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1. Trustees Report

Trustees take pleasure in presenting the Annual Report and Financial  
Statements for the year ended 30th June 2011.

The West Coast Primary Health Organisation (PHO) is a not-
for-profit charitable Trust which is funded through a variety of 
contracts by the West Coast District Health Board.

The PHO is funded for a range of primary health care services 
to residents enrolled with a West Coast medical centre. These 
services include not only first line services to restore people’s 
health when unwell but a number of targeted programmes to 
improve access to health services and for the maintenance of 
good health. 

Trustees represent community, iwi and provider interests in the 
decision-making of the West Coast PHO. The Chief Executive’s 
report highlights the progress and gains in a number of services 
consistent with our various contractual obligations.

Besides our relationship with practices and various partners in 
our programme our principal relationship continues to be with 
the West Coast District Health Board (WCDHB). Last year’s An-
nual Report noted that the West Coast PHO and the West Coast 
DHB jointly prepared and agreed to “Business Case - Better, 
Sooner, More Convenient Primary Health Care”. That busi-
ness case expressed a commitment by both organisations to a 
clinically and financially sustainable and enduring service model 
for the Coast, by integration of a number of services: general 
practice, community nursing, needs assessments services and 
allied health. Implementation is now underway, albeit a little be-
hind schedule on account of the time it has taken to establish 
and focus the various service improvement teams.

The West Coast PHO’s Clinical Governance Committee is an 
advisory committee to the board. Its role is to assist the Board 
by providing advice on:

•	 the clinical components of all programmes, services and 
interventions undertaken or contracted by the PHO; 

•	 professional development for PHO contracted providers; 

•	 workforce arrangements necessary for clinical programmes 
to meet specified outcomes.

The Board is appreciative of the work done by the Clinical Gov-
ernance Committee and, in particular, its Chair, Dr Greville 
Wood. 

During the year we said goodbye to the PHO’s then Clinical Ad-
visor Dr Jocelyn Tracey. Dr Tracey made an energetic and much 
respected contribution to the work of the PHO and its various 
programmes.

The West Coast PHO concluded the year with a deficit of 
$222,688 which has been funded from reserves. 

As Chair I am grateful to the Board of Trustees for their contri-
bution to the West Coast PHO which continues to function in a 
dedicated and effective manner. 
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The attendance of Trustees at Board meetings is as follows:

John Ayling (Chair)	 6

Helena Evers	 3	 Resigned 05/04/2011

Tony Coll	 5

John Boyes	 6

Maureen Pugh	 5

Anna Dyzel	 6

Rosalie Sampson	 6

Tamai Sinclair	 3	 Term completed 20/03/2011

Tim Rochford 	 2

Richard Wallace	 2

Francois Tumahai	 2	 Term started 28/04/2011

Toni Caldwell	 2	 Appointed 28/04/2011

The PHO continues to be well served by PHOcus on Health
to provide management and professional advice on clinical ser-
vices. Finally, acknowledgement needs to be made of the sig-
nificant contribution made by staff of the PHO; they are a great 
team as attested by the results that appear in this report.

The PHO is reliant on many individuals and groups within the 
health sector. Without their continued support our efforts in 
achieving the results we are reporting would not be possible. 
We record our thanks to them for this commitment.

For and on behalf of the West Coast PHO Board of Trustees.

John Ayling
Chair

The PHO is reliant on many individuals and groups within the 
health sector. Without their continued support our efforts in 
achieving the results we are reporting would not be possible. 
We record our thanks to them for this commitment.
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2. Management Report

The West Coast Primary Health Organisation works in two principal ways:

•	 it provides funds to, and otherwise supports, the provision 
of primary health care, primarily through the region’s medi-
cal centres (or general practices), and

•	 it directly provides some primary health care services itself, 
again in ways that work in with, and support, the efforts of 
the general practice teams.

Its money is spent in the following areas and proportions:

On average, the PHO had 30,910 patients enrolled via the medi-
cal centres up and down the West Coast, compared with 30,456 
the previous year, and compared with a Statistics Department 
resident population provisional estimate of 32,700 as at 30th 
June 2010. This average level of enrolment represents 94.5% of 
the estimated resident population as at 30th June 2010.

All general practices on the West Coast, from Karamea to the 
Haast, are contracted to the PHO and all practices remain Very 
Low Cost Access (VLCA) practices, which means on-going low-
er medical and pharmaceutical costs to the community ($17 per 
adult cf $35-50 in those parts of the country not signed up to 
VLCA).

