
management.
Clear clinical leadership that is focused on primary care is urgently needed to
review current methods of operation. This is particularity urgent in Puhi Kaiti,
where ensuring clinical safety is difficult due to lack of consistent processes and
protocols. Clinical leadership needs to be doctor led to facilitate the involvement
of current clinicians with the solutions.
A strong nurse clinical development framework to support nurses is required,
with a focus on quality improvement, training and education.
A small primary care clinical governance group that is tasked with quality
improvement and that works closely with the clinical leaders would ensure that
the models and solutions work on the ground, that there are clear processes and
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protocols in place and that a focus is maintained on meeting these. This group
could be the vehicle through which decisions relating to standing orders, changes
to service implications and training requirements are discussed.
A proposed structure is described below.

cover for the East Coast from Puhi Kaiti) and administrative and back office
support (keeping in mind NPH would be a much leaner organisation than it
currently is). Puhi Kaiti has the largest enrolled population out of all NPH clinics
and therefore the critical mass required.
Benefits would include:

Board

Executive
Management Team
Based in Te Puia – clinical leadership hub
Based in Puhi Kaiti back
office support hub
Medical director

Nurse leader
General Manager

GPs

Clinical governance
group – responsible
for quality
improvement

Rural health nurses
Practice nurses
Kaiawhina

Practice
manager
Finance and reporting
Info systems
Admin Staff
Ops (maintenance,
water, kitched)

Figure 1 Proposed organisational structure
Due to the distinctive characteristics of the East Coast and the complexity of its
patient population and to retain the rural focus of clinical services, we suggest that
clinical leadership is best based out of Te Puia. This will help enhance
relationships between TDH and NPH clinicians as TDH clinicians would have a
‘go-to’ point of contact.

Puhi Kaiti as a support hub
In the medium to long term, once its clinical and financial sustainability problems
are addressed, Puhi Kaiti could be well placed to become a support hub – in
terms of rosters (i.e. doctors and nurses could provide much needed relief and

•

May be more attractive to GPs/ facilitate recruitment and retention

•

Ability to maintain rural health skills

•

Maintain clinical workforce (address workforce sustainability and continuity
of care issues)

•

Provide much needed relief/ cover for East Coast based nurses particularly

1.2

Change the configuration of
services

Our second recommendation is that services need to be simplified in breadth but
deepened in scope.
There are some areas of care where NPH is clearly struggling to retain either
sufficient service depth or sufficient volumes to maintain quality. We make firm
recommendations to consider withdrawing from those services. On the other
hand, NPH has, on the Coast, considerable experience and skill in delivering
primary care and community based services; these could be extended.

Maternity care is not clinically sustainable
The interviews, group sessions and discussions with the Oversight Group all
point to the difficulty and risk of maintaining anything but antenatal and postnatal
maternity services. There is concern that there is considerable risk to the unborn
child and to the mother. There is risk, also, to the professionals who are trying to
provide this service. This is energy that can better go into other areas of need.
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This change is inevitable and is happening around the country. For a similar
remote population base, South Westland Medical Practice has found it
unsustainable to deliver maternity services locally.

Aged residential care is not likely to be sustainable
There are very few residential care beds and they are very expensive to maintain.
There is a need for a full roster of nurses as well as a care infrastructure. The costs
of maintaining this service relative to the funding received threatens the ability to
deliver other services. There simply are not the economies of scale to support
continuation of the services on the East Coast.

Further, proactive management of the pool of need including use of patient risk
profiling may well lead to some management of health.
The interviews are clear that there are gaps in pre-primary care and in issues of
patient management (such as medication adherence). As a very general statement,
health promotion programmes show greatest benefit if pursued over a long
period of time and possibly some earlier successes in the area of health promotion
could be revisited.
Further integration with social and community services, particularly in Puhi Kaiti
where this is not occurring as much as on the East Coast, would be valuable.

Further, residential care services for patients with complex needs (e.g. psychogeriatric care) are scarce in Gisborne and very difficult to support in Te Puia.
There is a mix of service quality, funding and workforce issues which all point to
this service being unsustainable.

There is a residual issue around support of a 24 hour roster and, also, provision, if
at all possible, for some extended hour services. This 24 hour roster is important
but, we feel, possibly beyond the reach of NPH for at least the next year. On call
services will need to be provided by a mix of doctors and nurses.

If this service were to be discontinued, there will be very little loss to patients and
a significant opportunity to simplify the support functions in and around Te Puia.

Explore what Gisborne-based hospital services could be delivered in
primary care

Primary and pre-primary care needs to be enhanced

A greater volume of first specialist assessments and follow-ups could be
encouraged. This would need a service by service review, from the hospital.
Senior clinician buy-in would be needed in the hospital. Clinical pathways could
be developed together with the toolkit that would place services closest to
patients.

Primary care is strong, as is pre-primary1. But healthcare outcomes are still poor.
There is a need to support the nursing register more comprehensively and to
make the current nursing roles sustainable. Chronic care nursing and other
specialist areas need to be better integrated into general practice. Primary care
diagnostic tools need to be better used – for instance by making operational Te
Puia’s x-ray facilities. Other rural areas are exploring GP training for ultrasounds
and near patient testing for a range of blood tests.
There is a great deal more that could be achieved in terms of co-ordination of
services both within health (e.g. with mental health) and with social services.

1

Pre-primary care encompasses public health but also relevant social services.

1.3

Attend to capital needs

In terms of the location and spread of health services on the East Coast, a range
of options were considered and tested with a targeted group of stakeholders
(including the Oversight Group). These options included:
1.

Relocating the hospital to Ruatoria

2.

Keeping the hospital in Te Puia, but reconfiguring services in the smaller
centres (e.g. Tikitiki and Tokomaru)
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3.

Keeping the location/ spread as it is, but assess which services can
sustainably be delivered from NPH and make incremental improvements to
the delivery of services

The stakeholders’ preference was to the third option. It was felt this option
maintains coverage and access (care closest to home), retains critical mass and
acknowledges the importance of Te Puia as a hub. GPs made the further point
that it would be very difficult to find, establish and hold a clinical workforce in
Ruatoria.
GPs also felt that the extra distance from Gisborne was telling, and that it was
much more possible to support a cottage hospital (i.e. Te Puia) within one hour
of the base hospital (i.e. Gisborne).
To recap, centralisation is attractive but will, from the qualitative evidence that we
have gathered, be likely to reduce access to pockets of the East Coast population,
where access is most needed.
The implications of keeping the location and spread of clinics as currently is
discussed below.

Moving towards a model of enhanced general practice

Table 1 Services delivered from Te Puia
Service

Comments

General practice

Emergency care could be delivered from general
practice through a GP led ED clinic. For minor injuries,
respiratory infections, cellulitis, etc.
Observation beds would be required, although at this
stage only short-stay ones may be viable and overnight
patients would need to transit down to Gisborne.
Increased access to diagnostics
Telemedicine facilities

Palliative care

Plan is to provide this service in homes

Home based support
services

Retained in current form but with improved integration
with general practice

Adult community mental
health services

Retained in current form but with improved integration
with general practice

Transfer services
(ambulance and helicopter)

Retained

One of the key questions regarding facilities this Review sought to answer was
what could safely and sustainably be delivered out of Te Puia Springs. The
following table describes the set of services envisioned being delivered out of Te
Puia in the future. These services are of the type described above; current services
with deepening of primary care activity as much as possible.
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Scoping a new purpose-built facility
We have estimated the provisional cost of building a new purpose-built facility
that enables delivery of the set of services we believe can be safely and sustainably
delivered from Te Puia.
Based on the schedule of accommodation on the opposite page, and a building
cost of $2,000 per square meter, plus fit out costs of $1,500 per square meter, the
new building would cost $2.5 million. This is an approximate estimate and there
are other costs, such as site clearance and geotechnical surveys that would need to
be taken into account. There may also be an option to renovate existing
structures.
The new schedule of accommodation in Te Puia would allow for new workforce
models to emerge that enable more efficient use of visiting GP and specialist
time.
Our recommendation is that during the first year of implementing the Review,
soon after formally confirming the mix of services that will be delivered out of Te
Puia, more detailed requirements are scoped on requirements and options for a
facility build, or rebuild, probably on the existing site.
Alternative building configurations to support more integrated models of care
should be explored. The new building should have a strong focus on volumes,
patient flows and supporting the desired model of care. This could include team
areas to encourage interaction (for education, group meetings and activities), a
reception area that is open to the waiting room, an acute area with observation
beds so that nurses can keep an eye on patients while performing their day to day
tasks.
Scalability will be important – retaining the ability to expand the facility should it
become necessary in the future.
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1.4

Rebuilding financial sustainability

Our fourth recommendation is how NPH might bring its costs under control.
A deficit of up to $1.3m is forecast for the year to 30 June 2013, annualised from
the July-December 2012 period. This follows prior year deficits of $699k and
$945k. This is clearly unsustainable.
We believe that it is possible to map out a sustainable future by making a number
of changes. However, we note that there will have to be considerable followthrough to achieve financial sustainability and governance will have to have a
close eye to how it might be achieved. Our suggestions are as follows:
•

Reorienting Te Puia to enhanced primary care and closure of residential
facilities;

•

Operating the primary health clinics on a best practice approach by:


Ensuring the management function is staffed at a level consistent with
other practices of around 10,000 patients;



Recovering all co-payments where charged, and seeking funding for the
shortfall where they are not or recovery is not possible.

•

Only pursuing community and other contracts where there is an appropriate
contribution to the costs of managing the activity.

•

Relocating management functions to Puhi Kaiti.

Other activity centres (mental health, other contracts, research) appear to be
funded and could remain unaffected. Further, TDH has indicated resources
accumulated from the changes could be utilised for further improvements to
service delivery and hence outcomes for patients/community.

1.5

Reframing the relationship with the
District Health Board

Our final recommendation is about the need for the DHB provider arm to work
in partnership with NPH and TRONPnui to agree on new and better ways of
serving the population on the East Coast, reflecting the joint responsibility the
three organisations hold for the region’s health.
The new Primary Health Organisation (PHO) alliance contract will be developed
over the next year. This will need to reflect common goals and common
understanding of strategic direction.
The three organisations need to discuss how to collaborate to provide enhanced
services. The first topic that we recommend is a discussion around risk
stratification and targeting management of the high risk group identified through
analysis presented in this report. The purpose would be to identify those
individuals at high risk of hospital admissions and to reduce the risk through
proactive service planning and multidisciplinary team treatment.
Other building blocks of integrated care would be useful, over time, such as
shared views of patient records, clinical pathways, wrap around services and
increased co-ordination of care.
Furthermore, contracts need to be less prescriptive and more flexible, allowing
services to focus on current needs and be innovative rather than constrained by
detailed specifications. There needs to be greater use of packages of care as a
method of contracting, and outcomes reporting.
The way that this would happen is by engagement at the clinician level – with
senior doctors on the Coast working with medical directors and service leads
from the DHB. We recommend a two monthly clinical forum, supported by
service analysis from the DHB planning and funding group, every second meeting
to be face to face. The face to face meetings could alternate between Gisborne
and Te Puia.
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2.

Introduction

The three boards of Tairawhiti District Health (as the funder of Ngāti Porou
Hauora services), Ngāti Porou Hauora (as the provider of health services) and
TRONPnui (as the parent company for NPH) commissioned Sapere Research
Group to review the health services on the East Coast with the view to identify
options for sustainable models of care that meet the unique needs of communities
on the East Coast.

2.1

Scope

The scope of coverage of this Review is all services provided by both TDH and
NPH on the East Coast. This includes primary and community health services,
hospital services, maternity services, disability support services and mental health
services.
It also includes the Puhi Kaiti Medical Centre in Gisborne as it is part of Ngāti
Porou Hauora and as such impacts on the delivery of health services on the East
Coast.

2.2 Goal

2.3 Objectives
The objectives are the specific, measurable, time-bound activities or actions that
will be taken to deliver the outcomes articulated in the goal.
The objectives for the Review were to:
•

Gain an in-depth understanding of the current health status and health
needs of Ngāti Porou population on the Coast as well as likely future
health needs.

•

Understand the current strengths and weaknesses with the current service
delivery models.

•

Develop an understanding of the current and future factors that will
impact on clinical service delivery based on demographic projections and
other key influences.
Describe the future options for planned and unplanned health care on the
East Coast and within Ngāti Porou Hauora.

•
•

Take into account the operation of the Puhi Kaiti services (and other
health provider services) and make recommendations if appropriate about
how these services interact or would need to operate to support the Coast
services.

•

Provide facility and site design options, and a financial and non-financial
assessment.

The overarching goal for the Review was to:
“deliver a detailed plan that will guide the transformation of clinical practice to
achieve a clinically and financially sustainable service delivery model whilst
maintaining and improving health outcomes for the population and
acknowledging the social, environmental, cultural, economic and political impacts
of this”
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2.4 Outline of approach
The Sapere project team worked closely with the Steering Group and with an
Oversight Group (made up of clinicians and managers from TDH and NPH,
management input from TRONPnui and three community members) to carry out
this Review. Membership of the Steering Group and Oversight Group is available
in Appendix 1.

2.4.1 Work components
The key work streams and summary of activities that were carried out to achieve
this are described in the figure below.
Figure 3 Work components

Health needs
assessment

Figure 1 illustrates on a high level the approach this Review followed.
Figure 2 Outline of approach

Service utilisation
analysis
Site visits and interviews

Financial analysis

Facilities assessment

Models of care

•Current and forecasted population profile
•Assessment of complexity of the population
•Desk research on burden of disease
• Description of current activity
•Future activity projections
•Visits to hospital and all health centres
•Staff interviews
•Patient interviews
•Analysis of the current situation
•Workforce benchmarking based on similar
operations
•Forecasting a sustainable future
•High level review of current facilities
•Architect schedule of accommodation for preferred
Te Puia building option
•Patient sampling
•Staff journals
•Workshops

2.4.2 Method
Quantitative analysis
Data sets available for analysis to inform the health needs assessment and service
utilisation analysis included, for the 2011-2012 financial year:
•

NPH registrations and consultations;

•

Te Puia Springs Emergency Department and Hospital Discharge (two
months in 2012);
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•

NPH Practice Prescribing 2012 calendar year;

Patient interviews

•

TDH hospital inpatient admissions, outpatient contacts and emergency
department attendances; and

•

TDH aged residential and community care services

Kahui Tautoko Consulting Limited (KTCL) conducted semi-structured interviews
with 15 individuals throughout seven towns/city: Gisborne, Tolaga Bay,
Tokomaru Bay, Te Puia, Ruatoria, Tikitiki and Te Araroa on Tuesday 2 and
Wednesday 3 April 2013. Consent forms were provided by most participants
prior to the site visit, however for those few patients who had not completed their
consent forms, KTCL obtained these during the site visit.

