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Planning and Funding Functional Group

Summary Report

1. Lifting the Health of people in Auckland City
Planning

Auckland DHB has agreed additional electives for the 2010 -11 years and as a result the
District Annual Plan has been updated to reflect the changes. The document has been
re-submitted to the Ministry of Health. It has not yet been signed by the Minister.

At such time as the Annual Plan is formally approved, hard copies will be printed and
made available to staff. This document will also be placed on our website.

Consultation and Community Engagement

Ethics approval has been received for research examining acute and elective patients’
experience of the journey from home through to admission into hospital. The results will
be fed into BSMC work and ADHB service improvement initiatives.

ADHB is taking a lead role in ensuring the Auckland Transitional Authority and incoming
Auckland Council are well informed about the Auckland region DHBSs’ current and future
strategy for protecting and improving the health of Aucklanders.

B4SC Programme

The response from the Ministry to ADHB's application for discretion to be applied with
regard to the failure to reach target claw back was positive with a reduction in penalty
from 20% to 8%. This will enable additional resource to be applied to supporting the
transition of the programme to primary care. Discussions with PHOs regarding the
transition continue and it is likely that an 'Alliance’ contracting model will be utilised.

Mental Health - Secure Rehabilitation

A feasibility study to evaluate the potential for development and to provide an outline
business case has been completed. The report indicates that a full business case is
warranted so that a more detailed financial analysis can be undertaken. Opportunities for
cost savings elsewhere to fund the new service can then be explored. We are currently
looking for a suitable project person to undertake this task.

2. Performance Improvement
PHOs and Primary Care - ADHB Whole of System Service Redesign

Government’'s BSMC Primary Care Policy and requirement for Metro Auckland ways of
working has subsumed a range of former ADHB projects and former regional projects into
the BSMC Primary Care strategy. ADHB Planning & Funding Primary Care has a lead
role in identifying and championing the key integration points between the realigning
ADHB structure and the regional work streams that directly impact on the primary
secondary care interface, efficiencies, and effectiveness.

Oral Health - Sylvia Park (2 Chair Clinic)

Construction has been completed and the building is being taken over by the lease
holders ARDS on 30 August 2010. A dawn blessing of the building was held on 17
August, and a formal opening ceremony is planned for 10 September 2010. It is hoped
that a Manea Stone will be ready to be placed in the building at the opening, thus
completing the Ngati Whatua protocols. The opening is being attended by the Associate
Minister of Health Peter Dunne.
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Mental Health Alternative to Admissions

This project is underway and a suitable site has been found for development. The service
is expected to be operational by November this year. In the interim we have established
a four bed crisis respite service at a house in Hillsborough; this has been contracted with
Pathways, the provider for the alternative to admissions service. We have also
contracted with Challenge Trust to provide a four bed respite facility to help the acute
ward cope with an expected increase in demand during the latter half of this year: this will
operate as a step-down facility for over-due discharge patients with the aim of freeing up
beds at Te Whetu.

Mental Health - Youth Respite

The contract for this service (implemented to replace the Mind Matters service) has been
awarded to Affinity Services. This service will operate as an alternative to admission
(step-up and step-down). The service is expected to be operational in late October.

Older People

A project has been developed and has been discussed with clinicians to review all
independent placements for older people with a view to assess the feasibility of
publishing an RFP and establishing an older people’s rehabilitation and longer term stay
mental health service; possibly on the model of a retirement village and accessing
perhaps existing facilities but with specialist support for mental health in old age (or early
onset issues where appropriate).

The potential fund for this service is close to $1m if all placements and Glenburn funds
were pooled, so the project is potentially viable without additional funding and could
significantly improve service delivery and outcomes for older people by providing them
with an opportunity to be rehabilitated.

Live Within Our Means

A verbal review of the funding position will be provided.
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6.2 Planning & Funding Indicators List & Exception Report
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Planning and Funding Indicators Exception Report 37

August 2010

Exceptions this month

L76. An increase in H1N1 influenza natifications and in Invasive Pneumococcal Disease cases is driving the
increase in Non-TB disease cases (Pertussis, HIB, Hepatitis A,B, C, Measles, Mumps, Rubella, Leprosy,
Rheumatic Fever, Meningococcal).

