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KARAKIA 





Karakia 
  
E te Kaihanga e te Wahingaro 
  
E mihi ana mo te ha o to koutou oranga  
  
Kia kotahi ai o matou whakaaro i roto i te tu waatea. 
  
Kia U ai matou ki te pono me te tika 
  
I runga i to ingoa tapu 
  
Kia haumie kia huie Taiki eee. 
  
  

Creator and Spirit of life. 
  
To the ancient realms of the Creator 
  
Thank you for the life we each breathe to help us be of one mind 
As we seek to be of service to those in need. 
Give us the courage to do what is right and help us to always be aware 
Of the need to be fair and transparent in all we do. 
  
We ask this in the name of Creation and the Living Earth. 
  
Well Being to All. 
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ATTENDANCE AND APOLOGIES 
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CONFLICTS OF INTEREST 





Conf l ic ts  o f  In terest  Quick  Reference Guide  
 
 
Under the NZ Public Health and Disability Act Board members must disclose all interests, and the full 
nature of the interest, as soon as practicable after the relevant facts come to his or her knowledge. 
 
An “interest” can include, but is not limited to: 
 

 Being a party to, or deriving a financial benefit from, a transaction. 
 Having a financial interest in another party to a transaction. 
 Being a director, member, official, partner or trustee of another party to a transaction or a 

person who will or may derive a financial benefit from it. 
 Being the parent, child, spouse or partner of another person or party who will or may derive a 

financial benefit from the transaction. 
 Being otherwise directly or indirectly interested in the transaction. 

 
If the interest is so remote or insignificant that it cannot reasonably be regarded as likely to influence the 
Board member in carrying out duties under the Act then he or she may not be “interested in the 
transaction”.  The Board should generally make this decision, not the individual concerned. 
 
Gifts and offers of hospitality or sponsorship could be perceived as influencing your activities as a Board 
member and are unlikely to be appropriate in any circumstances. 
 

 When a disclosure is made the Board member concerned must not take part in any 
deliberation or decision of the Board relating to the transaction, or be included in any quorum 
or decision, or sign any documents related to the transaction. 

 The disclosure must be recorded in the minutes of the next meeting and entered into the 
interests register. 

 The member can take part in deliberations (but not any decision) of the Board in relation to 
the transaction if the majority of other members of the Board permit the member to do so. 

 If this occurs, the minutes of the meeting must record the permission given and the majority’s 
reasons for doing so, along with what the member said during any deliberation of the Board 
relating to the transaction concerned. 

 
IMPORTANT 
 
If in doubt – declare. 
Ensure the full nature of the interest is disclosed, not just the existence of the interest. 
 
This sheet provides summary information only - refer to clause 36, schedule 3 of the New Zealand Public 
Health and Disability Act 2000 and the Crown Entities Act  2004 for further information (available at 
www.legisaltion.govt.nz) and “Managing Conflicts of Interest – Guidance for Public Entities” 
(www.oag.govt.nz ). 
 

http://www.legisaltion.govt.nz/
http://www.oag.govt.nz/
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CONFIRMATION OF MINUTES 
 

- WEDNESDAY 17 FEBRUARY 2010 
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ACTION POINTS 
 

- WEDNESDAY 17 FEBRUARY 2010 
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PLANNING AND FUNDING 
PERFORMANCE 

6.1 Planning and Funding Summary Report 

6.2 Planning and Funding Indicators List and Exception 
 Report 
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IMPROVEMENT ACTIVITIES 

 

7.1 DAP Projects Report 





Goal 1: Lift the health of people living in Auckland city

Reduce inequities in health status

Pacific

Improve outcomes in priority areas

Increase access to services

Build healthy communities

Strengthen community participation and actionPrevent & manage long term conditions

Improve oral health outcomes for children

Achieve agreed Ministry of Health immunisation 
targets (focus Maori & Pacific)

Implement revised service model to align with 
client need

Streamline access to older people’s services 

1. Eating Disorder Services
2. Reconfigure Maori Mental Health Services
3. Reconfigure current level 3 & 4 residential rehab services
4. Implement share care project (PROGRESS+) Primary /secondary integration

1. Unbundle current resources
2. Restructure programs to achieve effective use of general and specialist services
3. Increase the input of primary care teams in palliative care services 

1. Create a single point of entry to services
2. Develop clinical triage according to need (direct referral to community support)
3. Establish new Home Based Support Services
4. Increase packages of care available
5. Restorative care process implemented

High Level Strategy Objective Strategies to achieve objectives

1. Run a GP clinical network for long term conditions that develops planned care
2. Increase retinal screening capacity
3. Develop care pathways for people with long term conditions

1. Increase PHO/primary care involvement in managing immunisation
2. Practice level reporting
3. Practice nurse NIR training
4. Maori immunisation initiative

1. Reduce Maori DNA rates. 
2. Increase enrolment of Maori in PHOs
3. Rangatiratanga - Maori Health Equity Framework 

Increase effectiveness across primary, secondary 
& tertiary services

Maori

1. Healthy Village Action Zone (HVAZ) evaluation
2. Implement and monitor revised KPIs for HVAZ Parish Community Nurses
3. Healthy Village Action Zone leadership and coordination