All data sets contain NHI fields, allowing demographic data (age, gender,
ethnicity) to be linked to service data for analysis and forecasting, and allowing
TDH service utilisation to be linked to NPH practices.

The sample of interviews included a range of ethnicities, age and gender.

Demographic forecast

Of those who were happy to reveal their diagnosis:

The demographic forecast is based on projections provided by Statistic
New Zealand for the Tairawhiti district by age, sex and ethnicity. The core
assumption is that there are no changes in the current rate and pattern of service
delivery, for example, in terms of intervention rates or models of care. The
method for calculating base forecasts for service delivery involves:

•

3 respondents had heart related issues;

•

2 respondents were diabetic; and

•

1 respondent had rheumatic fever.

•

Calculating from demographic data an index of increase for each category of
age band, ethnicity and sex for every year to 2026.

•

Calculating from health services data the number of health events (e.g.
hospital discharges) for each age band, ethnicity and sex category for the
base year.

•

Multiplying through the base year volume of health events by the index of
increase for each year in each age/sex category.

•

Summing the consequent volumes for each age, ethnicity and sex category
for each year.

Qualitative analysis
Site visits
All health centres on the East Coast and the hospital were visited to gain an
understanding of the current configuration of services and model of care. Mary
Brown (an expert practice manager) conducted a further series of site visits.

Staff interviews
56 semi-structured staff interviews were carried out in the fact-finding stage of the
Review. This included all GPs on the East Coast (5), 3 rural health nurses, 5
Kaiawhina, 5 registered nurses, 2 receptionists, 3 home based support staff, 10
mental health and alcohol and addictions services staff, 8 management level staff,
3 Board members amongst others.
The list of interviewees can be found in Appendix 2.

Financial analysis
The most recent financial statements were obtained from NPH. Subsequent
information was sought through interviews.

Facilities assessment
A high level review of current facilities was carried out. The following people
were interviewed:
•

Phillip Kerr – Quality Coordinator

•

Hemi Harrison - Maintenance Team leader
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•

Helene Mason – Corporate Services Manger

•

Helen Milner – Acting CEO of NPH, NPH Representative on Steering
Group

In addition, the staff of Tokomaru Bay, Tikitiki, Uawa and Tawhiti clinics
provided written feedback on the positives and negatives of each of those
facilities.
A health architect was commissioned to set out a schedule of accommodation for
a possible GP oriented hub at Te Puia.

Models of care
Patient sampling
All health centres were asked to complete a patient sampling exercise over three
days to obtain a comprehensive snapshot picture of activity on the Coast. This
involved recording for each patient seen, the consultation type, an estimate of
time spent, an assessment of complexity and whether the patient had any co
morbidity.
The purpose of this exercise was to understand the level of complexity of patients
coming through the clinics and the types of consults provided.

Staff journals
The purpose of the staff journal was to capture how much time staff (GPs, nurses
and receptionists) tend to spend on different types of activities (patient contact,
travel, admin, interruptions).

Patient pathways and workshops
Four workshops were carried out to inform this Review. One of these workshops
involved working through patient pathways with front line staff in order to
identify opportunities for improvement. A list of participants to the workshops
and the resulting patient pathways completed are available in Appendix 3.
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3.

Context

3.1

Demographics and social
determinants of health

The World Health Organisation defines the social determinants of health as:
“..The circumstances, in which people are born, grow up, live, work and age, and
the systems put in place to deal with illness. These circumstances are in turn
shaped by a wider set of forces: economics, social policies, and politics ”, (World
Health Organisation, 2008).

Compared to the rest of New Zealand, the East Coast has:
•

One of the highest Māori populations (83% of NPH registered patients
versus 15% of the population of NZ)

•

A more deprived socio-economic picture than the rest of the country with
lower average incomes, lower levels of education, higher unemployment
rates, and higher benefit use

•

100% of the population is classified as rural – the majority is classified as
highly rural according to the Stats NZ definition of rurality (Statistics
New Zealand)

•

The poorest health outcomes, including highest rate of mortality (32% above
the national rate)
The population on the East Coast is spread out over a large area (see map on
page 41). Given the high percentage of people living in rural and remote areas,
limited public transport options, and the high rates of social deprivation, access to
health care is difficult. In addition, health seeking behaviours of the population
mean people do not tend to access health services promptly.
This high needs, vulnerable population has differing ability to access health
services on the East Coast and in Gisborne. For example, people in the Tolaga
Bay area live within a short distance to the health centre and are only 45 minutes

away from Gisborne; whereas people who live past Hicks Bay may find it more
difficult to access health services due to their remote location (often over an hour
away from the closest clinic and over 3 hours away from Gisborne).
Ngāti Porou Hauroa (NPH), the main provider of health services on the East
Coast, has attempted to alleviate the effects of difficult access through providing
free clinics and good coverage of the area through their health centres. Tairawhiti
District Health provides funds to support NPH free access clinics.

3.2 Summary findings from the Health
Inequities Report
The Wai 1184 Treaty claim asserts the Crown’s failure to adequately protect and
improve the health and wellbeing of Ngāti Porou whānau and hapū. It alleges that
as a consequence of Crown acts and omissions the quantity and quality of Ngāti
Porou health and wellbeing is significantly worse than that of non-Māori
New Zealanders.
Ngāti Porou Wai 1184 Health Inequities Report (2009) examines and reports on
differences between contemporary Māori and non-Māori within the
Tairāwhiti/Ngāti Porou rohe and, where data were available, for Ngāti Porou for
a number of health and disease outcome measures.
In summary, the report found that:
•

The population of Tairāwhiti has the lowest life expectancy at birth of any
health district in New Zealand.

•

Compared to other health districts, the death rate for Māori in Tairāwhiti is
the highest in the country.

•

Tairāwhiti has the highest Māori/non-Māori death rate disparity in New
Zealand.
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•

The overall rate of death in Tairāwhiti for Māori is over twice the rate for
non- Māori.

•

About a third of deaths for Tairāwhiti Māori occur in middle age; in nonMāori only 10% of deaths occur in middle age.

•

Most of the disparity in mortality between Māori and non-Māori in
Tairāwhiti is due to deaths from cardiovascular disease, cancer and diabetes.
These chronic diseases contribute the greatest toll to Ngāti Porou health
inequities.

Ngāti Porou rohe. At that time NPH was the only Iwi Health organisation in the
country to offer hospital care, having inherited the hospital from the Ministry of
Health. During the past 18 years NPH has grown to operate 7 community clinics,
provide various public and clinical health services and employ over 200 people.
From its inception in 1995 until March 2011, NPH was owned and managed by a
board of elected community members representing the communities of the East
Coast.
Some of NPHs achievements include:

•

Compared to the non-Māori population in Tairāwhiti, Māori lose an average
of 2,000 person-years per year before the age of 80 years.

•

Improvement in breast screening coverage from 51% in 2009 to 66% in
2012

•

Tairāwhiti Māori are admitted to hospital more frequently than non-Māori
for most of the leading causes of public hospitalisations, and for procedures
associated with diseases that are amenable to appropriate medical care or
health service intervention.

•

Improvement in cervical cancer screening from 65% in 2009 to 71% in 2012

•

Above target of 90% in ischaemic CVD detection

•

Improvement in cardiovascular disease risk assessment from 14% in 2009 to
33% in 2012

•

Improvement in childhood immunisations for 2 year olds from 59% in 2009
to 89% in 2012

•

Improvement in number of population with smoking status recorded from
66% in 2010 to 85% in 2012

•

•

Large inequities for Māori in Tairāwhiti exist for some disease-specific (lung
and breast cancer, mental health and acute rheumatic heart disease) and
service-specific cases of enquiry (the national breast and cervical screening
programmes and childhood immunisation programme) and for cigarette
smoking.
Compared to non-Māori in Tairāwhiti, Māori generally have poorer access to
health services and do not receive the same benefits afforded our most well
established national disease prevention programmes.

These findings confirm that the health and wellbeing of Māori in the Ngāti Porou
rohe is significantly worse than that of non-Māori.

3.3 Ngāti Porou Hauora
Ngāti Porou Hauora (NPH) is the main provider of health services on the East
Coast. It is an iconic Māori health institution with a long heritage and strong
community support. It was originally established in 1995 as an Incorporated
Society to provide an integrated health service for people residing within the

Over the last few years, NPH sought assistance from the Te Runanga o Ngāti
Porou board, as it was experiencing financial difficulties. The Runanga board
agreed to provide relief, i.e. loan the organisation funds and provide an overdraft
facility. NPH eventually transitioned under the Te Runanga o Ngāti Porou
umbrella, as one of its subsidiaries with charitable trust status. When Te Runanga
o Ngāti Porou was dissolved on 6 April 2012 after Royal Assent was given to the
Ngāti Porou Claims Settlement Act, Ngāti Porou Hauora became part of the Te
Runanganui o Ngāti Porou Group of subsidiaries.

3.4 Te Runanganui o Ngāti Porou
TRONPnui is NPH’s parent body. It is the mandated Iwi organization for Ngāti
Porou and is made up of 14 elected representatives from 7 Rohenga Tipuna.
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The organisation has two arms:
1.

Income earning – this arm includes commercial entities, including, Ngāti
Porou Seafoods, a leader in Māori fisheries. Pakihiroa farms (which includes
three large farming stations on the East Coast) and a forestry operation.

2.

Income distribution – this includes Ngāti Porou Hauora health services as
well as social services.

3.5 Relevant initiatives
3.5.1 Tai Ora Review
Towards the end of 2012, a joint high level internal review (called Tai Ora) was
undertaken of the Ngāti Porou Hauora operation. The review was a joint review
between Te Runanganui o Ngāti Porou, Ngāti Porou Hauora, and a consortia of
advisors including Dr. Julia Carr, Associate Professor Peter Crampton, Associate
Professor Paparangi Reid and Ernst Young Consultants. Both Ngāti Porou
Hauora and Te Runanganui o Ngāti Porou Boards approved and signed off the
Tai Ora report in December 2012.
The Tai Ora report identified five key work-streams:
•

governance/management

•

back office/administration

•

service delivery

•

clinical performance

•

workforce development

As part of the review’s first workstream, a new governance team was established
to help chart a new direction for the Iwi health provider and carry out the Tai Ora
Action Plan. In December Teepa Wawatai, Dr Julia Carr, Kylee Potae and Huti
Puketapu-Watson were appointed to the new Ngāti Porou Hauora board.
Chairperson Teepa Wawatai has indicated the new board will take a “hands-on”
style of governance, working closely with management”.
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4.

What is the health need on the East Coast?

This section is based on the population and the service utilisation analyses. It
describes the current and forecasted population profile, as well as the current and
future service utilisation on the East Coast. We use these analyses as a proximate
description of health need.

Table 2 Current and future registered population
Population
(July 2012)

2012

2026

Puhi Kaiti

6,744

6,729

7,059

Ruatoria

Ruatoria Health Centre

1,447

1,445

1,542

Te Puia

Tawhiti Health Centre

263

262

294

Matakaoa

Matakaoa Health Centre

882

866

936

Tiki Tiki

Tikitiki Health Centre

425

425

471

Tokomaru

Tokomaru Health Centre

493

490

532

Tolaga Bay

Uawa Health Centre

1,098

1,096

1,183

Location

Health Centre

A major limitation of this analysis is that it does not reveal what the unmet need is
in the population (what the condition of the population that does not come into
contact with the health services is) – in other words, we do not know the full
picture of the burden of disease; but we do know that the omission is likely to be
greater than in other areas. We have shed some light on the likely burden of
disease by linking primary and secondary service utilisation and diagnostic
information.

Gisborne

4.1

Population profile and forecasts

4.1.1 Total population
According to Statistics New Zealand 2012 estimates, the population on the East
Coast and Gisborne is 46,800. The population of the East Coast is approximately
6,860.

4.1.2 Registered population
NPH has 11,352 registered patients (24.8% of the total TDH population). The
biggest centres are Ruatoria and Puhi Kaiti. The smallest ones are Tawhiti
(although this is where the hospital is also based) and Tikitiki. Matakaoa health
centre covers the most remote registered population.

Total

11,352

NPH has a significantly higher Māori population compared to TDH and NZ, in
both in absolute and relative numbers. While approximately half of the people in
the region identify as Māori 2, 83% of NPH enrolled population is Māori
(November 2012).

Slight increases in population are forecasted across the board over the next 15
years.
The table below illustrates current and forecasted total population on the East
Coast by location and health centre.

2

NZ Department of Statistics, NZ Census 2006
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Figure 4 Ethnicity

proportion of middle aged/older patients aged 45-60 than the other practices, and
fewer children and adolescents.
Figure 6 Current and future age profiles

The East Coast has a higher proportion of children and adolescents aged 0 to 19
than NZ and TDH. It also has a lower proportion of adults aged 25 to 34 than
NZ, like TDH. The proportion of older patients (65+) is lower than NZ and
TDH, reflecting the lower life expectancy.
Figure 5 Age profile comparison

The graph above illustrates that the bulge of the population will move towards
older age bands, reflecting an ageing of the population consistent with national
trends. The ageing of the population will likely lead to a greater volume of
demand for health services as well an increase in the complexity of patients (more
co morbidities, complex prescribing and a need for more case management).

Centres have generally a similar age profile, notable for a lack of older population,
reflecting high premature mortality (early deaths). Tawhiti has a somewhat higher

NPH has a fractionally higher proportion of registered males than females than
TDH and NZ. This may be attributed to forestry industry activity which tends to
attract a higher male workforce.
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Figure 7 Gender

Figure 8 NPH consultations by age (2011-2012)

4.2 Service utilisation and forecasts
This section presents current demand on services and how this is expected to
change in the future. We present an array of statistics which, when taken together,
begin to describe the range of services provided by NPH.