L14., L14b, L14d, L14a. Coverage of all 2 year olds fully immunised dropped slightly to 86%at the end of August
2010. This could be due to an increased number of children with seasonal febrile illnessand parents choosing to
delay immunisation events. Coverage of Maori 2 year olds fully immunised at the end of August 2010 was
maintained at 76%. However Maori rates for this cohort have been progressively dropping from a high of 82% in
May 2010 so in view of this it has been decided to reactivate the Maori Immunisation Working Group that was
established in early 2009. Timeliness of immunisation events at the milestone ages of 6 months and 18 months
remain a significant issue with coverage at 58% and 56% respectively. It should be noted that the 2010-2011
target for the percentage of Maori 2 year olds fully immunised is in fact 85%. Coverage of Pacific 2 year olds fully
immunised as at the end of August 2010 was 88% which reflects a 1% increase over the previous month. This is
excellent progress. Coverage of Asian 2 year olds fully immunised at 2 years of age was 90% at the end of
August 2010. It should be noted that the target for the percentage of Asian 2 year olds fully immunised in 2010-
2011 is 93%.

L29, L29b, L29c, L29d. The number is a comparison with the national average. The national average is 100%.
Our ADHB rate is to remain below the national (the lower the better). ADHB is doing well in all age groups except
age group 45-64. To address the issue ADHB is running many programmes targeting the disadvantaged group
and mainly for CVD, diabetes and respiratory infection (the main causes behind the high ASH)

L30, L30b, L30c, L30d. The number is a comparison with the national average. The national average is 100%.
Our ADHB rate is to remain below the national (the lower the better). ADHB is doing well in all age groups except
age group 45-64. To address the issue ADHB is running many programmes targeting the disadvantaged group
and mainly for CVD, diabetes and respiratory infection (the main causes behind the high ASH)

L31, L31b, L31c, L31d. The number is a comparison with the national average. The national average is 100%.
Our ADHB rate is to remain below the national (the lower the better). ADHB is doing well in all age groups except
age group 45-64. To address the issue ADHB is running many programmes targeting the disadvantaged group
and mainly for CVD, diabetes and respiratory infection (the main causes behind the high ASH)

H4. There are 10 High Risk Clinical issues. Two relate to ARRC facilities, eight relate to Mental Health services.
The quality facilitators are currently working with the providers to resolve these and have been making good
progress. The P&F Manager for MH is also in communication with the MH providers in question to receive
updates on progress in achieving compliance with contractual requirements and best practice. The P&F Manager
for MH does not believe the issues pose a threat to the welfare of consumers.
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Planning and Funding KPIs to Revigw Report

August 2010

KPI's for Review this month

H4. There are 10 High Risk Clinical issues. Two relate to ARRC facilities, eight relate to Mental Health
services. The quality facilitators are currently working with the providers to resolve these. The P&F
Manager for MH is also in communication with the MH providers in question to work through the
issues. The P&F Manager for MH does not believe the issues pose a threat to the welfare of
consumers.

L19, L19b, L19d, L19e. narrative to come
L.20, L20b, L20d, L20e narrative to come
L.21, L21b, L21d, L21e narrative to come
L.22, L22b, L22d, L22e narrative to come

L32, L32h, L32c & L32d Percentage of children caries free at 5 years - Total, Maori, Other & Pacific
The percentage of children at age 5Syears that are caries free is increasing. This is a sigh of improving
oral health. The improving results for Maori and Pacific children are particularly encouraging,
although there is still a significant gap between the percentage caries free for Pacific and Maori and
‘other’ children. In the 2009 calendar year only 36% of Pacific and 46% of Maori 5-yr olds were caries
free — as opposed to 71% of ‘other’ 5yr olds. Additional resources have been invested in preschool
oral health education and these are particularly targeting improvements in Maori and Pacific groups.

L33, L33b, L33c & L33d Ratio of teeth decayed, missing or filled (DMFT) yr 8 students - Total, Maori,
Other & Pacific

A decrease in the DMFT ratio at year 8 is indicative of improving oral health. In the 2009 calendar year
there was an increase in the DMFT ratios at year 8 for all groups in the ADHB area as compared to
2008. However there is still an overall improvement since 2006, with Maori rates reducing from 1.6
DMFT to 1.2 DMFT. The largest disparity is for the Pacific cohort, who had on average 1.67 decayed
missing and filled teeth in 2009.

L49 Percentage of adolescent Oral Health utilisation

There are an increasing number of adolescents utilising dental services, as can be seen by the
improving graph. Factors attributed to the improvement including better handover processes
between school and adolescent service providers, more private dentists contracted to provide
adolescent services, and expanding mobile services to high schools.
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L21.b Diabetic Retinal Screening for people vﬂ[ﬁ1r
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L22.d (MOH-06) Cardiovascular risk screeninél-5
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IMPROVEMENT ACTIVITIES

7.1 CPHAC DAP Projects Report
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i Te Runanga 0/ Ngati Whatua

Auckland District Health Board

District Annual Plan 2010 - 2011

22 June 2010
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