The following table shows the patient co-payment for a stand-
ard visit to a medical centre within normal office hours during 
the 2010-11 financial year:

Clinical services; 
$749,365 ; 9%

   
 

   

Workforce & rural 
support;  $923,692 ; 11%

Administra�on; 
$721,725 ; 8% BSMC implementa�on; 

$239,522 ; 3%

Pa�ent Care subsidies
$5,220,044; 60%

Mental Health; $481, 561; 6%

Keeping people healthy;
$228,262; 3%

WCPHO Expenditure 2010-11
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Under six $ 0.00

6 to 17 yrs $ 11.50

Adults $ 17.00

The PHO subsidised 130,923 visits by enrolled patients to its 
contracted medical centres during the year. This was up 7% 
from 122,254 visits during the previous twelve months and 
119,933 visits during the twelve months prior to that. 

This represents an average of 4.2 visits during the year for each 
enrolled patient in the PHO. The average subsidy for each en-
rolled patient was therefore $186.43 (incl. GST) during the year. 
The average subsidy per patient visit was $44.02 (incl. GST). 

Last year the PHO responded to an opportunity to submit to the 
Ministry of Health (MoH) an Expression of Interest in providing 
‘better, sooner, more convenient primary health care’. This in 
turn led to the writing of a detailed plan (or business case) to 
improve the long-standing and seemingly intractable problems 
within primary care on the West Coast, namely:

•	 shortage of permanent GPs and difficulty recruiting and 
retaining;

•	 continuing financial losses (principally in publicly owned 
practices);

•	 patients waiting too long for routine appointments.

The proposed solutions were signed off by the DHB and the 
MoH. An ‘alliance agreement’ was the stipulated contractual 
device for implementing the solutions as outlined in the ‘busi-
ness case’. An alliance leadership team is in place and plans are 
being drawn up for an Integrated Family Health Centre (IFHC) 
in Westport. There is increasingly close cooperation between 
West Coast and Canterbury DHBs. The three core problems that 
prompted the development of the business case still persist. 

In term of its own operations, the PHO’s long term conditions 
programme continues to successfully enrol people in need of 
additional, planned, proactive support to better manage their 
condition. And the supporting Green Prescription exercise pro-
gramme continues to help more West Coasters become physi-
cally active.

Finally, I’d like to record my thanks to all the hard working and 
imaginative staff of the PHO, to the Trustees, to the general 
practice teams and to other colleagues throughout the West 
Coast health system.

Anthony Cooke
Chief Executive

The PHO’s long term conditions programme continues to 
successfully enrol people in need of additional, planned, 
proactive support to better manage their condition.
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Aim
To improve access to primary health care services by reducing 
the cost that patients pay each time they visit their medical cen-
tre.

Target group
All people enrolled in the PHO.

Key activities
•	 To pass on the funding for “first level services” to contract-

ed practices, so that patients do not have to pay the full 
cost of their visits to the general practice.

Progress in 2010-2011
During the course of the year all general practices remained 
Very Low Cost Access (VLCA), which maintained the lower per-
visit payments patients had to make.

Cost of co-payment during 2010-11

Under 6 yrs $0

6 to 17 yrs $11.50

Adult $17.00
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Outcomes measured
On average, the PHO had 30,910 patients enrolled during the fi-
nancial year. The number of enrolled patients increased slightly 
from 30,719 during the first quarter (Jul-Sep 10) to 31,027 during 
the last quarter (Apr-Jun 11).

The PHO subsidised 130,923 visits by enrolled patients to its 
contracted medical centres during the year. This was up from 
122,254 visits during the previous twelve months (a 7% in-
crease), and from 119,933 the year before that. 

This represents an average of 4.2 visits for each enrolled patient 
in the PHO. The average subsidy for each enrolled patient was 
therefore $186.43 (incl. GST) during the year. The average sub-
sidy per patient visit was $44.02 (incl. GST). 

Expenditure
$5,038,329 (cf. $4,790,258 and $4,506,811 in each of the two 
previous years).

3. Subsidising Routine Access to Primary Care
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3.1 Access for Maori
Over the past 22 quarters, enrolments in the PHO by Maori and 
Pacific Island people have grown 44%, while those by people of 
all other ethnicities have grown 14%.
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Maori and Pacific people still tend to visit the doctor less of-
ten than non-Maori and non-Pacific people, though this may be 
partially explained by the typically younger age profile of Maori 
and Pacific peoples.
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Why the PHO does what it does
The Western world faces an epidemic of long term conditions, 
including diseases such as diabetes and cardiovascular disease. 
To our communities the inexorable increase in these diseases 
may seem out of control and inexplicable.