4.2.1 GP consults
The total number of NPH GP consults in the 2011-2012 financial year was
56,073. There is no national dataset to compare against, but in our experience the
number of consults is possibly 5,000 lower than we would expect, particularly
given the high needs of this population. Non recording of consults was noted as a
possible explanation for this. The graph below presents consults by age (including
Puhi Kaiti). Infants and toddlers aged 0 to 4 years old (5,132 consults) and adults
aged 55 to 64 (10,171) account for 27% of all consultations. Females (30,283
consults) account for 17% more consultations than males (25,791 consults).
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54

Tokomaru

49

Uawa

232

Total

3,076

Pharmaceutical and
methadone provision

Tikitiki

Change of dressing

108

Shingles and diarrhoea

Matakaoa

Minor injury

23

Other

Tawhiti

Renal failure and Urinary
Tract Infection

192

Pregnancy and
complications

Ruatoria

80
70
60
50
40
30
20
10
0
Gout

2,418

COPD, Asthma and RTI

Puhi Kaiti

Figure 9 Te Puia’s main diagnostic areas

Ear infections

Number of
admissions

Epilepsy

Practice

There is a surprising figure for pharmaceutical medication events. This seemingly
high number of pharmaceutical events is due to one patient who receives regular
methadone treatment in the period.

Diabetes

Table 3 Admissions into Gisborne hospital (2011-2012)

Heart Failure, Angina and
Hypertension

Gisborne hospital saw a total of 3,076 admissions into hospital from NPH
enrolees for the 2011-2012 financial year.

Cellulitis, wound infection
and abscess

Gisborne hospital

In order to obtain more detail on the type of admissions into Te Puia Hospital,
we requested a two month snap-shot3 of activity. The greatest diagnostic areas
seen in Te Puia’s ED and inpatient services during those two months in 2012 (a
winter month and a summer month) were 1) minor injuries and 2) COPD, asthma
and RTI

Events (n)

4.2.2 Hospital admissions

Diagnosis
ED transferred to TDH

It is difficult to make a judgement on this figure (whether this is high or low).
What would be of most interest is whether the admissions were planned or
unplanned – unfortunately it is not yet possible to obtain this information.

Hospital

ED

Other

Te Puia hospital
We analysed the admissions at Te Puia. There were 1,290 admissions into Te Puia
hospital in 2012.

3

It was impractical to obtain any more given this had to be done manually.
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4.2.3 Matching GP consults with hospital
admissions
A number of people present to ED in Gisborne on the same day as they present
to general practice. This table shows the number of people who present to ED:
•

On the same day as a GP consultation

•

Within 7 days of a GP consultation

•

Within 1 month of a GP consultation

The pattern is markedly different for people who live in Gisborne, reflecting the
closer geographic access to the ED department for people in the city.
Interestingly, a much larger number of patients on the East Coast presented to
ED within 7 days and within 1 month of a GP consultation – this is surprising
considering the distances involved. It demonstrates partly the level of unmet need
for urgent care on the East Coast.
Table 4 Number of people who presented to ED as well as General
Practice
GP consultations
Same day
Within 7 days
prior
Within 1 month
prior

Gisborne

East Coast

903

180

72

1,053

4.2.4 Older persons health
The volumes presented in the following tables are based on information from the
financial year 2012. 15 percent of the 65-74 age group received no home based
support in Gisborne versus 44 percent on the East Coast. In the 75+ group, 13
percent in Gisborne versus 11 percent on the East Coast received home care
support.
Consistent application of the InterRAI tool will even out access to information on
where home based support is needed. We understand that this tool has been
rolled out but not without contention. Most rest home care is provided in
Gisborne which is to be expected.
Table 5 Support for older people 65-74 in 2012
Gisborne
No support

2,357

364

Home based support

66

29

Rest home care (Te Puia)

26

0

Table 6 Support for older people 75+ in 2012
Gisborne

167

2,550

East Coast

No support

East Coast

1,349

169

Home based support

542

57

Rest home care (Te Puia)

262

5
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4.2.5 Long term conditions
We focus on two long-term conditions:
•

Diabetes (both Type 1 and Type 2) and

•

Cardiovascular Disease (CVD).

We have used diagnosis information collected from multiple sources (Secondary
and Primary care) to describe and compare prevalence of these conditions in the
enrolled populations of Puhi Kaiti, all other NPH practices and New Zealand.
There will be some people who have one or both of these conditions but have
not been diagnosed in these settings and hence do not appear in these figures.

The figure below shows diagnosed CVD prevalence. For both practice groups
and NZ the prevalence increases rapidly with age after 35 years. The prevalence is
similar between Puhi Kaiti and other NPH practices. Prevalence in the NPH
enrolees is similar to all NZ enrolees and possibly slightly higher in the 50 to 74
age-group. Although the reasons for this are not clear, data does show there is a
higher prevalence of diabetes than of CVD on the East Coast, compared to the
rest of New Zealand.
Figure 11 NPH enrolees and NZ prevalence CVD
35%

30%

25%

Prevalence (%)

The figure below shows diagnosed diabetes prevalence by age group. For both
practice groups and NZ the prevalence increases with age, only decreasing from
80 years and older. The prevalence is similar between Puhi Kaiti and other NPH
practices. The prevalence diabetes in NPH enrolees is twice that of all NZ
enrolees.

20%

15%

Figure 10 NPH enrolees and NZ prevalence of diabetes
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4.2.6 Mental health
A 2008 report for TDH (Williment et al 2008) found that the Tairawhiti
population has the highest rate of people suffering serious mental health
problems of any district in New Zealand. The review found 25% higher rate in
the rate of serious mental illness compared to the national average.
The table below shows the number of TDH-provided mental health outpatient
attendances and mental health admissions into Gisborne hospital (2011-2012) per
NPH health centre. During the latest financial year, there were 482 TDH mental
health outpatient attendances for people enrolled on the East Coast (4.2% of
NPH’s total enrolled population). There were 55 inpatient admissions into
Gisborne hospital (0.5% of NPH’s total enrolled population).
Attendance and admission rates are not too dissimilar to that of TDH where
there were a total of 2,591 outpatient attendances (5.5% of its total population)
and 270 inpatient admissions (0.6% of its total population) in the same year. The
fact that observed outpatient attendances on the East Coast is lower than TDHs
may partly reflect that TDH volumes include the non-enrolled population on the
East Coast, which we expect has higher levels of needs.

Table 7 TDH mental health outpatient & inpatient events July 2011 - June
2012

Health Centre

Mental health
outpatient
attendances

% of
enrolled
population

Mental health
admissions
into Gisborne
hospital

% of enrolled
population

Puhi Kati

432

6%

43

0.6%

Ruatoria

22

1.5%

3

0.2%

Tawhiti

5

2%

0

Matakaoa

4

0.5%

0

Tokomaru

3

0.6%

4

0.8%

Uawa

16

1.5%

5

0.5%

Total

482

4.2%

55

0.5%
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Clinical adult mental health services
On average, adult community mental health services in NPH see 43 patients a
month (based on a quarterly report to the Ministry of Health). Extrapolated to
one year this equates to approximately 520 patients in 2012.
The table below presents NPH- delivered Duly Authorised Officer service (24/7
call out services for acute mental health crises) volumes.
Table 8 Breakdown of NPH Duly Authorised Officer volumes
2013

2012

2011

2010

2009

2008

2013

2012

Drug induced Cannabis
precipitating cause

9

2

Known ‘P’ use

0

0

2011

2010

2009

2008

13

5

6

2

1

1

0

0

The increase in 2011 could be accounted to the closing of NPH adult mental
health respite residential home in August 2010. The residential closure has given
DAO staff no choices on the East Coast, if the whānau are burnt out caring then
admission either voluntary or the use of the MH Act into ward 11 TDH is
necessary. This group would have medium to high risk factors to self or harm to
others in the community.

DAO / crisis assessment

23

5

18

6

9

2

Known NPH client at
time of crisis

15

2

7

0

3

1

Unknown NPH non
client at time of DAO
/crisis

8

3

11

2

6

1

Admit Ward 11 inpatient
TDH

9

12

10

4

9

2

This service supported approximately 204 people in 2012 (based on an
extrapolation of quarterly report to the Ministry of Health). An average of 17
people per month are seen by the team.

Admit Te Puia Hospital
(voluntary) monitored by
DAO

2

0

2

6

0

0

Non- clinical whānau ora services

Voluntary to Ward 11
inpatient TDH

0

1

5

0

0

1

These activities mainly involve holding huis for mental health promotion and
carrying out cultural assessments for mental health clients. On average this service
supports 5 people per month.

Admission under MH Act
to Ward 11 inpatient
TDH

9

2

5

0

9

1

Police assistance while
transporting to Ward 11

5

3

11

6

8

1

In the months since December 2012 when TDH agreed to cover after hours
DAO on the East Coast, TDH has had 13 requests - 4 of these were assessments
and the service users were assessed in Gisborne. The remainder were phone calls.

Child and adolescent mental health services
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Table 9 Kaumatua and Whānau Ora service volumes
Oct

Nov

Dec

Total

Kaumatua
# of huis

52

# of participants

544

Whānau Ora
# of people supported

4

Support needs assessments

5

5

14

1

1

2

2

2

Consultation/ liaison contacts
Follow up face to face with families
Group sessions

0

0

18

18

24

21

6

51

4.2.8 Forecasts show large percentage increases in
demand
We have forecasted demand over the period to 2026 based on best estimate
assumptions used in Tairawhiti DHB’s 2013 Clinical Services Plan Update and
Locality Planning Analysis. Forecasts show material increased demands across
the board (primary health services, hospital services, health of older people
services, mental health services and referred services, e.g. laboratory) and a
decrease in maternity services. We make the following points:
•

The most dramatic increase is in health of older people services, mostly
driven by the ageing population. Carer support reflects an increased demand
of 49%; other services such as home help and respite care average between
37% and 39%.

•

There are also sizeable increases in GP (36%), inpatient (28%), outpatient
(29%) and laboratory services (37%).

•

The notable exceptions are maternity and neonatal services. This appears
correct; from 2005- 2012 demand for obstetrics declined by 53% and we
forecast a further 3% decrease. For neonatal services, we forecast a total
15% decline in demand.

4.2.7 Maternity
The New Zealand birth registrations show there were approximately 87 births on
the East Coast in 2012. TDH has indicated this may be slightly over estimated.
Based on a two month snap shot of hospital admissions into Te Puia, we estimate
approximately 30 maternity related events per year (including threatened
miscarriages). This means a further 57 births will have been delivered elsewhere.
In 2012 there were 134 maternity events in Gisborne hospital related to East
Coast women.
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Table 10 Forecasted demand for services
2012

Estimate 2026

% Change

Primary care services
NPH GP consultations

56,073

76,259

36%

4.3 Complexity of the patient
population
We reveal to a certain extent the levels of complexity of the population (e.g.
through prescribing information and through linking primary care data sets with
secondary care ones to identify ‘frequent flyers’).

4.3.1 Prescribing information

Hospital services
NPH to Gisborne
hospital

3,076

3,968

Te Puia hospital

1,290

1,664

29%

Older people’s health

Prescribing information can be used as a proxy for the proportion of people that
have co-morbidities and who therefore may be more complex to manage. It
highlights opportunities for proactive management. The graph below includes all
people who received medications over one year (2012).
Figure 12 NPH enrolees prescribed medications for multiple conditions

Rest home care
(long term bed stays)

5

7

48%

Home based support
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128

49%
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In 2012 there were 3,400 people were prescribed medications for 4+ conditions
(27% of the total enrolled population.
The most significant prescribing category is for 1) cardiovascular diseases,
followed by 2) nervous system drugs and 3) general anti-infectives.

A major limitation is that we can only measure what we can observe happening in
services. If there are access barriers, then this approach will underestimate the
number of people with complex needs; there are clearly access barriers and
therefore this calculation is an underestimate but the best that we can do.
Figure 14 Patients with complex needs

Figure 13 Prescribing categories

Items prescribed (n)

25,000

3 criteria – 16
(0.3%)

20,000
15,000
10,000

2 criteria – 159
(2.7%)

5,000

Unknown

Various

Systemic hormonal prep,
excluding sex hormones

Sensory organs

Respiratory system (excl.
Anti-asthmatics)

Nervous system

Musculo-skeletal system

General antiinfectives for
systemic use
Genito urinary system and
sex hormones

Drugs used in diabetes

Dermatologicals

Cardiovascular system

Blood and blood forming
organs

Antiparasitic products

Antineoplastic and
immunomodulating agents

Anti-asthmatics

Alimentary tract and
metabolism (excl. Diabetes)

0

1 criteria – 980 (16.7%)

Condition Groups

0 criteria – 4,697 (80.3%)

4.3.2 Linking data sets
We also attempt to assess the complexity of the population based upon history of
accessing multiple health services. We do this by linking across general practice
consultations, outpatient visits and inpatient events to identify a population with
relatively high need across both primary and hospital settings. The three criteria
for complex service use are - people who:
•

Are visiting the GP more than twice as often as expected for their age and
sex;

•

Are having more than 1 acute hospital inpatient event in a year;

•

Are having more than one new outpatient episode of care in a year.

Based on this calculation, patients with complex needs comprise nearly 20% of
the East Coast population: those that meet only one criteria comprise 17%; those
meeting some combination of two criteria (mostly GP consultations and inpatient
admissions) comprise 2.7%; and those meeting all three criteria total just 0.3%.
The table below shows the top diagnoses (by inpatient DRG) for East Coast
patients aged 15 to 34 with complex needs for GP and inpatient services. These
diagnoses are closely linked to the identified high burden of chronic disease in the
area.
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Table 11 Diagnoses for the complex needs patients
DRG description

Number of
patients

Other kidney and urinary tract diagnoses with severe co morbidity and
complications

6

Oesphagitis, gastroenteritis & miscellanous digestive system disorders
with catastrophic severe co morbidity and complications

6

Malignancy of hepatobiliary system, pancreas (age >69) without
catastrophic or severe co morbidity and complications

4

Renal failure without catastrophic or severe co morbidity and
complications

4

Other kidney and urinary tract diagnoses w catastrophic co morbidity
and complications

2

Complex gastroscopy without catastrophic or severe co morbidity and
complications

2

In short, a relatively small and well defined population of not much more than
170 people are using both community and hospital services at a high level.