Mental Health

Older People

Children & young people

1. Auckland DHB wide oral health promotion
2. Implement new service model

Palliative Care

Intensive support for people with high needs 1. Pilot case management
2. Increase the percentage of people utilising cardiac rehabilitation
3. Develop workforce for Kaupapa Maori cardiac rehabilitation

Proactive planned coordinated care

Support whanau and self resilience

1. Work with Healthy Village Action Zones initiative to spread lessons
2. Plan the approach to maximise community engagement
3. Achieve target for cardiovascular risk screening

1. Increase efficiency, capacity and options of self-management approaches

 



Goal 2: Performance Improvement (Better, Sooner, More Convenient)

Improve the effectiveness & efficiency of 
Healthcare System

Improve Primary Secondary 
system efficiency -decrease total 

system cost

Improve hospital efficiency / 
throughput

Improve Leadership Capability

Strengthen the health workforces

Information management

Planning

Achieve Radiation Oncology intervention rates and reduce 
waiting times for both radiation  & medical oncology

Improve Cardiac Surgery Throughput

Improve Capacity Management

 Long Term Services Planning

Improve Outpatient Management for Surgical Patients while 
improving patient satisfaction

Improve clinical quality & 
professional governance

Clinical leadership model: implement, monitor and evaluate

Improve senior leadership team performance

Develop response to Long Term Services Plan

Improve clinical staff retention

Improve safety and quality of care

Reduce unmet need for elective services 

1. Implement NQIP Medication Safety, Infection Prevention & Control, 
Mortality Review, Incident Management

2.  Increase the number of GP practices with Cornerstone accreditation

1. Targeted recruitment ICU, Midwives, RMOs, OR staff
2. Define, train and implement new workforce roles
3. Review performance based incentive programs
4. Improve the ease of application and entry

1. National    2. Regional  3. Local

1 Leadership development, mentoring and engagement process
2 Integrated governance reporting implemented
3. Define baldrige roll out plan and complete base line

1. Projects to improve performance against 6 hr benchmark (OPJ)
2. Increase the use of and capacity of primary options 

1. e-referrals, health event summaries and electronic outpatient letters
2. Increase access to diagnostic tests in primary care
3. Transfer some services to primary/community

High Level Strategy Objective Strategies to achieve Objective

1. Implement dynamic planning process (right beds, staff, facilities)

Improve resilience and availability of core IT systems 

Healthy workplace

Regional Strategic Plan

1. Establish a new elective services centre 

1. Patient centred scheduling and communication
2. Accurate waiting time information. Reduced Waiting time
3. Increased input from GP’s 

1. OPJ Starship theatre project
2. Adult inpatient capacity step (beds and workforce) 

Implement sector wide clinical networks

1. Improve service scheduling process & utilisation of day stay
2. Tumour specific model implementation
3. Optimising the patient journey projects

Primary healthcare

Improve access & efficiency of service delivery

Improve information availability across system

1. Implement approach to providing efficient & effective coordinated
     care in  the neighbourhood

1. Develop after-hours services including palliative and residential care

Reduce waiting times for elective 
services

Implementation of PHO-DHB primary healthcare plan

Improve access to after hours primary care

Improve the performance of ED

Increase elective services to National Intervention rates

Improve the acute capacity management

1. Regional Strategic Plan development in alignment with NZ HIS 2009

1. Implement the resilience improvement plan

1. Increase Greenlane capability to a full elective services centre 
   (feasibility)

1. OPJ Cardiac surgery project

1. Develop GP network (collaborative) with primary care 

 



Goal 3: Live Within Our Means (Improve Value for Money)

High Level Strategy Objective Strategies to achieve Objective

Manage Revenue

Reduce Administration Cost

Ensure revenue received for services provided 1. IDF annual agreements ensure we are paid for what we do.
2. Participate in National pricing process

1. Improve HR payroll processing and leave management 
2. Reduce back office cost (regional shared services)
3. Manage administration of M&A FTE cap

Manage Cash
Optimise stock holding

1. Asset Management Plan alignment with the Long Term Services Plan 
2. Improve prioritisation process for new capital
3. Long term financial modelling process is implemented

Sustainable Cash Management Plan

Improve Productivity

Achieve procurement savings

1. Revisit replenishment parameters
2. Improve supply chain systems and processes

1. Leverage national/regional procurement initiatives
2. Refine procurement strategy
3. Deliver direct treatment cost savings 
4. Deliver indirect treatment cost savings
5. Monitor and collect rebates within contracts for supplies and services

Improve Clinical Effectiveness

 Health Service Process Improvement

1. Improve clinical resource utilisation
2. Reduce variation in Clinical Practice

1. Implement  improvement programs to reduce waste, improve flow and
    enhance the patient experience. 
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PAPERS 

 

8.1 Dementia 

8.2 ADHB Needs Analysis Update & Cost Demographic 
Relationships 

8.3 Statement of Intent (SOI) 
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CONFIRM 

 