To those of us who work in the health arena, however, while 
the rising epidemic of chronic disease might be uncontrolled, 
it is entirely explicable. It is the result of living in the hostile 
obeso-genic environment that is modern, sedentary, Western, 
civilised life.

Chronic conditions arise in the Western world because of too 
high energy intake (diets containing too much fat, salt and sug-
ar) combined with too low energy outputs (sedentary lifestyles, 
cars instead of walking, remote controls, jobs sitting at desks 
and computers).

The PHO is committed to working with our communities to 
communicate how individuals, families, communities, our soci-
ety and our nation can comprehend and respond to this chronic 
conditions challenge we face.

Our strategy has four elements to it:
1.	 promoting healthy lifestyles (more fresh fruit and vegeta-

bles, more physical activity, less fat, salt and sugar, stop 
smoking) to the entire community (see section 4);

2.	 screening certain groups within our community we know 
are in danger of developing chronic conditions - basically 
this is every woman over 55, every man over 45, and for 
Maori it’s ten years younger than that - every Maori woman 
over 45 and every Maori man over 35 (see section 5.1);

3.	 working with those identified through that screening pro-
cess as being at high risk (defined as >15% likelihood) of 
a heart attack or stroke within the next five years to reduce 
their level of risk (see section 5.2);

4.	 working with those identified as actually having one of the 
chronic diseases (diabetes, cardiovascular disease, chronic 
obstructive pulmonary disease etc) to support them to 
live well with their conditions, and reduce complications  
(see 5.3 – 5.5).
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•	 Encouraging people to become independent with their 
own physical activity and to access local activity providers 
such as walking groups, swimming pool facilities, gyms, 
bowling club, etc.

•	 Active Living Youth Programme for youth 13 to 18 years of 
age, focusing on improved nutrition and increased levels 
of physical activity, targeting at-risk and overweight/obese 
youth.

Progress 2010-2011
•	 Green Prescription in Westport is well established since 

commencing in September 2010, exceeding the expected 
referrals for the year;

•	 Active Youth programme progressing well since com-
mencement in April 2010, numbers are relatively small but 
the benefits to this group of at-risk youth are enormous;

•	 Green Prescription Grey/Westland referrals also exceeded 
the targets expected for the year.

Outcomes achieved
•	 349 referrals were received in the 2010/11 year for Grey/

Westland; 12% were for Maori, exceeding the 10% target. 

4. Keeping People Healthy
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Green Prescription Clients - Grey/Westland

4.1 Green Prescription 
Aim
To improve health outcomes and quality of life for West Coast-
ers by supporting and empowering them to exercise regularly 
as an integral part of their lives.

Target groups
West Coasters who are inactive or at risk of developing diabetes 
and/or cardiovascular disease:

•	 18 years of age or over – Adult Programme;

•	 13 to 18 years – Active Living Youth Programme, as identi-
fied by general practices.

Key activities 
•	 Providing individual exercise programmes to enable peo-

ple to exercise at home, achieved by an initial face-to-face 
visit and then supported by telephone follow-up over a 
four month period.

•	 Individual or group exercise sessions at the PHO to famil-
iarise people with gym equipment and for meeting other 
Green Prescription patients.

•	 Community-based ‘active you’ group programme of 8-10 
weeks, aimed at getting people familiar with their commu-
nity activity providers.

Expenditure
The PHO spent $270,366 on the various ‘Keeping People 
Healthy’ programmes.
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•	 120 referrals were received in the 2010/11 year for Buller, 
8% were for Maori.

•	 The following graph shows the number of Green 
Prescription youth enrolled since the programme began:
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4.2 Breastfeeding Support
Aim
To improve breastfeeding rates and create a supportive breast-
feeding environment on the West Coast.

Target group
Childbearing women and their families/whanau, particularly 
those in high deprivation and rural areas, young and Maori 
women, and health professionals.

Key activities 
•	 peer counsellor (Mum4Mums) training and support;

•	 lactation consultancy;

•	 breastfeeding education sessions;

•	 networking and collaboration with the DHB, primary health 
sector and community;  

•	 promotional activities and advocacy.

Progress and outcomes 2010-11
•	 The West Coast breastfeeding rates are far exceeding the 

national targets at 6 weeks: 81% for Maori and 72% overall 
compared to  the national target of 74%, and at 6 months, 
32% for Maori and 39% overall compared to the national 
target of 27%.