•

77% of consults were described as straightforward versus. 23% described as
complex

•

26% of patients were described as having co morbidities

Figure 15 Consultation types

Consultation locations
•

81% health clinic/ centre

•

14% phone consults

4.3.3 A snapshot of activity

•

3% home visits4

All health centres carried out a patient sampling exercise. This served to add
another level of detail, not available through the data received, about the
population on the East Coast. The snapshot reaffirms the picture of high
complexity in the population as seen by health practitioners.

•

2% other

Over a period of 3 days, clinics (both GP and nurse led) saw:
•

51% males and 49% females

•

87% Māori and 13% non-Māori

4

This seems low when compared to interview findings – this may be due to poor recording of
outreach clinics.
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5.

An overview of current health services

This section describes how the population health needs are met by current health
services.

5.1

Figure 16 Enrolled population and levels of PHO enrolment

Location and spread

The map on the right shows the locations of the East Coast health centres and in
brackets their enrolled populations. It shows the spread out nature of the
communities on the East Coast, but also illustrates the fact that NPH health
centres as they are currently configured provide good service coverage and access
to health services to its population.
The map also, through the graduated blue colour scale, depicts the estimated level
of PHO enrolment (%) for the populations domiciled in the small geographical
units (mesh blocks).
The general pattern is one of higher (darker blue) PHO enrolment closer to the
population centres and clinics and in the western parts of Tairawhiti served by the
Midlands Health Network’s practices. PHO enrolment is generally lower in the
more distant and rural areas of Tairawhiti DHB.
People that are not enrolled tend to use health services in an ad-hoc way, as casual
consults.
The estimates of percentages of PHO enrolment of the population are based on
projections of population data from earlier censuses and cannot be relied upon
heavily to draw precise estimates of the enrolment level but serve to illustrate the
pattern.
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5.1.1 Time spent on travel

5.2 NPH services

The distance between Puhi Kaiti, the clinic that is furthest South in Gisborne and
Matakaoa the clinic that is furthest North is approximately 170 kms. Due to the
condition of the roads, which varies throughout the year and depends on the
weather, it takes on average about 3 hours to travel from Gisborne to Matakaoa.
This impacts on people accessing health services as well as those delivering them.

5.2.1 Workforce

Based on GPS readings, the following table illustrates on average how much staff
tend to travel on average, in terms of kilometres and time. The mileages for GPs
and the Dentist are higher than expected.

Table 13 NPH Staff

Table 12 Average distances and time spent on travel

Service category

Average

Dentist

GPs

Rural
health
nurses

Km/week

696

473

335

400

224

382

Time/month

47 hrs
47 min

31 hrs
50 min

25 hrs
24 min

29 hrs
29 min

15 hrs
58 min

24 hrs
8 min

10 hrs
59 min

7 hrs
25 min

5 hrs
8 min

6 hrs
54 min

3 hrs
54 min

5 hrs
33 min

Time/week

There are currently over 100 FTE employed by NPH. The following table
summarises approximately how many staff and FTE there are employed by
service categories. We note that alongside this Review, there have been several
staff changes as a result of NPH implementing the Tai Ora Review
recommendations. The below table is based on staffing at the beginning of the
Review.

Kaiawhi
na

Chronic
care
nurse

DSM5

5

FTEs

Board

4

n/a

Management (including CE)

5

5

Administration

5

5

GPs (not including Puhi Kaiti locums)

6

5

Rural health nurses

4

3.1

13

7.7

5

5

Receptionists

13

10

Mental health staff

10

10

Practice nurses

The high proportion of time staff spend on travel reflects the reality of delivering
health services to a rural population spread out over a large area. When GPs have
to spend a day a week travelling to provide care and rural health nurses the best
part of a day a week on travel, there is less time available for patient contact.

Number of staff

Kaiawhina

Disease State Management
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Service category

Number of staff

FTEs

Home based support services

59

9

Chronic care, including smoking cessation

66

5.5

Maternity (including midwives & mothers
and pepi)

2

1.6

47

2.8

IT

2

2

Maintenance and cleaners

7

6.4

Kitchen

8

4.1

Other (research, nurse educator and quality)

4

2.8

173

107

Dental

Total

5.2.2 Services delivered from the health centres
NPH operates 6 health centres on the East Coast (Matakaoa, Tikitiki, Ruatoria,
Tokomaru, Tawhiti and Uawa) and 1 health centre in Gisborne (Puhi Kaiti).

6

Including one vacancy

7

Including one vacancy

Table 14 Opening hours and GP availability
Health
centre

Opening Hours

Matakaoa

Monday to Friday 8:30 – 5:00 (GP available Tuesdays, Wednesdays and
Fridays)

Tikitiki

Monday to Friday 8:30 – 5:00 (GP available Mondays and Thursdays)

Ruatoria

Monday to Friday

Tokomaru

Tuesdays and Thursdays 8:30-4:00

Tawhiti

Monday to Friday

Uawa

Monday to Friday (GP available 4 days)

Puhi Kaiti

Monday to Friday 8.00 am – 6.00 pm
On-call Nights and Weekends

5 GPs cover the East Coast. 3 of these GPs are on a roster and cover the
emergency department at Te Puia. 2 GPs share cover of Uawa health centre. 1 full
time GP and 2 locum positions cover the Puhi Kaiti population in Gisborne.
NPH also offers rural health nursing (6 people and 3.1 FTEs). Rural health nurses
offer a range of services in the community, including:
•

Immunisations

•

Cervical smears

•

ACC consultations

•

Diabetes

•

Asthma

•

Quit smoking

•

Arthritis
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•

Maternity

Rural health nurses also support patients returning to the community following
discharge from hospital and with palliative care at home. They are an invaluable
part of the health service on the East Coast, due to the region’s rurality and the
often long travel times.
Kaiawhina (Māori health workers) are available in all health centres to help with
parenting and or family health issues by offering practical support and education.
They tend to know their communities well and have strong links with local iwi.

5.2.3 Te Puia Hospital services

There is a helicopter pad available for transferring emergencies to Gisborne
hospital or elsewhere.

Maternity
There are no midwives on site in Te Puia. Until recently, NPH had one full time
midwife and 1 part time one to cover the East Coast. There is also an
independent (non NPH) midwife on the East Coast.
Maternity care is provided and promoted free. Dr Helen Gardyne delivers babies
in Te Puia when required and some of the other GPs have had to deliver on rare
occasions.

Routine services based at Te Puia hospital include:

Aged care (including rest home care)

•

Aged care (capacity for 11 beds)

•

Sub-acute and palliative care (6 beds)

•

Transfer Services (ambulance and helicopter)

•

Maternity

Services for older people include support services in the community and
residential care beds at the hospital. There are 11 beds available for aged
residential care in Te Puia. There is a registered nurse on duty at all times and two
enrolled nurses are on roster.

•

Community services (Home Based Support Services and mental health)

Mental health services

•

Physiotherapy

Primary mental health services

Te Puia hospital provide 24/7 availability on the Coast and emergency sub-acute
care. Until October 2012NPH also delivered a 24 hour Duly Authorised Officer
(DAO) service for acute mental health. NPH now provide DAO services from
Monday to Friday within working hours and TDH provides the after-hours cover
since December 2012 as NPH became unable to deliver a sustainable service due
to recruitment and retention issues.

The aim of the service is to reach Ngāti Porou Hauora enrolled clients who
require information and mental health intervention for a mild to moderate mental
health condition.
Entry Criteria
•

18 years or older.

•

K10 Assessment to be within the mild to moderate range.

Emergency department – sub acute care

•

Registered with Ngāti Porou Hauora.

There are 6 beds available for sub-acute care and palliative care. As described in
section 4.2.2, most admissions into the emergency department relate to minor
injuries and COPD/ asthma or other respiratory infections.

•

Referred by the GP or Clinic nurse.
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Referral Process
After a doctor or nurse consultation the client maybe referred to the primary
mental health service. Following an initial consultation/ assessment with the
mental health key worker, the client is then referred to counselling, and /or
therapy, social services, systems innovator, or to other services.
The Primary Mental Health Service Offers:
•

Education about mild to moderate mental health issues.

•

Provision of four free counselling or therapy sessions.

•

Support to access other services as required.

•

Liaison and / or linkages between other services.

•

GP linkages, consultation and reviews.

Related services (Alcohol and Other Drugs and Family Violence
Intervention Services)
This report has already described the disproportionate number of people in the
region that live in a state of socio-economic disadvantage (see section 3.1). There
is a clearly established relationship between socio-economic adversity and poor
mental health and risky lifestyles, including substance abuse (Ministry of Health
2002). National and international studies also show a 50-80% prevalence rate of
physical and/or sexual abuse among people who acquire a mental illness diagnosis
(Mental Health Commission, 2004).

FTE accountable for Family Violence intervention covering the East Coast. As a
point of comparison, TDH has 1 FTE for Gisborne hospital.
NPH provide a range of programmes for children and youth with alcohol and
other drug issues, they are leading programmes for behaviour change in men
(mana tane programme) and also working alongside the Ministry of Education in
the mana wahine parent training programme. A number of alcohol and other drug
services staff emphasised the importance of their health promotion role,
particularly around early intervention programmes to strengthen individual
protective factors such as self-esteem, resilience, ‘positive thinking’ and social
skills in order to reduce the uptake of substances. These initiatives are valuable
and see them as part of Iwi/ community ownership and response to Māori health
development needs.

Non- clinical Whānau Ora Services
Currently 2 FTEs cover these services. Key activities of the whānau ora key
worker role and the kaumata role include holding huis for mental health
promotion and carrying out cultural assessments for mental health clients.

Secondary/ acute mental health services
Currently 2 Clinical Nurse Key workers cover this service, supported by a
psychiatrist from TDH who visits the East Coast fortnightly.

Interviewees wanted the issue of sexual violence acknowledged as a significant
contributor to mental health problems in the region. At the moment there is one
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5.2.4 Organisational charts
Figure 17 Current organisational chart
NPH Board (Interim)

CEO (Acting)
Helen Milner

Implementation
Change Manager
Rose Kahaki

Executive Assistant
Ripeka Aitkins

Corporate Services
Manager
Helene Mason

Finance

Cleaners

Hospital Manager
Aroha Mcclutchie

Ward Team Leader
Casemix Ward
ED/X – Ray
In Patients
Hospital Services
Administrator

Whanau Ora East
Coast Manager
Pera Ngerengere

Whanau Ora
Gisborne Manager
Te Aturangi Nepia Clamp

Research
Jennie Harre Hindmarsh

Senior Administrator
Agnes Walker
Puhi Kaiti Clinic

Matakaoa Clinic
Maintenance /
Property

Maternity Services
Tikitiki Clinic

Quality Coordinator

Support Services

Smoking Cessation
(Aukati Kaipaipa)
Mothers and Pepi
Systems Innovation

IT
Marcus Lloyd
Joel Hollis

Physiotherapy Pool
Ruatoria Clinic
Systems Innnovation

Vehicles

Radiology
Tawhiti Clinic

Human Resources

Home Base Support
Services
Tokomaru Bay Clinic
Kitchen Catering
Services
Uawa Clinic
Education
Coordinator
Dental Service

MHS
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5.2.5 Information systems
The current system in place is MedTech32 based on a shared patient record The
hospital uses a manual system to record admissions. Community based services
also use a separate recording system.

treatment, and transportation for people requiring urgent assistance as a result of
injury, illness or maternity emergency. The ambulance service on the coast is
based at Ruatoria and the control centre in Auckland.

5.4 Tairawhiti DHB services

Laboratory and radiology information is held in separate locations again and has
limited access by some of the staff.

Tairawhiti DHB provides services to the population on the East Coast, including
visiting clinicians for secondary and tertiary services. These include:

Community pharmacies have another information system which is not integrated
with NPH.

•

Audiology specialist

•

Ear nose and throat specialist (ENT)

•

General medicine

5.3 Other relevant services in the area

•

Paediatrician

•

Cardiologist

5.3.1 Hauiti Hauora

•

Podiatrist

Hauiti Hauora provide breast screening, health promotion and support services.
They are based in Tolaga Bay. At the time of this Review, Hauiti Hauora began
liaising with Uawa clinic to explore opportunities to collaborate this year.

•

Diabetes specialist

•

Optician who delivers mobile retinal screening annually

•

Surgeon

•

Obstetrician and gynaecologist

5.3.2 St John’s ambulance
Ambulance Services are provided by Road and Air for the East Coast region, the
choice of transport depends on the severity and urgency of each case, and also on
the weather conditions.
The Emergency Ambulance Services are configured through five regional acute
care networks organised around the five tertiary centres (Auckland, Hamilton,
Wellington, Christchurch and Dunedin). The framework also encompasses
PRIME (Primary Response in Medical Emergency), a support service provided by
rural GPs and Nurses, and dispatched to emergencies by the Control Centre
where ambulance attendance may be delayed.
The purpose of the EAS is to respond in a timely manner for calls for assistance
through the Ambulance Control Centre, and to provide appropriate care,
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5.4.1 Visiting specialist services
There are a range of specialists that regularly hold clinics on the East Coast. The
table below describes the type of visiting specialists and their volumes.
Table 15 Visiting specialists (source TDH)
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6.

How sustainable is the current service?

6.1

A significant financial deficit

Audited accounts for the years to 30 June 2011 and 30 June 2012 show deficits of
$699k and $945k respectively. Unaudited accounts for the six months to 31
December 2012 indicate a potential deficit on an annualised basis of up to $1.3m.
This is summarised in the table below:
Table 16 Deficit

Total funding

$9.1m

Less:

We reorganised the accounts to make the cost of providing services more
transparent. We first established activity centres. Following is a brief description
of this reorganisation. Activity centres are as follows:
•

Coast centres

•

Puhi Kaiti

•

Hospital

•

Mental health

•

Other contracts

•

Research

Cost centres are categorised as (and then redistributed over activity centres):
•

Management
Property

Human resources

$6.5m

•

Operating expenses

$1.7m

Net contribution is defined as earnings before interest and tax but after
depreciation.

Management

$1.6m

Property

$0.6m

Net contribution:

($1.3m)

Note that total personnel costs are $7.9m when Management and Property
personnel costs are included.