9.1 Action Points for next CPHAC Meeting 

9.2 CPHAC Feedback to Board 



 

Use Forms at  beginning of  Meet ing  Pack 
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GENERAL BUSINESS 
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APPENDICES 

 

11.1 Contract Review Tool 

11.2 ADHB Needs Analysis Update – Presentation 

11.3 Cost Demographic Relationship - Presentation 

 





































Auckland DHB general practice distribution by ward as a number and 
ratio

 
 

0.0

20.0

40.0

60.0

80.0

100.0

120.0

140.0

160.0

180.0

Cohort2 Cohort3 Cohort4

Asian

European

Indian

Maori

MELAA

Pacific

Auckland DHB diabetes cohort (year 2006,7,8) prevalence rate per 1000 
population by major ethnic group

 
 



0

10,000

20,000

30,000

40,000

50,000

60,000
20

08

20
09

20
10

20
11

20
12

20
13

20
14

20
15

20
16

20
17

20
18

20
19

20
20

20
21

20
22

20
23

20
24

20
25

20
26

20
27

20
28

20
29

20
30

20
31

Exp using Equation Using 15% increase

Using only 1.4% pop growth Using equation minus 15% loss

Auckland DHB diabetes forecast using different techniques, period 
between 2008 and 2031 

 
 

0

500

1000

1500

2000

2500

3000

3500

00-
04

05-
09

10-
14

15-
19

20-
24

25-
29

30-
34

35-
39

40-
44

45-
49

50-
54

55-
59

60-
64

65-
69

70-
74

75-
79

80-
84

85+

C1

C2

C3

C4

Drop Page Fields Here

Sum of  Frequency

Agegroup

Cohort

Auckland DHB diabetes cohort distribution by age group

 
 



In ten years time / Auckland DHB 
will have (if we don’t do something)
• 21,361 more people with drinking problem
• 3,663 more sedentary people
• 17,672 more obese people
• 42,092 more overweight people
• 3,860 more with high blood pressure
• 10,300 more with high cholesterol
• 76,815 extra primary care visits
• 6,500 extra people with asthma
• 14,500 more smokers

 
 

93.289.091.1allallCRAucklandprimary2006/07

8.84.96.9allallCRAucklandhik102006/07

46.037.141.6allallCRAucklandnever_smoked2006/07

17.311.614.4allallCRAucklanddaily_smoker2006/07

20.314.117.2allallCRAucklandsmoker2006/07

6.73.14.9allallCRAucklandexp_smoke2006/07

9.95.57.7allallCRAucklandasthma2006/07

5.02.53.8allallCRAucklandheart2006/07

44.937.040.9allallCRAucklandbodysize2006/07

9.05.07.0allallCRAucklandunmetgp2006/07

10.35.07.6allallCRAucklandgpfree2006/07

82.776.079.3allallCRAucklandgp_visit2006/07

64.856.660.7allallCRAucklandhealthy2006/07

10.76.68.7allallCRAucklandhichole2006/07

11.47.99.7allallCRAucklandhiblood2006/07

60.652.456.5allallCRAucklandobeseoverw2006/07

38.531.635.1allallCRAucklandoverweight2006/07

24.718.221.4allallCRAucklandobese2006/07

21.315.218.2allallCRAucklandsedentary2006/07

45.035.640.3allallCRAucklandactive2006/07

65.558.161.8allallCRAucklandfruit2006/07

60.651.656.1allallCRAucklandveges2006/07

20.614.217.4allallCRAucklandadult_drinker2006/07

3.11.42.1allallCRAucklandosteo2006/07

13.58.711.1allallCRAucklandarthritis2006/07

3.51.22.1allallCRAucklandstroke2006/07

6.33.44.9allallCRAucklanddiabetes2006/07

upperlowerrateethnicsextypedhbnamevarnameyear

 
 
 



11.3    Cost Demographic Relationship - Presentation



















Conclusions / effect of age

• Age standardised CW utilisation in ADHB is not increasing, the 
population is

• There were no major changes in age specific hospital ‘CW’
utilisations per discharge

• There were no major changes in the age specific hospital ‘Bed 
Days’ utilisation per discharge

• The expected growth in ADHB population ‘Year 2008’ vs. ‘Year 
2016’ is 13%.  However, the expected growth in hospital utilisation 
is 17.5%

• Seventy five percent of expected growth that in hospital utilisation, 
could be explained by the simple increase in ADHB population 
number. Only 25% of the growth is attributable to an aging 
population 

•

 
 

Conclusions / end of life

• The maximum ‘CW’ utilisation at the ‘Year before death’
occurred mainly in the younger age groups.  However, in 
groups over 30 years of age, utilisation rates plateau  

• It is clear, when comparing those who died and those 
who didn’t die, utilisation ‘CW’ gap diminished with age

• People consume nearly eight times ‘CW’ in the ‘Last 
year’ of their lives compared to the previous five years of 
life.

• If we know which year of our life is the ‘Last 
year’………..What can we do about it?
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