Lactation consultancy:
•	 116 new clients (67 decile 8-10; 49 rural);

•	 Of the 354 contacts this year, 16% were with Maori mums.
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Peer support:
•	 26 women were referred by lactation consultants to peer 

support counsellors, plus many referrals from midwives;

•	 regular support and continuing education meetings in 
Hokitika, Greymouth, Franz Josef, Reefton, Westport and 
Granity;

•	 regular Mum4Mum involvement with ante-natal breast-
feeding classes;

•	 peer support counsellor training programmes in Franz Jo-
sef, Hokitika, Granity and Cobden with 31 graduate Mum-
4Mums trained, 16% were Maori.
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Breastfeeding education sessions:
•	 breastfeeding sessions held at ante-natal classes ( West-

port 4, Fox Glacier 1, Franz Josef 1, Hokitika 1, Greymouth 
4 );

•	 education sessions held for medical centre and social ser-
vice agency staff;

•	 regular education sessions with midwives and ward staff.

Networking, promotion and advocacy:
•	 active involvement with many agencies and individuals 

in the health sector and the wider community, including 
Maori;

•	 promotion of World Breastfeeding week within the com-
munity and practices across the West Coast.

Lactation Consultancy Contacts

Mum4Mum Graduates
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4.3 Health Promotion Community Activity
Aim
To build health promotion capability, particularly in relation to 
advancing the Primary Health Care Strategy, and to implement 
collaborative projects.

Target group
The West Coast community, West Coast DHB, Community & 
Public Health, NGOs, PHO staff and providers.

Key activities and outcomes 2010-2011
Men’s Health Awareness: 
•	 2 forum style presentations with guest speakers were held 

at Marist Rugby Club Greymouth (35 men attended)and 
Westland Milk Products Hokitika (50 men attended). 

•	 Two men’s wellness clinics were held at Westland Medi-
cal Centre and Rural Academic General Practice where 
men were invited to come and have their cardiovascular 
risk assessments done. 19 Maori men attended the Rural 
Academic General Practice clinic and 14 men the Hokitika 
clinic. 50 men attended the Pike River Mine ‘eating well for 
shift workers’ presentations.

Smokefree May: 
•	 all practices and pharmacies across the West Coast par-

ticipated with large promotional displays throughout May. 

•	 the launch of the new preventing smoking during pregnan-
cy banners in workplaces, practices and pharmacies.

Diabetes Awareness week: 
•	 this week was promoted throughout the practices and 

pharmacies with the ‘sweet as’ theme. Promotion of the 
‘staying well with type 2 diabetes’ courses in newspapers 
across the West Coast and on the PHO website.

Heart Week: 
•	 An extensive campaign was undertaken to try and increase 

the uptake of West Coasters having their 5 year cardiovas-
cular risk assessment done. ‘Are you at risk of heart attack 
or stroke’ was the theme for promotional displays in prac-
tices, pharmacies and businesses in all districts with radio 
and newspaper advertising.

Influenza Vaccination Promotion: 
•	 ‘Rusty’ the PHO health promotion dog promoted the in-

fluenza vaccine at the supermarket tours in Westport, 
Greymouth and Hokitika, with 380 people contacted dur-
ing these visits. The majority of practices held dedicated 
’flu’ clinics beginning in March and two community clinics 
were held in Greymouth at a local church with 46 free flu 
vaccines given to eligible people.

Bowel Cancer Awareness Poster Campaign: 
•	 This innovative and eye catching promotion saw over 800 

bowel screening promotional posters strategically placed 
in toilets of participating businesses, practices, pharma-
cies, the DHB and NGOs across the entire West Coast. The 
underlying message was: ‘don’t ignore your symptoms’.

Other community collaborative health promotion initiatives: 

•	 included ‘children’s day’ Hokitika, Daffodil Day, ‘walk to 
work day’, world breastfeeding week, cervical screening 
month and ‘bikewise month’.

Healthy Lifestyle Ambassador Awards:
•	 were presented to individuals in Westland, Grey and Buller 

districts.
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5.1 Screening for Cardiovascular Disease and Diabetes
Aim
To identify individuals at high risk of a cardiovascular event 
(heart attack, stroke or angina) or diabetes, with a view to pro-
viding appropriate patient management and support to de-
crease their risk.

Target group
All individuals recommended for screening by the National As-
sessment and Management of Cardiovascular Risk Guideline, 
with particular emphasis on high needs groups including Maori 
and Pacific.

Key activities 
•	 To screen all eligible individuals for cardiovascular risk and 

diabetes over a five year cycle.