Revenue items include: specific funding contracts, capitation, a DHB special zone
payment and revenue from ACC claims.
Costs include: salaries and wages, depreciation, property costs, supplies and
operating expenses.
The Management cost centre has been allocated directly to an activity where a
job description falls within one of the activity areas The remainder is allocated to
activity centres based on identified HR costs.
The property cost centre was a material cost and was allocated in a similar
manner; identified buildings allocated to Coast Centres and the remainder
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allocated to Hospital and other activity centres by share of total operating
expenses.
We then formed a view on the financials by a benchmarking study of other
primary care practices. In particular, we identified expected co-payments and
capitation payments, expected staff requirements and expected operating costs.

6.2 Facilities

Asset valuations for Te Puia is overstated
Te Puia Hospital was valued using a ‘fair value in use’ methodology. This is not a
market valuation and is commonly used when there is no established market for
the asset. In consultation with the valuation firm which undertook the valuation.
We identified that the value is significantly too high and would be unachievable in
a market sale. For example, a purchaser would likely need to take on the water
and sewage supply for the town – this is likely to be regarded by the market as a
liability, not an asset.

In this section we have documented what we learnt about the facilities. There is a
significant asset on the balance sheet of NPH but our view is that this value is
overstated. Further, there are issues about level of maintenance and extent of
surplus properties.

Community owned history of some clinics

6.2.1 Asset overview

Matakaoa was part of Tairawhiti Healthcare Ltd East Coast Services and was
transferred to NPH about 2000. Some funding for Matakaoa was raised by the
community, but NPH financially contributed to and raised majority funding.
Although the Matakaoa Trust owns the centre, post opening the new Matakaoa
Health Centre NPH has met all costs/ alterations and repair and maintenance.

NPH deliver services from Te Puia Hospital and seven outreach clinics. NPH
assets also include 14 houses, an old clinic in Tolaga Bay and the water and
sewage infrastructure for much of Te Puia township. NPH leases three motel
units and a house from Housing New Zealand in Te Puia. Puhi Kaiti clinic in
Gisborne is also a leased building.
The market value or fair value of property owned by NPH is:
•

Te Puia Hospital $4.4 million (includes Tawhiti Clinic)

•

Clinics $1.1 million

•

Housing $1.5 million

•

Sewage and water infrastructure – no separate valuation identified (is
included within the hospital value for depreciation calculation)

•

Total asset value identified $7 million

Ruatoria and Tokomaru Bay clinics were developed by the local community and
gifted to NPH in 2001. A particularly strong sense of community ownership
endures in those communities.

Surplus properties
There are significant unused land holdings (over 10 hectares) associated with the
houses in Te Puia and Te Puia hospital. However, under NPH Inc. ownership
Land Title had a caveat which effectively put NPH Inc as kaitiaki until such time
that the beneficial owners proved through a Treaty claim their ownership. How
this affects the future use of the land needs to be determined so that the full
benefit of the asset can be achieved for the owners be that NPH or others.
There is also a vacant section in Wainui Road, Gisborne and the old clinic in
Tolaga Bay.

The 31 December 2012 book value was $5.5 million. Depreciation recorded for
the facility portfolio was $200,000, $3.3% of opening book value. This
depreciation rate may be understated. In particular, sewage and water could attract
a higher depreciation rate.
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Future of housing portfolio?

•

Matakaoa

From an asset perspective the housing portfolio is a potential liability. The age of
the portfolio and the low maintenance expenditure suggests that the housing
stock is accumulating maintenance that will sooner or later need to be addressed.
The need to retain the ownership of the housing stock and whether staff
accommodation needs can be met in other ways is a question that needs to be
asked.

•

Tikitiki

No asbestos is believed to be present across the portfolio; an asbestos removal
programme was undertaken in 2001.
The clinic network matches the location of the population with no major gaps.

Overall income and maintenance profile is poor

Staff have identified a number of positives across the clinic network. These
include:

Note all figures are annual figures, drawing on data for the 18 month period from
July 2011 to December 2012.

•

Clinics are located close to population centres

•

Parking is good

The housing portfolio returned income of $25,000 per annum, this includes some
housing used for staff members. Expenses recorded were $19,000. Maintenance
costs recorded were $4,000, a low figure for a $1.5 million portfolio of 14
properties, even accounting for the use of an in house maintenance team. NHP
housing made a small $5,500 profit last year; this would be a $22,000 loss if
NHP’s depreciation calculation for the housing portfolio was included.

•

Easy access to facilities (e.g. disability access, close to town centres)

Te Puia Hospital returns income of $23,500 from accommodation. Repairs and
maintenance costs recorded for the Te Puia and the clinics were $31,000, a low
figure for a $5.5 million portfolio of that age, although this does not include the
$260K salary cost of the in-house maintenance team. Total expenses were
$99,100, of this $30,000 was for power and gas for Te Puia and the water and
sewage infrastructure (although this may not align with the gas expenditure profile
of Te Puia hospital, which was believed to be up to $9000 per month).
The water and sewage system returned income of $7,700 from charging
community users (although it cost over $12,000 in power alone).

6.2.2 Summary of key issues
The good points
Two of the seven clinics are in generally good condition and fit for purpose.
These are:

Seismic performance and geotechnical issues
All facilities are timber framed and on piles or concrete slab. All facilities could be
considered to be importance level two. No seismic engineer reports are available
and while it would be wise to secure expert advice and investigate strengthening
options it is observed that all the facilities are of a construction that would
normally indicate a lower risk.
There is the possibility of land movement at Te Puia; the land is currently stable
but further seismic and geotechnical investigation would be prudent.

Some more difficult issues – the clinics
Five of the seven clinics require work and are not ideal for the purpose for which
they are used. These are:
•

Ruatoria

•

Tawhiti

•

Tokomaru Bay

•

Uawa – Tolaga Bay

•

Puhi Kaiti - Gisborne
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The worst of these is Ruatoria. It is an old building which used to be the Post
Office and is in an untidy condition that “does not inspire confident in health
quality”. The reception area is far too small, while there is other underutilised
space. There is a dark corridor with small offices (e.g. physio office), some are not
currently used (just storage). Staff facilities are limited and not really adequate.
The waiting area is large enough, but in poor condition. The water supply in
summer is problematic.
Tawhiti is an underutilised clinic. It is a bit dated and tired, some rooms such as
the lab room need an interior refurbishment. While the doctor’s room is adequate
it is underutilised (patients are often sent off to the hospital to receive services).
Thin walls mean that conversations can be heard from adjoining rooms and
patient privacy is poor. There are limited options for flexibility and it is tucked
away off a dimly lit corridor, it could be regarded as justified only because the
hospital is there.
Tokomaru Bay has major and long standing health and safety issues. For example
lack of adequate fire exits, the reception office is very small with poor ventilation
and lacks privacy. It requires investment, for example to extend the reception
area; the Kaiawhina office space and staff facilities are also inadequate. Lack of
storage space means that there is dangerously stacked office equipment in the
Kaiawhina’s office. The facility has limited flexibility. The exterior is sound.
Uawa – Tolaga Bay is an odd inflexible design. Sight lines for the receptionist into
the waiting room are poor. Drug storage is not secure enough. There is poor
patient flow, patients have to walk through the kitchen to the Kaiawhina’s office
and the office is also storage space. It is cramped, lacks space, has poor water
supply and also has to supply water and sewage to the tenanted house next door.
There are fire safety issues and poor heating and cooling. “Uawa is the one not to
keep – it does not inspire you that you are going into a professional
environment.”
Puhi Kaiti in Gisborne, is a leased facility and recently had $100,000 spent on it.
“Should be a success, but it is not.” Patient flow is poor, reception was redesigned
so patient see the receptionist first but doctors do not have offices next patient
areas, so are in their clinic space mostly and means that some areas are not well

used. There is a lack of privacy for patients; clinics are directly off the waiting
room. There are health and safety issues, the wiring for example. It is run down,
“like sitting in a bus station waiting area”. Exterior is even less attractive. Lack of
permanent doctors is the main issue – high use of locums, there is nothing proud
about it at all, there is nothing to attract people – be it patients or staff.

Te Puia Hospital
Te Puia Hospital is not fit for purpose and does not meet current standards for
hospital design. It is in reasonably tidy condition overall and could best be
describe as “dated but clean.” It has old fashioned four bed rooms. Services
include aged residential care, it is licensed for 11 beds. There are six palliative and
sub-acute beds that take referrals back from Gisborne and it has an A&M facility.
But it is not a desirable facility for aged care, it does not compete with what is
available in Gisborne, the aged care beds are never filled up and it has a high level
of complaints. It is far too big and not flexible, for example aged care is cramped,
but there is unused space in other places and many rooms are larger than
required. There are no ensuites.
Its condition is generally sound, NPH have done a lot of work over time, for
example 90% of the roof has been replaced with Colour Steel and a new x-ray
department was developed five years ago funded by TDH. There are still issues
with some flat roof areas and flashings. External weather board is well painted,
good condition, not rotting. There are problems with pipe work throughout the
facility. The storm water drains also need work. Internally it is sound.
It incurs very high gas bills as everything is being heated at night; control valves
are required to alter the flow and timing of heating.
The thermal pool area and surroundings require upgrading and the thermal water
source requires investment to the collection systems.
The location is not ideal; however, Te Puia has a water supply and exiting
infrastructure that other locations don’t have and would be problematic to
provide in the likes of Ruatoria.
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Water and sewage infrastructure

Staff housing and motel

NPH own water and sewage infrastructure because of a historical need to provide
the hospital, no local council town supply has been established in Te Puia and so
the hospital is left holding the bath water - literally. Is a real burden, but there is
then a need to ask where else it might shift to; Council do not want it.

NPH own 14 houses. Some houses need major repairs. Two houses are shut off
and nobody is to occupy them, one to be demolished and the other needs major
repairs, for which there is no budget. The other houses, 11-12 of them, are “not
too bad”. General maintenance is required, but there is nothing major
outstanding. Most of them are occupied; about two are vacant but are used for
visiting doctors or are available if NPH employ someone who requires
accommodation to enable their move to the East Cape.

The sewage and water reticulation supplies water and sewage for the hospital and
60% of the township, including the commercial area. There is a charging system,
but it is patchy and needs to be tightened up, for example by beginning to charge
the hotel for sewage. There is potentially more revenue to be gained from
charging ($7,700 was paid in the last year) and prices overall need looking at.
When NPH bill customers payment of accounts is satisfactory.

Water system
NPH recently undertook first stage of a ‘tap and cap project’ (Ministry of Health
funded) to provide sewage and potable water, this cost over $1 million and
included replacement of the water source, a new plant at the source and a new
reticulation line to treatment plant, and a new treatment plant. Consequently there
are now very low maintenance costs, just filters and chemicals, but the pumps will
need maintenance in a few years for the treatment component. However there is
still a problem with reliability and high maintenance costs for the distribution
component, digging up the pipes when they break is costly, and a second stage of
investment is planned. Stage two would cost around $1.6 million and include the
reservoir and piping and reticulation around the township, including the hospital.
Stage two was rejected for funding by the Ministry of Health.

Sewage system
NPH has a sewage plant; it services the hospital, some houses and the local hotel.
The plant is operating well; it was upgraded around 20 years ago. The plant is not
near capacity; in fact it is not even half used. The pipe network is satisfactory;
some repairs were required a few years ago because of land movement. The
sewage plant switch boards have been upgraded. No major maintenance is
planned for the system.

There is potential for some more rental revenue, for example from empty houses
and an empty motel unit.
The relationship between employment conditions and housing is sometimes not
well documented or part of a formalised policy. For example one of the doctors is
in a house, but NPH pays the power bill in another the internet charges, there is a
question if that is part of the contract, or just historical, and should it be the same
for others?
NPH lease a motel and house from Housing NZ. NPH leases them off Housing
NZ at a discounted rate as they are used “as a residence for supported living”,
although not all of them are in fact used for that purpose. One unit is set aside for
locums, one is used for a mental health patient and one is empty. The Housing
NZ house is used by one of the mental health nurses. The current use has been
discussed with Housing NZ. Housing NZ has not indicated any change in the
near future as a consequence, unless pre-empted by NPH. Major maintenance is
done by Housing NZ contractors and paid for by Housing NZ. These assets raise
“no big issues” and are regarded as “valuable and useful”.
NPH leases a property in Gisborne for midwife accommodation.
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7.

Re-building the organisation from the front line

The organisation needs to be rebuilt from the front line – this includes articulating
what those on the front line feel health services on the East Coast should look
like in the future; it also includes taking on board what they have identified as
areas for improvement.

•

Patient pathways – findings from the patient sampling exercise are used to
develop patient scenarios which serve as a starting point for discussing the
current model of care, and assessing current strengths and potential for
improvement.

With this in mind we have divided this section into:

•

Work journals – capture how much time staff tend to spend on different
types of activities. This is useful information for staff to keep in mind while
exploring alternative ways of working and to increase efficiency.

•

Continuous improvement tools and processes – we present the tools and
processes we used to involve front line staff to describe a vision for health
services on the East Coast and to identify opportunities for improvement.
These can be adopted by NPH and TDH in order to implement a culture of
continuous improvement in the organisations and prevent NPH from falling
into a difficult situation again.

•

Description of East Coast health services in the future – including the
vision and potential new models of care.

•

Challenges and opportunities identified by stakeholders - describe what
the front line identified as challenges and opportunities for improvements.
This informs in part our thoughts on future direction.

7.1

Patient pathways are an essential analytical tool for quality improvement. Over the
page, we provide an example of a patient pathway that workshop participants
developed for chronic disease management. The patient journey sets out, over
time, the experience of the patient and of the health professionals in meeting the
needs of the moment. The team working on the patient journey gains a share view
of the activities, and identifies issues and enablers that would make that journey
safer, more convenient, and less expensive.

Continuous improvement tools and
processes

The aim of the following tools and processes is to kick-start a continuous
improvement culture in the organisation.
•

Patient sampling – the purpose of this exercise is to stratify patients in
order to understand population sub groups which have different needs and
potentially different configurations of service (e.g. long term conditions,
under 6s, etc.). This exercise also serves to illustrate on some level the degree
of complexity of patients coming through the clinics

Page 46
11 July 2013 10.06 a.m.

Page 47
11 July 2013 10.06 a.m.

During the Review, we demonstrated these tools for continuous improvement in
the staff workshops (notes provided separately as supporting documents). The
staff that attended the workshops are now familiar with these tools and would be
able to repeat the process in the future.
We suggest NPH carries these exercises out regularly (e.g. once a year) and
focuses on different service themes (e.g. urgent care). It is important that the
exercises follow an inclusive process, i.e. that all of the team delivering the
services participate. We would also encourage inclusion in the process of others
from relevant services (e.g. social services and from the DHB).

7.2 Challenges identified
A range of issues were identified through site visits, interviews (staff and patient)
and workshops. These summarised in the table below.
Table 17 Summary of key challenges
Category

Challenges

Organisational

Management
Lack of integration with TDH
Information systems
Fragmented and large volume of contracts

Clinical

Lack of clinical leadership and clinical governance
Clinically unsustainable/ vulnerable (nursing, mental health,
maternity, aged care)
Poor access to diagnostics
Inconsistent proactive care

Workforce

Difficulties with recruitment and retention
Locums (historically and now in Puhi Kaiti) – lack of continuity
of care
Lack of pay parity
Lack of cover/ collegial support

Category

Challenges

Access

Limited after hours services
Limited ability to provide urgent care

Facilities

No asset management plan
Te Puia building outdated and not fit for purpose

Financial

Deficit position (discussed above)

7.3 Opportunities identified
The table below outlines the opportunities identified by workshop participants
through patient journeys. Several of these relate to increasing the efficiency of
day-to-day delivery of services. Some of these require addressing at an
organisational level. All of the suggestions are valid and all need to be worked on.
It is more appropriate for clinical leadership to set priorities but we would
suggest:
•

Extension of access through extended hours, or weekend clinics, to ensure
that working males in particular attend

•

Cross skilling so that diagnostic equipment is fully available

•

Introduction of the systems and processes for telemedicine.
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Table 18 List of opportunities identified through patient pathways
Opportunities

Opportunities

Related to day-to-day operations

NPH to offer health checks at work sites/ occupational health / workers clinics on site

Team leader or nurse on duty to follow up on missing discharge summaries

Telemedicine between NPH and TDH (to prevent severity of illness)

A pain assessment chart may be useful for nurses

Interface with pharmacy

When there is no courier available to take tests to the lab, alternative options should be
explored (e.g. Is there an ambulance or another member of staff heading that way?)

Train Kaiawhina to take on non clinical roles, e.g. Lifestyle, nutrition advice

Registered nurse to complete incident reports

Improve interface between general practice and adult mental health services, e.g.
detecting post natal depression or child detachment issues

Registered nurse to triage when patient comes in for admission at Te Puia

Medical alarms

Registered nurse to liaise with whānau so they don’t continuously have to be phoning
the hospital

Decrease nurse admin time

Extended whānau should be involved with permission (in managing LTCs)
Need a minimum of 24 hours’ notice for discharge (from TDH to NPH) as per current
agreement otherwise phone the rural health nurse to flag patient is returning home

Streamline contract reporting
Mental health - Bring in additional permanent resource to provide cover and collegial
support

Provide more counselling to patients to support them to take responsibility for their
conditions
Increase health information and promotion/ Improve health literacy in early stages
Organisational level opportunities
Solve/ update IT problems
Ability to promptly diagnose acute cases (access to emergency equipment, e.g.
Defibrillator, stabilisation room) / Increased access to diagnostics and testing
NPH to offer night clinics to allow access to workers, particularly male population
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The following opportunities were considered priorities by NPH stakeholders,
including management representatives.
Management
Relationship with
TDH
Quality improvement

Information systems

Nursing

Facilities

• Decentralise management structure
• Employ managers with clinical background
• Address the issue of management being top heavy and disconnected from front line services
• Improve communication to front line staff
• Improve management of people with complex/ long term conditions and for health promotion
• Explore opportunities to utilise staff through TDH (e.g. doctors)
• Pooling of staff and recruitment
• Reshaping the relationship and basing it around trust

• Embed quality improvement processes and culture

• Formal training of all staff on the current practice management system

• Institute clinical nursing leadership
• Address pay parity problem (reallocate funds to enable increase of nurse salaries)

• Improve Te Puia hospital facility - this will act as a catalyst and have flow on benefits

These priorities were used to inform the recommendations in this report.
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Some of the proposed actions in the short to medium term can be resolved internally, while others will require collaboration with TDH and with others.
Table 19 Categorising solutions
Problem area

Can be resolved internally

Require collaboration (with TDH and others)

Organisational

Improve practice support for IT and practice management
systems
Create space/ opportunity for regular feedback and
communication

Streamlining contracts
Move towards a global budget & outcomes based contracts
Implement continuous improvement culture
Administrative streamlining and downsizing
Forming a relationship with a primary care management service organisation
Shift administration support hub to Puhi Kaiti

Clinical
sustainability

Identify a joined up approach to maintaining services in
partnership with the DHB
Look closely at health and safety risks in providing outreach
services particularly where off the phone network and after hours
Better support acute mental health services

Restructure clinical governance/ establish a combined clinical network to manage patient
outcomes and clinical pathways
Greater use of telemedicine to reduce patient travel and to provide clinical support in complex
cases
Revise and strengthen structure of standing orders
Wrap around services for complex patients

Workforce

Fill nurse roster

Organisation of cover
Up skilling of nurse workforce
Pay parity for nursing staff
Establish nurse practitioners as
Develop Puhi Kaiti as a strategic base for work cover

Access

Attention to pre-primary and concerted effort on public health
initiatives/ initiatives around health literacy

Improve access to diagnostics including some near patient testing, ultrasound credentialisation
and x-ray service
Case management of and wrap around services for most complex patients
Management of acutes supported more strongly through gradual strengthening of nursing
“backbone”
Extended hours (weekend and after working hours access)

Facilities

Develop asset management plan

Redesign & rebuild Te Puia
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8.
8.1

East Coast health services in the future
Vision as defined by the front line

The figure below outlines the key components of the vision of where the front
line seeks to be in the future.

Based on the insight gathered though our discussions with individuals and
through group workshops, we have articulated the vision for East Coast health
services as:
People on the East Coast have equitable and timely access to high
quality health services that are clinically and financially
sustainable leading to improved health outcomes.

Figure 18 Vision as defined by participants
Stability

Quality
Outcomes-based

Transparency
through
communication

Continuity
Committed &
passionate

Ground up, not top
down

Vision

Proactive

Good relationships
with TDH

Sustainable
organisation

Learning
organisation

Healthy people

8.2 Towards more integrated care
The front line in NPH exhibit key traits for success in a health care delivery
setting. In particular, the clinics on the East Coast work closely as a team. There is
a common understanding that everyone delivering services in the clinic are there
for the purpose of assisting with the care of patients.
Despite the finding that NPH staff work closely as a team, there are opportunities
to move towards more integrated care through:
•

use common appointment booking systems (e.g. rather than referring
patients to each other, will be able to book appointments directly);

•

use a single common clinical record;

•

develop patient pathways for those requiring multidisciplinary care;

•

develop shared policies and processes; and

•

work together in a partnership model with TDH.

Culturally
responsive

This will avoid wasting time writing referrals and bouncing patients from one
service to another – it will also help tackle some of the identified problems with
coordinating discharges from Gisborne back to the East Coast and vice versa. It
will enable the right person to deliver the right service to people the first time
around.
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8.3 Potential new models of care

The difference is shown schematically in Figure 10.
From this:

To this:
An integrated multidisciplinary team

Pharmacy

Mental
health

Aged
care
Nursing (rural, practice, public health, disease
specialist)
Oral health

Allied
health

General
Practice

Oral
health

Physiotherapist
Social worker
Pharmacy
Lead Maternity Carer

Urgent
care

Whanau Ora Navigator

Maternity

Mental Health therapist
NASC services

Rural
health
nursing

NPH will engage with the DHB to discuss provision of enhanced services
targeting management of the high risk subgroup identified through this analysis
(section 4.3) to identify those individuals at high risk of hospital admission and to
reduce the risk through proactive service planning and multidisciplinary team
treatment.

General practitioner
Practice nurse

Community health worker

Whanau
Ora

8.3.1 Patient stratification and identification of
high risk patients

Radiology
Laboratory (phlebotomy)

8.3.2 Improve and extend primary care
There are potential areas where primary care can be extended. The suggestions are
numerous:

Better use of the nursing workforce
Figure 19: Toward comprehensive primary healthcare
Movement to an integrated multidisciplinary team approach will, over time,
benefit the people of the East Coast by:
•

making it easier to get to the right service the first time;

•

avoiding people having to tell their stories multiple times;

•

ensuring that everyone in the health care team is working together; and

•

improve service quality and safety.

The clinics on the East Coast clearly realise the value of the nursing workforce.
This needs to be supported more strongly with a better standing orders
framework, with training support and with collegial support from the Gisborne
nursing community. The nursing workforce’s worth needs to be recognised
monetarily. Scope of nursing needs to be appropriate to the situation (e.g. nurses
currently sometimes remain when practices are open but the GP is absent). In
those situations, nurses need to be PRIME trained. In order to help cross skill
nurses, broaden scopes of practice, and provide more comprehensive patient
centred care, a clinical nurse leader role will be created working across providers
in the centre. This role will work with the clinical governance group to develop
integrated patient pathways and clinical policies.

Stronger team integration and planned care
and space for formal briefings around vulnerable patients. This “space” will need
to come from changes in team work, with more work being done at the reception,
with nurses and with Kaiawhina. To do this, there will need to be some process
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innovations such as, possibly, a patient access centre to reduce front desk
interruptions.

•

Trained telephone triage and advice service provided at the centre, with
nurse and GP teleconsults available

Stronger and more formalised clinical review using better data will also be useful.
Too much falls on the GPs/ nurses to react to day to day situations. A great deal
of the load is classified as ‘acute’. Somehow, patients need to be managed in a way
that more contacts are planned; unplanned hospital admissions in particular need
to be examined on a monthly basis.

•

A rotating acute team that will see overflow patients during the day at Te
Puia

•

A possible weekend clinic (subject to sufficient medical/PRIME trained
nurse availability)

•

A possible evening clinic (subject to sufficient medical/PRIME trained nurse
availability)

•

Offer workers clinics on site

Better support for GPs
GPs need to be supported to deliver more care on the East Coast where this is
clinically possible. Care pathways need to be adopted that give the GPs as much
discretion as is possible and innovations such as telemedicine need to be adopted
vigorously. TDH is currently working on rolling out the Map of Medicine
pathways across all Tairawhiti general practices which will provide greater
consistency on clinical pathways in the region.

Increased local access to diagnostics to enable delivery of
additional services
This includes:
•

Greater diagnostic support and support for follow-ups on the Coast rather
than requiring patients to travel to Gisborne. This could be supported by
video-conferencing in the various clinics (again, seemingly depending on the
broadband roll out). This innovation can be copied over from the processes
and technologies that are being developed by the Canterbury District Health
Board with the intent of supporting GP services on the West Coast.

•

Greater delegation of non-clinical tasks to non-medical staff where this is
efficient and in the patients’ best interest (e.g. greater role for Kaiawhinas in
providing lifestyle and nutritional advice)

Urgent and after hours care to improve access
A revised model of urgent general practice care at the new centre may include the
following elements:

Health of older people
The East Coast has an ageing population and early mortalities; implying a
prematurely ageing population with complex needs, the implications for service
delivery is challenging. There will be:
•

Increase in chronic conditions – there needs to be a focus on prevention and
a proactive approach to managing existing conditions.

•

Increase in complex conditions (comorbidities) and polypharmacy.

In future, there may be opportunity to use both the InterRAI tool and risk
profiling to get a fuller picture of vulnerable patients. A lot of this will be coordination but there will need to be room in the GPs, and others, diaries for this
co-ordination. Over time, as communications become more reliable on the coast,
it may be possible to introduce remote monitoring and compliance packaging of
medicines. At the moment, the communication infrastructure is too much of a
barrier.
The future model of care for older individuals and those requiring home based
care remains emergent, but may include:
•

A needs assessment and service coordination role based in Te Puia with
access to common clinical record.

•

Rural health nurses work closely with general practice and practice nursing,
including transitioning some simple wound care and other clinical tasks to
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practice nurses or assistants where this is cost effective. Rural health nurses
may provide a wider scope of services in some cases, including managing
some condition under GP standing orders (e.g. chest infection)

Level

Assessment & treatment tools

•

Home care providers that are linked in with general practice and rural health
nursing services so that patients receive seamless care.

Recognition / mild
disorders

•

Population risk stratification to identify those at highest risk of adverse
events, including hospital admissions, and proactive management through an
MDT including general practice, rural health nursing, clinical pharmacy,
allied health, and other home healthcare services.

Approximately 21% of
the adult population per
year ≈ 1,365
individuals/yr

Screening & brief intervention tools
(eg AUDIT, depression inventory,
GAF) for high prevalence
conditions (anxiety, depression,
AOD). Provision of motivational
interviewing, lifestyle counselling,
self-help advice & self-help
resources. Requires ability to have
extended duration consultations.

General practice
team: practice nurse,
GP, nurse
practitioner;
occasional referral to
primary mental
health staff

Pharmacological therapies, CBT and
DBT therapy, guided self-help,
psycho-education groups, skills
groups, Problem solving therapy,
eTherapy. GHQ-12 is used as an
evaluation tool pre and postcounselling and at follow-up
sessions.

General practice
team plus Mental
health coordinator
and primary mental
health therapy staff
(including AOD
services) as required.

Pharmacological therapies, crisis
respite, CBT and DBT therapy,
guided self-help, psycho-education
groups, skills groups, Problem
solving therapy, eTherapy. Packages
of care as required. Mental health
compulsory assessment and
treatment orders if required.

As for level 2 Plus
psychiatrist
(visiting/ by telepresence)
community mental
health nurse, social
work, NGO/home
care, consumer
organisations to
provide packages of
care.

Mental health services
The existing mental health services team will provide coordination to:
•

assess people referred from GPs or other primary care providers and
confirm the level of need for each individual

•

provide brief mental health and/or substance use interventions

•

connect the individual with the appropriate level of care/team member(s) if
more intensive care is required

•

provide care coordination for patients who have complex social needs and
for whom multiple agencies might be involved.

The overall approach to stratification is a local adaptation of the stepped care
model which involves assessment of complexity and need, and a level of
therapeutic response and care management that is aligned to needs. The Stepped
Care model implementation (New Zealand Guidelines Group, 2008) locally
involves the use of the following assessment tools and care responses at each
level. Note that the levels are a guide only and that people will move between
levels over time.