•	 To identify individuals who are at greater than 15% risk of 
having a heart event over the next five years, or with diabe-
tes or prediabetes.

•	 To increase physical activity; to decrease smoking, blood 
pressure, lipid levels and body mass index (BMI), and 
hence overall cardiovascular risk in these individuals.

•	 To decrease inequalities in treatment and in outcomes be-
tween high needs groups and the rest of the population 
at risk.

Progress 2010-2011
•	 Practice nurses and General Practitioners are routinely pro-

viding cardiovascular risk screening with emphasis on high 
needs groups, including Maori and Pacific. 

•	 All identified current smokers are given brief advice to stop 
smoking, with many referred to smoking cessation ser-
vices.

Outcomes achieved
•	 1,546 screens were completed in the 2010/11 year. Risk as-

sessments include all initial screens, immediate follow-ups 
for identified high risk individuals, and annual risk assess-
ment reviews.

•	 60% of the 2,013 target of eligible population have now 
been screened.

•	 During the year 6% of all risk assessments completed were 
for Maori.

•	 81% of those screened were not smoking.

•	 The condition most commonly identified during the car-
diovascular risk assessment process was metabolic syn-
drome.

Expenditure
$23,083
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5. Clinical Programmes and Services
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5.2 Treatment for those identified with High Cardiovascular  
     Risk
Aim
To reduce the 5-year cardiovascular risk to less than 15% for 
those identified individuals.

Target group
Individuals identified as having greater than 15% risk of develop-
ing cardiovascular disease.

Key activities 
•	 to ensure that these individuals are on the most appropri-

ate treatment regimes;

•	 to link these individuals with lifestyle support programmes 
provided by other community groups and primary care pro-
viders;

•	 to ensure that individuals identified with high risk have an 
annual assessment of their risk level.

•	 All identified smokers are given brief advice and support 
to quit;

•	 Lifestyle interventions are recommended: diet, physical 
activity, and advice on weight management; and referrals 
made to relevant primary care providers;

•	 optimal pharmacological treatment is commenced;

•	 regular follow-up monitoring of cardiovascular risk.

Progress 2010-2011
•	 Of the 1,546 screens conducted (see previous section), 361 

individuals (23%) were identified as having 15% or greater 
risk of a CV event.

•	 Planning for a study day for clinicians regarding the clinical 
management of people with identified cardiovascular risk 
15% or greater.

•	 Many people with high risk are referred to Green Prescrip-
tion to help them become more active.

Outcomes achieved
•	 The following graph shows the % of high risk patients fol-

lowed up for one year who are on a preventative medica-
tion:

0%

10%

20%

30%

40%

50%

60%

70%

% on sta�n % on beta blocker % on ACE inhibitor % on Aspirin

2008-09

2009-10

2010-11

Percentage High Risk Patients (> 15%) on  
Relevant Medications



Annual Report 2010–11 

15

5.3 Long Term Conditions (LTC) programme
Aim
To improve health outcomes, and self-management, and re-
duce inequalities for people living with a long term condition 
(chronic disease).

Target group
All patients with cardiovascular disease, diabetes, chronic ob-
structive pulmonary disease or a combination of these.

Key activities 
•	 The Long Term Conditions (LTC) programme is now well 

established within all of the general practice teams on the 
West Coast and is part of the process of ‘planned care’ with 
the following aims:

•	 to stratify individuals into one of three levels of care de-
pending on the complexity of their health problem and abil-
ity to self-manage their condition;

•	 to provide an in-depth annual review for each condition 
and a package of care based on level of need;

•	 to provide a jointly developed care plan called ‘My Shared 
Health Record’ for each patient;

•	 to refer patients to other PHO or community support pro-
grammes as required.

Progress 2010-2011
•	 Establishment and integration of the Health Navigator ser-

vice into practices to support the LTC programme, with the 
aim of supporting patients with complex social issues that 
are affecting their ability to access health care and social 
support services.

•	 Integration of a PHO Kaiawhina into practices to support 
the LTC programme in the Grey district.

•	 Upgrade of information technology utilised to support the 
programme.

Outcomes achieved
•	 Enrolments have been increasing. In total, 1639 enrol-

ments have been made into the LTC programme to date: 
level one, 1230; level two, 370; level three, 39.

•	 Maori make up approximately 5% of the 45 years + age 
range (the age group predominantly enrolled in the LTC 
programme), compared with 6% Maori enrolled in the LTC 
for the 2010/11 period. Other ethnicities make up approxi-
mately 95% of the 45 years + age range, compared to 94% 
enrolled in the LTC  for the 2010/11 period.