Moderate disorders
Approximately 8% of
the adult population per
year ≈ 500
individuals/yr (only a %
will seek treatment)

Severe / complex
disorders
Approximately 3% of
the adult population /
year ≈ 195 year. Some
0.5% (≈30) will be
expected to have high
and complex needs
requiring intensive
support.

Care response
team

The integration of mental health services with general practice will increase access
for GPs to specialist input from the mental health services team. It will also
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increase access for the mental health services team to GPs when there are
concerns around the physical health of mental health service users.

•

Emphasis on self-management and avoiding dependency.

In the notes, there appears to be an imbalance of case loads, with some case
managers spending too long with less acute cases; on the other hand, clearly the
acute case load has been too great for too few. The mental health service needs a
full service review in the next 12 months.

The relevant nurses have an important role as champions for each of the major
long term condition groups (e.g. diabetes, cardiac, respiratory), supporting care
pathway development and implementation, including education of practice nurses
and other clinical staff. These roles will grow in scope an importance over time as
the prevalence of long term conditions increases.

Chronic care and long term conditions

Maternity

General practice will better integrate with the chronic care team and continue to
aim to identify patients with long term conditions early through proactive
screening; to identify care requirements through a comprehensive assessment; and
to match need with the required clinical response in accordance with best
practice.

There is considerable concern from senior doctors around the ability to maintain
maternity services at Te Puia. The consensus is that it is too risky for both
patients and the professionals involved.

A critical success factor is enrolment of all eligible patients in the LTC
programme, as this then triggers annual review of health needs through a planned
consultation.
The model for long term conditions is based on:
•

Knowing our population: practice profiling and population risk stratification
for significant conditions including diabetes, cardiovascular disease,
anxiety/depression, and respiratory conditions (COPD/Asthma)

•

A common set of treatment pathways with common assessment tools and
electronic decision support linked to best practice guidelines

•

Use of clinical quality improvement processes that measure results against
clinically indicated outcomes.

•

Use of tiered responses that involve delegation of routine and practice
initiated clinical interactions to nurses, or where relevant HCAs, and that
involve specialist nurses or SMOs in managing less well controlled patients,
based on pre-agreed criteria

•

Use of practice initiated reminders and prompts to help individuals manage
their condition

The preferred option is patient self-management – by encouraging them to spend
the final trimester in Gisborne. The reality is that there may still be some births
on the East Coast. Unfortunately, there is little option other than to offer wrap
around counselling and advice, probably via Kaiawhina. Emergency births and
high risk events will continue to occur and they will need to be treated as
emergencies.

Mobile services
Whilst these work well for certain services (e.g. dental), they do not work so well
for others where they become too expensive to deliver (due to large amount of
travel time). Instead, our suggestion is to focus on using technology to reduce the
travel burden. This may not be possible to achieve in the immediate future, but it
is something to work towards.
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9.

How do we get there and how do we know we have arrived?

9.1

A programme of action around the
five areas of material change

The implementation of the proposed initiatives will assist the three organisations
(Tairawhiti District Health, Ngāti Porou Hauora and Te Runanganui O Ngāti
Porou) in working together to better meet the health needs of the population on
the East Coast in a sustainable manner. Over the next month, the three boards
will consider the findings of the Review. The recommendations outlined in this
report will impact several stakeholder groups, therefore public consultation will be
of utmost importance prior to implementation.
The following table outlines our suggested road map for the next three years.
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Table 20 Road map
Year One
(3rd quarter 2013 to 3rd quarter 2014)

Year Two
(3rd quarter 2014 to 3rd quarter 2015)

Year Three
(3rd quarter 2015 to 3rd quarter 2016)

1.

Rebuild the
institution around
clinical leadership
and continuous
improvement

Delayer management and back office
Restructure management so that it is clinically led
Organise up skilling in practice management
system
Source support from primary care network

Continue work on redesigning model of care to
make more efficient use of doctors & nurses time
(workflow & clinical pathways)

2.

Change the
configuration of
services

Define and agree new service mix
Agree and outline service enhancements

Implement new service mix
Improve access to diagnostics locally

Continue service enhancements

3.

Attend to capital
needs

Begin ground-work on required changes to
facilities, particularly Te Puia

Develop an asset management plan

Refurbish East Coast health clinics (other than Te
Puia)

4.

Rebuild financial
sustainability

Address financial shortfall
Make Puhi Kaiti profitable

Finance refurbishment of Te Puia if sufficient
surplus

5.

Reframe the
relationship with the
DHB

TDH, NPH and TRONPnui to agree on
common goals, priorities and formalise plan of
action on joint approaches
Develop TDH/ NPH joint clinical forum with a
schedule of regular meetings
Target complex patients (utilise packages of care)
Develop indicator reporting

Review progress against different performance
domains (e.g. unplanned hospital admissions)

Redesign/ begin work to rebuild Te Puia

Review TDH/ NPH joint clinical forum to
ensure relevance
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9.2 Tracking progress
Performance domain

High level KPI(s)

Reporting measure

Improved health outcomes

•

More frail elderly supported to live independently

•

% of individuals over 75 years not in residential care.

•

Improved diabetes care

•

Number of high risk frail elderly enrolled in prevention programme

•

Improved CVD care

•

Diabetes detection rate (% of expected)

•

Avoiding infectious disease

•

Diabetes management (% HBA1c < 8)

•

Reduce incidence and impact of cancer

•

CVD screening rate- % vs guidelines

•

Reduce impact of LTCs

•

Immunisation coverage rate at 8 months

•

Smoking cessation

•

Flu vaccine coverage rate vs. target

•

Cervical screening rate vs. target

•

Breast screening rate vs. target

•

LTC programme enrolment

•

Smoking cessation advice rate

Services closer to home

Sustainable workforce

•

Increased depth of local services

•

Reduced ED utilisation rate

•

Extended urgent care and after hours care

•

Reduce outpatient utilisation rate

•

Accurate, timely health records available to relevant health
professionals

•

Reduce hospitalisation rate among the 75+ aged group

Professionals able to provide comprehensive care at the top of their
professional scope

•

Increased nursing and pharmacy scope of practice

•

Ability to recruit and retain staff
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Appendix 1 Steering Group and Oversight Group membership
The project team reported to the Steering Group:
•

Helen Milner – Hospital Services Manager at Ngāti Porou Hauroa Charitable Trust

•

Allan Jensen – Chief Financial Officer, Te Runanga

•

Virginia Brind – Planning and Funding, Tairawhiti DHB

The project team also regularly communicated with the oversight group, which included:
•

Virginia Brind (P&F , TDH)

•

Helen Milner (Manager NPH Inpatient services)

•

Allan Jensen (TRONPnui)

•

Dr Helen Gardyne (GP, NPH)

•

Joanne Poi (Senior Nurse, NPH)

•

Dr Joanna Jastrzebska (Clinical Director, Mental Health Services, TDH)

•

Heather Robertson (Primary Nurse Leader, TDH)

•

Lois McCarthy Robinson (community representative)

•

Lance Taylor (community representative)

•

Georgina Paerata (community representative)

The Oversight Group provided advice, information, expertise and acted as a sounding board to the core project teams for the duration of the project.
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Appendix 2 List of staff interviewed
Name

Role

Name

Role

1.

Michael Grant

GP

16. Helene Mason

Corporate Manager

2.

Julia Brooking

Rural health nurse

17. Pera Ngere Ngere

Whānau Ora Manager

3.

Ginny Reedy

Kaiawhina

18. Cheryl Johnson

clinic team leader / rural health nurse

4.

Akin Ojo

GP

19. Hinemoa Mclelland

Rural health nurse Uawa

5.

Kura Forrester

Kaiawhina

20. Sally Murdoch

GP

6.

Helen Gardyne

GP

21. Kathy

Care giver

7.

Heather Robertson

Primary Nurse Leader, TDH

22. Puti

Care giver

8.

Phil Dreifuss

Mental Health Inspector

23. Daisy Reedy

Practice nurse

9.

Virginia Brind

P&F Portfolio Manager

24. Joan Johnson

Receptionist

10. Denise Hovell

Receptionist

25. Phillipa Bowden

11. Lesley Williams

Kaiawhina

26. Sarah Sykes

Kaiawhina

12. Kuini Tuapawa

Kaiawhina

27. Ruira Morice

Whānau ora navigator / systems innovator

13. Joanne Poi

Senior Nurse

28. Nikki Mc Hugh

Nurse Education Coordinator

14. Maria Tamepo

Whānau Ora, Community Mental health

29. Dr Joanna Jastrzebska

Psychiatrist TDH

15. William Henry

Home Based Support Services

30. Frances King

CAMHS service
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Name

Role

Name

Role

31. Duncan Bush

local optician

45. Mary Stonehouse

Visiting paediatrician

32. Bill Blane

Kaumatua, Mental Health

46. Phillip Kerr

Quality coordinator

33. Claudia Maaka

AoD

47. Helen Milner

Manager NPH Inpatient services

34. Suman Te Puni

AoD

48. Teepa Wawatai

Board member

35. Haapi Maxwell

AoD

49. Allan Jensen

Tronpnui

36. Una Tuhura

AoD

50. Dr. Apirana Mahuika

Tronpnui

37. Dave Maiava

Child Adolescent Mental Health Services

51. Otto Gruebl

Visiting psychiatrist

38. Natana Taare

Child Youth Family Services

52. Lois McCarthy Robinson

Community representative

39. Judith Rickard

Consumer advocate based at NPH

53. Rose Kahaki

Change manager

40. Peggy Kerr

Mental health R/N

Manager Whānau ora Services Puhi Kaiti

41. Eva Harrison

Mental health R/N

54. Te Aturangi NepiaClamp

42. Agnes Walker

Clerical team leader

55. Georgina Paerata

Community representative

43. Rob Wilks

GP

56. Julia Carr

Board member

44. BJ Taare

Nurse Puhi Kaiti
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Appendix 3 Patient pathways

Nurse

Administration

Stable long term condition – 57 year old man (Hone) diagnosed with angina

Book Hone in for
appointment with
the GP and lets
Kaiawhina know

Hone comes in for
appointment

Not all clinics
do meds recall
reviews
Light flashes up in
practice
management
system (recall
system)

Nurse
assessment,
including CVD
baseline, blood
pressure, weight,
ECG, bloods

Nurse informs
Kaiawhina the
three months is up
for Hone to get his
prescriptions

Other party

Doctor

either

or

Carries out
investigations

Renew
prescriptions

Doctor examination
based on condition/
nurse assessment.
Advice provided on
If condition is serious
medications.
Investigations ordered

Kaiawhina calls
Hone or visits him
to remind him he
needs to renew
prescriptions

Kaiawhina picks
Hone up on the
day of his
appointment (if
necessary, e.g. No
transport)

Issues
·
How to prevent Hone falling through the cracks? How to prevent him even getting to this
stage?
·
Accessibility and how do we accommodate people?
·
Barriers to accessing specialist care (split views – some feel access to specialists is ok
compared to other parts of NZ)
·
Poor health literacy (his condition has got progressively worst because he doesn’t
understand his medications)
·
Not all clinics recall for three month reviews. (some are reactive rather than proactive)
·
Even when a clinic recalls to update prescription, it doesn’t mean the patient is properly
taking the medications
·
No night clinics

Advice on lifestyle,
nutrition, etc.
Ask patient about
when is best for
his next
appointment

Update recall
system based on
new care plan.
Generate letter/
texts/ email

Doctor ensures
medications are correct
for the condition
Acute referral to
specialist services in
Gisborne (cardiologist)

Poor health literacy
leads to progressively
serious condition/ not
taking meds properly

Sent to labs (in
Gisborne?)

Opportunities/ Solutions
·
Interface with pharmacy
·
Could train Kaiawhina to take on non clinical roles, e.g. Lifestyle, nutrition advice
·
Provide more counselling, support these patients to take responsibility for their conditions
·
Interface with adult mental health services
·
Interface with whanau
·
Greater health literacy in early stages
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Patient’s
workmates phone
Te Puia reception
to flag that they’re
bringing Jimmy in

Calls doctor or
nurse for
assistance

Patient arrives in
Te Puia ED

Work mates uncooperative
(e.g. Propose to take patient
to Gisborne themselves)

Emergency equipment
in place:
Defibrillator
IVs
O2

Nurse

Administration

Acute – 53 year old man with chest pain (potential heart attack)

Triage
Priority status

Inform whanau
Provides anti
nausea, pain relief
and observation

Inform kaiawhina
to liaise with
whanau

Document
treatment in
medtech

Doctor

Doctor or nurse
carry out tests Hx:
ECG, o2, bloods
Provides emergency
care (medication)
Assesses acuity
(a,b or c)

Documents clinical
notes, tests
carried out, etc

Call Gisborne ED
to request
helicopter transfer

Transfer patient by
helicopter to
Gisborne ED

Other party

Bad weather makes
transfer extremely
difficult

Issues
·
Family/ workmates uncooperative (they may feel it’s faster to take the patient to Gisborne
themselves)
·
Severity of illness (this could have been prevented)
·
TDH refuses transfer (they question whether the transfer is urgent and whether the
helicopter is required)
·
Computer/ printer/ fax failure (IT problems)
·
Environment/ weather
·
Safety throughout the process (not ideal to manage patient in the helicopter)
·
Inappropriate/ incomplete emergency equipment

Kaiawhina liaises
with whanau/ work
mates

Opportunities/ Solutions
·
One point of care/ testing
·
Ability to promptly diagnose acute cases (access to emergency equipment, e.g. Defibrillator, stabilisation room)
·
Extended whanau should be involved with permission
·
Need to ask uncooperative family/ workmates what is their problem (there may be reasons for this e.g. Other
stresses and staff may be able to address)
·
NPH to offer night clinics to allow access to workers (particularly male population)
·
NPH to offer health checks at work sites/ occupational health / workers clinics on site
·
Telemedicine between NPH and TDH (to prevent severity of illness)
·
Update IT systems
·
Increase health information and promotion
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Nurse

Administration

Complex long term condition – 55 year old woman (Tui) with COPD, high blood pressure and diabetes

Tui on
neighbour’s
insistence
phones clinic

Practice
nurse carries
out initial
triage

Reception
arranges an
appointment or
puts the patient
through to the
practice nurse

Faxes referral
to TDH ED

Rural health nurse
visits the patient or
arranges for
Kaiawhina to visit
patient

Rural health nurse
phones doctor or
ambulance (depending
on severity)