The following graph shows the number of individuals enrolled 
since the programme began:

Source of funding
Services provided as part of the LTC programmes are funded 
by Care Plus, Diabetes Annual Review and Services to Improve 
Access funding streams.

Expenditure
$185,600
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Aim
To enhance the management of cardiovascular disease (CVD), 
with particular emphasis on helping high needs patients (Mao-
ri, Pacific, and socio-economic deprivation decile 9 and 10).

Target group
All patients with established cardiovascular disease. This group 
encompasses the following diagnoses: angina, myocardial in-
farction, peripheral vascular disease, post revascularisation, is-
chaemic stroke or transient ischaemic attacks.

Key activities 
•	 to identify all patients with cardiovascular disease (CVD);

•	 to provide an annual review for all enrolled patients with 
established CVD;

•	 to reduce inequalities in treatment and health outcomes 
between high needs groups and the rest of the population 
with CVD;

•	 to ensure that these patients are receiving the most appro-
priate treatment regimes;

•	 to support these patients to self-manage their condition 
more effectively by providing opportunities for collabora-
tive care planning and goal setting;

•	 to link patients with lifestyle programmes that can support 
them to make any required behavioural changes; either 
PHO based, provided by primary or secondary health care, 
or provided in the wider community.

Progress 2010-2011
•	 CVD annual reviews are a routine aspect of planned care 

as part of the Long Term Conditions programme. Patients 
are receiving individualised care based upon their clinical 
needs as well as their ability to self-manage their condition.

•	 Close linkages have been established with the Cardiac 
Nurse Specialists to further support people with CVD.

•	 All identified smokers are offered brief advice and support 
to quit.

Outcomes achieved
•	 900 reviews were completed in the 2010/11 year compared 

to 637 for the 2009/10 year.  According to the PHO Per-
formance Programme (PPP) the estimated number of the 
people with cardiovascular disease for the total population 
is 935.
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•	 Myocardial infarction and angina made up 66% of all con-
ditions identified as part of the clinical history of those hav-
ing a cardiovascular annual review.

•	 The following graph shows the percentage of people re-
viewed, on preventative medication over the last three 
years:

•	 The following graph shows the percentages of people re-
viewed who are smokers and nonsmokers. Of those re-
viewed 81% were not smoking:

Expenditure
Included in $185,600 of LTC expenditure
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5.3.2 Diabetes Annual Reviews
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Aim
To improve health outcomes, self-management and quality of 
life for all people with diabetes.

Target group
All patients with diabetes.

Key activities 
•	 to provide an annual review for people with diabetes;

•	 to review both clinical management and self-management 
of the patient’s condition;

•	 to organise retinal screening clinics on the West Coast for 
people with diabetes;

•	 to assist individuals living with diabetes and their family/
whanau to achieve better self-management of their condi-
tion;

•	 to support practices to ensure that as many patients as 
possible benefit from this programme, through regular re-
ports to practices on the reviews and on health outcomes 
for patients;

•	 to review and address inequalities in delivery outcomes.

Progress 2010-2011
•	 Diabetes annual reviews are a routine aspect of planned 

care as part of the Long Term Conditions programme. 

•	 Retinal screening clinics are held every quarter in the main 
centres and peripheral clinics in the more rural areas as 
needed.

•	 Practices receive quarterly reports on annual review activity.

•	 All identified smokers are offered brief advice and support 
to quit.

•	 A Type 2 Diabetes Education workshop was held, with 15 
nurses attending.

Outcomes achieved
•	 The target of up-to-date retinal screening for 85% of pa-

tients was nearly met, with 81% of patients being screened 
within the last two years.

•	 11% of patients having their diabetic review were identified 
as current smokers.

•	 831 annual diabetes reviews were completed this year (9% 
of which were for Maori).

•	 831 reviews represents 66% of those who have been diag-
nosed with diabetes (cf. target of 65%).

The following graph shows the number of annual reviews com-
pleted; the number of people diagnosed as having diabetes; and 
the estimated diabetes prevalence, over the last 2 and a half 
years:
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This final graph compares the clinical outcomes for reviews 
over the last three years (it should be noted that the compari-
son of % cholesterol <4 began January 1st 2010; prior to this the 
measurements were % cholesterol <5:

 
 
 
 

Diabetes Self-Management Education Courses
It is well established that people living with diabetes provide 
most of their own care. As part of the Long Term Conditions 
Management programme, the diabetes self-management 
course aims to enable people with diabetes to self-manage their 
condition.