Invoices
consult

Duplicate
contract
reporting (DAR,
CVD, Careplus)

Rural health nurse
provides follow up,
including meds
and home help

Rural health
nurse
transports Tui
to the clinic

either
or

Other party

Doctor

Visits Tui

Asks nurse to
bring Tui in

If required
Examines
patient

Kaiawhina
visits Tui

Kaiawhina
transports Tui to
the clinic

Phones
ambulance

Ambulance
transports patient to
Gisborne ED
admissions

Issues
·
A lot of paperwork to complete to admit patient into Gisborne ED
·
IT issues/ problems with READ codes (not up to date with national/ MoH changes)/ lack of understanding of how
medtech works (driving a Ferrari and using it like a mini)
·
Patients are discharged from TDH with little notice to NPH staff (often less than 24 hours)
·
Long waits for ambulance
·
How to accommodate acutes on top of normal business? If someone comes in acutely, templates (GPs and nurses) are
already booked up. It creates delays
·
GP that covers Tokomaru, for example, also covers hospital emergencies and sometimes this disrupts the whole day.
Some clinics have attempted blocking out time for acutes, but this hasn’t worked
·
Decrease in nurse patient contact time
·
Duplicate contract reporting (DAR, CVD, Careplus, Smoking, etc)

Notifies next
of kin

Diagnosed in
TDH and
discharged
after 4 days

Writes referral to
hospital in
Gisborne

Monitors
patient
during 90
minute wait
(approx) for
ambulance

GP
provides
follow up
(including
med
packs)

Sometimes TDH does not
provide NPH staff with
sufficient notice that patient
is being discharged

Opportunities/ Solutions
·
Need a minimum of 24 hours notice for discharge (from TDH to NPH) as per current
agreement otherwise phone the rural health nurse to flag patient is returning home
·
COPD ED reinforced?
·
Next of kin interventions/ involvement?
·
Medical alarms
·
GP fax and ring ED?
·
Decrease nurse admin time
·
Streamline contract reporting
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Appendix 4 List of workshop participants
Name
Agnes Walker

Role
Clerical Team Leader Administration, based in Ruatoria

Name
Jacqui Rangiwai

Role
Purchasing Officer, Finance Department

Akindele Ojo

GP

Jimmy Thong

Medical Student

Aroha McClutchie

Acting hospital services manager based in Te Puia

Joanne Poi

Senior nurse and team leader, Te Puia hospital

Bob Kaa

Engineer/ maintenance

Julia Brooking

Rural health nurse based in Matakaoa

Catherine O’Sullivan

Receptionist Tolaga Bay

Kathleen Henderson

Receptionist, Te Araroa

Cheryl Johnson

Rural health nurse/ team leader, based in Tokomaru

Kaye Stewart

Primary health nurse, Tolaga Bay

Claudia Maaka

Alcohol and Drug services

Kura Forrester

Kaiawhina

Cynthia Colbert

Practice nurse

Lesley Williams

Kaiawhina based in Matakaoa

Daisy Reedy

Practice nurse based in Ruatoria

Lisa Porter

Primary health nurse, Tawhiti Clinic

Dave Maiava

Child and youth mental health services, based in Te Puia

Lois McCarthy

Consumer representative

Denise Hovell

Receptionist based in Matakaoa

Malcolm Pihama

Maintenance/ painter

George Craig

Care taker, Te Puia

Maria Tamepo

Whānau Ora worker - Mental health

Georgina Paerata

Community representative

Michael Grant

GP

Gina Chaffey

Rural health nurse based in Ruatoria

Michelle Wanoa

Ginny Reedy

Kaiawhina

Community rep (also background as previous employee of
NPH)

Helene Mason

Corporate Services Manager

Natana Taare

Social worker (family violence)

Helen Milner

Acting CE, NPH

Nicola Swann

Practice nurse based in Matakaoa

Helen Gardyne

GP

Pera Ngerengere

Whānau ora manager

Hinemoa McLelland

Rural health nurse, based in Tolaga Bay

Rose Kahaki

Change manager

Ruira Morice

Whānau ora navigator based in Ruatoria

Huti PuketapuWilson

Deputy chair - Hauora

Sally Murdoch

GP based in Tolaga Bay

Iritana Ngarimu

Kitchen hand

Sarah Sykes

Kaiawhina
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Name
Shirley Green

Role
Chronic care nurse - Tawhiti clinic in Te Puia

Starlene Otene

Receptionist

Suman Te Puni

Alcohol and drug services

Te Miringa Huriwai

DSM

Una Tuhura

Alcohol and drug services

William Henery

Home Based Support Services
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Appendix 5 Individual facility summaries
Table 21 Matakaoa Clinic
Facility - Matakaoa clinic

Comments

Facility - Matakaoa clinic

Overview

This is the best of the facilities. “A lovely
little centre”, it has two clinic rooms, one
each for the doctor and the primary
health nurse, the waiting and reception
area is adequate. Storage is fine. It has an
interview room. Staff facilities are good.
There is an office for Kaiawhina service.
In sum it is a well appointed facility and
well maintained, recently painted. No fire
safety and health and safety issues.
Disability access is good.

Building functionality details

Age
Type of building (purpose built,
converted house etc.)

Comments

What is the utilisation? Right sized? Is the
building to big / small for its current
purpose and service demand profile?

Doctor there for three days per week.
Well utilised facility, but is operating
within its capacity. Facility is about right
sized for current services.

What is the utilisation? Right sized? Is the
building to big / small for its current
purpose and service demand profile?

Doctor there for three days per week.
Well utilised facility, but is operating
within its capacity. Facility is about right
sized for current services.

Efficiency – are there good co-locations
and travel distances?

Good. Most efficient of all the clinics.

Flexibility – how easy is it to use the space
for different functions? Is space flexible
or for a defined purpose?

No public education space – but works
well for current services, could alter use of
rooms if required.

Location – is the facility well located in
relation to the population it is serving

Yes.

12 years old.
Purpose built clinic. Semi-residential type
building. Weatherboard on piles. Single
story.

Condition

Good condition.

What is known about the building’s
seismic performance? Importance level

Importance level 2. No seismic
information. However, construction and
age would suggest seismic issues are less
likely than many other facilities.

Maintenance issues / recent expenditure
profile

None. Just general maintenance required.
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Table 22 Tikitiki
Facility – Tikitiki

Comments

Facility – Tikitiki

Comments

Overview

Similar to Matakaoa. Well appointed,
clean tidy, a sound simple building.
Reception and waiting areas are fine, staff
facilities are adequate. Clinic space is well
sized. It has two offices, a nurses and then
doctor’s office, but doctor’s office is not
very big and there are some space
constraints.

Maintenance issues / recent expenditure
profile

None. Just general maintenance required.
May require an additional water tank,
current one is small.

Building functionality details

No fire safety and health and safety issues.
Disability access is good.

What is the utilisation? Right sized? Is the
building to big / small for its current
purpose and service demand profile?

Doctor is there twice a week. Relatively
busy. Facility is about right sized for
current services.

Lack storage space for clinical equipment.
Water supply is tank supply like the rest
of the Coast.

Efficiency – are there good co-locations
and travel distances?

Compact building, reception location and
flow works fine.

Age

Original building is around 50 years old,
and there is a four year old extension.

Flexibility – how easy is it to use the space
for different functions? Is space flexible
or for a defined purpose?

Works well for current services, but
would be tight it you wanted to deliver
more from it.

Type of building (purpose built,
converted house etc)

Purpose built clinic, but is a semiresidential type building. Fibre board on
piles, single story.

Location – is the facility well located in
relation to the population it is serving

Yes.

Condition

Very good. Internal structural
refurbishment was undertaken when the
extension was done four years ago.

What is known about the building’s
seismic performance? Importance level

Importance level 2. No seismic
information. However, construction and
age would suggest seismic issues are less
likely than many other facilities.
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Table 23 Ruatoria
Facility - Ruatoria

Comments

Facility - Ruatoria

Overview

There is a GP clinic, exam room and
office, small open plan office for nurses,
and other offices for nurses. Reception
area is far too small. There is a very large
office that is used by Whānau Ora
navigator.

Building functionality details

No fire safety and health and safety issues.
Disability access is good.

Comments

What is the utilisation? Right sized? Is the
building to big / small for its current
purpose and service demand profile?

Size of the building is adequate for the
services being delivered.

Efficiency – are there good co-locations
and travel distances?

Work flow / patient flow is adequate.

Efficiency – are there good co-locations
and travel distances?

Work flow / patient flow is adequate.

Age

About 50 years old.

Type of building (purpose built,
converted house etc)

Converted Post Office. With a co-located
dental clinic. Single story, weatherboard
on piles.

Condition

“Is the worst of the lot.”

Flexibility – how easy is it to use the space
for different functions? Is space flexible
or for a defined purpose?

Potential for flexibility, with minimal
structural changes.

What is known about the building’s
seismic performance? Importance level

Importance level 2. No seismic
information. However, construction and
age would suggest seismic issues are less
likely than many other facilities.

Location – is the facility well located in
relation to the population it is serving

Yes.

Maintenance issues / recent expenditure
profile

Needs work, painting and general internal
renovation.
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Table 24 Tawhiti
Facility - Tawhiti Community Health
Centre at Te Puia Springs Hospital
Overview

Comments
Tawhiti is an underutilised clinic. It is a bit
dated and tired, some rooms such as the
lab room need an interior refurbishment.
While the doctor’s room is adequate it is
underutilised (patients are often sent off
to the hospital to receive services). Thin
walls mean that conversations can be
heard from adjoining rooms and patient
privacy is poor. There are limited options
for flexibility and it is tucked away off a
dimly lit corridor, it could be regarded as
justified only because the hospital is there.
No fire safety and health and safety issues.
Disability access is good.

Age

Around 60 years old.

Type of building (purpose built,
converted house etc)

Part of the Te Puia hospital, single story
part of the facility.

Condition

Sound.

What is known about the building’s
seismic performance? Importance level

Seismic issues and land movement issues
possible, is currently stable but further
seismic and geotechnical investigation
prudent. 1997 Opus structural report on
accommodation part of the hospital.

Facility - Tawhiti Community Health
Centre at Te Puia Springs Hospital
Maintenance issues / recent expenditure
profile

Comments
The wiring being checked again currently.
Pipe work under the building is in very
poor condition and needs replacing, is a
major maintenance issue throughout the
hospital. Building structure and interior is
well maintained.

Building functionality details
What is the utilisation? Right sized? Is the
building to big / small for its current
purpose and service demand profile?

Underutilised – patients often sent off to
the hospital to receive services.

Efficiency – are there good co-locations
and travel distances?

Sound, located well in relation to the main
reception and the rest of the hospital.

Flexibility – how easy is it to use the space
for different functions? Is space flexible
or for a defined purpose?

Limited options for flexibility. Tucked
away off a dimly lit corridor.

Location – is the facility well located in
relation to the population it is serving

Moderate, only justified because the
hospital is there.
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Table 25 Te Puia Hospital
Facility - Te Puia Hospital
Overview

Comments

Facility - Te Puia Hospital

Comments

Tidy condition overall, “dated but clean.”
Old fashioned four bed rooms. Services
include aged residential care, it is licensed
for 11 beds. There are six palliative and
sub-acute beds that take referrals back
from Gisborne and it has an A&M facility.
But it is not a desirable facility for aged
care, it does not compete with what is
available in Gisborne, the aged care beds
are never filled up and it has a high level of
complaints. It is far too big and not
flexible, for example aged care is cramped,
but there is unused space in other places
and many rooms are larger than required.
There are no ensuites.

Condition

Its condition is generally sound, NPH have
done a lot of work over time, for example
90% of the roof has been replaced with
Colour Steel and a new x-ray department
was developed five years ago. There are still
issues with some flat roof areas and
flashings. External weather board is well
painted, good condition, not rotting. There
are problems with pipe work throughout
the facility. Storm water drains also need
work. Internally it is sound.

What is known about the building’s
seismic performance? Importance level

Importance level 2. Seismic issues and land
movement issues possible, is currently
stable but further seismic and geotechnical
investigation prudent. A 1997 Opus
structural report on accommodation part
of the hospital should be reviewed.

Maintenance issues / recent expenditure
profile

Very high gas bills everything has been
heated at night; need control valves to alter
the flow and timing of heating.

Age

Around 60 years old, alternations over the
years.

Type of building (purpose built,
converted house etc)

Service delivery areas are single story but
on a split level, but staff accommodation is
two story. Purpose built as a hospital.
Weather board.

The thermal pool area and surroundings
require upgrading and the thermal water
source requires investment to the collection
systems.
The thermal pool area and surroundings
require upgrading and the thermal water
source requires investment to the collection
systems.
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Facility - Te Puia Hospital

Comments

Building functionality details
What is the utilisation? Right sized? Is
the building to big / small for its current
purpose and service demand profile?

Far too big. Aged care beds never filled up.

Efficiency – are there good co-locations
and travel distances?

Reasonably close distances.

Flexibility – how easy is it to use the
space for different functions? Is space
flexible or for a defined purpose?

Not flexible. E.g. aged care is cramped, but
there is unused space in other places.
Rooms are larger than required. No
ensuites.

Facility - Te Puia Hospital

Comments

Location – is the facility well located in
relation to the population it is serving

The location is not ideal; however, Te Puia
has a water supply and exiting
infrastructure that other locations don’t
have and would be problematic to provide
in the likes of Ruatoria.
There is no town water supply in Ruatoria.
Everyone relies on rainwater. In the middle
of summer most residents are faced with
buying in water. Secondly the dust from
the Waiapu River; in the summer the river
almost dries up and in the hot afternoons
the wind blows down the river bed and
creates a mini dust storm. This along with
the pollen from the pine forests is linked to
the very high incidence of respiratory
problems in the district. A third
consideration is the sewage system. There
is no town sewage treatment plant in
Ruatoria. All dwellings have their own
septic tank.
The advantages of continuing to use the
facilities at Te Puia Springs as the central
hub are. Te Puia Springs does have a good
town water supply (treated). The hospital
has a sewerage treatment plant. There is no
dust from Waiapu, the buildings are well
maintained and comply with Local Council
and Government standards, and the added
bonus of hot mineral pools at the hospital.
There is general acknowledgement that the
interior is dated and would need to be
refurbished depending on the requirements
of new and better service options.
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