The diabetes self-management course underwent some chang-
es over the last year and is now called ‘Living Well with Type 2 
Diabetes’. The course is provided by the PHO over a four week 
period. This course is still designed to improve individual (and 
family/whanau) knowledge, self-care skills and self-confidence 
whilst living with Type 2 diabetes. Courses were held in Grey-
mouth (2), and Westport (1), with a total of 13 people attending 
overall. Plans are underway to modify how these courses can be 
run due to the low attendance rates over the past year.

Expenditure 
Diabetes Annual Reviews included in $185,600 of LTC expendi-
ture. An additional $56,380 was spent on retinal screening.
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5.3.3 Chronic Respiratory Disease: COPD Annual Reviews

Aim
To improve the quality of life and encourage self-management 
skills of people living with Chronic Obstructive Pulmonary Dis-
ease (COPD).

Target group
All patients with COPD.

Key activities 
•	 to provide an annual review for all patients with COPD;

•	 to review both clinical and self-management of the pa-
tient’s condition;

•	 to provide all COPD patients with an action plan to man-
age exacerbations;

•	 to support these patients to self-manage their condition 
more effectively by providing opportunities for collabora-
tive care planning and goal setting;

•	 to link patients with other supports, services or pro-
grammes that can help them manage their condition – ei-
ther PHO based or provided by primary health care, sec-
ondary health care or in the wider community.

Progress 2010-2011
•	 COPD annual reviews are a routine aspect of planned care 

as part of the Long Term Conditions programme.

•	 Practices receive quarterly reports on annual review activity;

•	 All identified smokers are offered brief advice and support 
to quit.

Outcomes achieved
•	 211 annual reviews were completed in the 2010-2011 year. 

The expected prevalence for Maori (according to 2006/07 
New Zealand Health Survey data) with COPD is 88 and for 
Other ethnicity 870 on the West Coast.

•	 of those reviewed, 75% had a flu vaccination recall made, 
and 83% have been given a COPD management plan. 

•	 5% screened were Maori compared with expected preva-
lence of 9%, and 95% Other ethnicities compared with ex-
pected prevalence of 91%.

•	 The following graph shows the enrolments by ethnicity 
since the programme began in March 2009:

•	 The following graph shows the number of people not 
smoking and who have had their flu vaccination recall at 
the time of their annual review:

•	 The average COPD admission rate per patient was 0.22 per 
year compared with 0.49 last year.

•	 The average COPD exacerbation was 1.3 per patient this 
year compared with 1.4 last year.

•	 The following graph shows the admission rates and exac-
erbations by quarter:
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5.4 Smoking Cessation
Aim
To reduce tobacco smoking through increased availability and 
choice of smoking cessation services in the community.

Target group
All smokers on the West Coast, in particular high needs groups.

Key activities 
•	 Coast Quit smoking cessation programme is well estab-

lished and is provided by trained nurses, GPs, rural nurse 
specialists, pharmacists and pharmacy staff across the 
West Coast.

•	 All practices are working towards the Ministry of Health 
Tobacco Health Target of “90 percent of enrolled patients 
who smoke and are seen in General Practice, will be pro-
vided with advice and help to quit by July 2012“.

•	 Recording of a patient’s smoking status is routine at all 
practices and rural clinics.

Progress 2010-2011
•	 This year has seen a record number of enrolments to the 

PHO smoking cessation programme. 250 places were 
available on Coast Quit for the 2010-2011 year, enrolments 
were double this.

•	 All PHO programmes are linked into this smoking ces-
sation programme, so anyone identified as smoking and 
ready to quit can be offered this service or another alterna-
tive of their choice.

•	 Two Motivational Interviewing training days were held this 
year with, 35 attendees.

•	 Two Coast Quit smoking cessation and one advanced 
training day were held this year, with 40 attendees.

Outcomes achieved
•	 65% of the eligible West Coast population have had their 

smoking status recorded;

•	 510 enrolments in the programme: 89% enrolled with a 
practice or rural clinic, 11% with a local pharmacy;

•	 Of the 510 enrolments, 7% were Maori.

•	 The following graph shows the quit rates after three months 
of enrolling in the Coast Quit programme:

•	 As more people attempt to stop smoking, the rate of suc-
cessful quitting has declined. However, a quit rate of 1 in 5 
is regarded as acceptable. It is also well known that indi-
viduals may make several attempts at quitting before they 
succeed.

Funding
Revenue received for smoking cessation was $20,000. Expendi-
ture was $42,719 to meet demand. The PHO contributed the 
additional $22,719 from its reserved funds.
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Aim
To assist high needs patients with LTCs, including cancer, to ac-
cess timely and  appropriate social and health services.

Target group
Long Term Conditions (LTC) Management patients in Level 2 
and 3 and cancer patients with complex social issues that are 
affecting their ability to access health care and social support 
services.

This will include patients with cancer, diabetes, COPD, CVD in 
the first instance.

Key activities 
•	 to provide additional support for LTC patients and their 

whanau with complex social needs;

•	 to improve access to health care for these patients;

•	 to support the medical centres in caring for these patients;

•	 to improve access to social support services for these pa-
tients;

•	 to improve health outcomes;

•	 to enhance their health literacy and ability to self-care;

•	 to decrease unplanned ED visits and hospital admissions.

Progress 2010-2011
•	 On the completion of the 3 year Cancer Navigator pilot 

project in June 2010 which was funded by the Ministry of 
Health, the scope of the Navigators broadened to include 
LTC. The Navigators have targeted their support to those 
enrolled Level 3 patients and those Level 2 patients where 
navigation would be of greater benefit to health outcomes, 
including those with cancer.

•	 An evaluation of the revised service has taken place and its 
findings support the continuation of this service. 
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Outcome achieved
The graphs below illustrate the growth in the service since the 1 
July 2010 revamp of the programme to include LTCs:

5.5 Health Navigator Service
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Aim
To provide free acute care and general check-ups for high needs 
clients of the Corrections Service, many of whom do not have a 
general practitioner.

Target group
Clients of the Corrections Service.

Key activities 
•	 Probation officers and community workers give vouchers 

that entitle high needs clients to free general practice care 
and prescriptions.

 
 

Progress 2010-2011
•	 Utilisation of this programme was very similar to last year.

•	 This programme continues to benefit a very small number 
of high needs individuals.

Outcomes achieved
•	 16% were for Maori and 7% Pacific;

•	 45 contacts were made at medical centres this year, as 
shown in the graph below:

5.6 Health Checks for Clients of the Corrections Department
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Aim
To reduce pregnancy rates in the under 22 year age group and 
improve access to sexual health services.

Target group
Young people under 22 years of age requiring contraception and 
sexual health services (under 25 years for Franz Josef and Fox 
Glacier only).

Key activities 
•	 to remove financial and social barriers to accessing con-

traception and primary sexual health services for young 
people, particularly those at risk of ill health, injury and un-
wanted pregnancy;

•	 to ensure a wide range of access points to this service via 
provision at all practices and rural health clinics;

•	 ensuring the service is accessible and acceptable to young 
Maori; 

•	 to work actively with other providers of sexual health ser-
vices, such as Rata Te Awhina Trust and the DHB, as well 
as the community, to improve the reproductive and sexual 
health of young Maori.
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5.7 Contraception and Sexual Health

Progress 2010-2011
•	 This programme is well embedded in all primary practices 

and rural clinics as evidenced by the continued increase in 
activity over time.

Outcomes achieved
•	 The number of individual visits to practices this year in-

creased by 96; 16% of visits were made by young Maori.

•	 The graph below shows the trend of increasing visits to 
practices over time:

Expenditure
$25,640
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5.8 Palliative Care
Aim
To reduce financial barriers for patients and their whanau receiv-
ing general practice care in the terminal stages of their illness.

Target group
Patients with terminal illness.

Key activities 
•	 funding of terminal care clinics and home visits.

Progress 2010-2011
•	 This programme continues to cover the costs of visits to 

the general practice, home visits, virtual visits made on be-
half of patients by palliative nurse specialists, and some 
part charges for medication used in a palliative setting for 
enrolled palliative care patients.
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Expenditure
 $14,175
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5.9 Mental Health 
Aim
To support West Coast General Practice Teams (GPTs) to im-
prove health outcomes and quality of life for people with mental 
health needs.

Target group
Enrolled patients of West Coast practices, 14 years of age and 
over, with mild to moderate mental health concerns.

Key activities 
•	 Triaging of requests from GPTs and, in the case of young 

people, school counsellors and relevant social agencies. 
Assessments completed as appropriate.

•	 Provision of up to 6 fully-funded Brief Intervention Coun-
selling (BIC) sessions (or up to ten sessions with young 
people) for those identified as meeting criteria.

•	 Facilitation of Extended Consultations by GPs and PNs 
with enrolled patients who have mental health issues.

•	 Education and assistance to GPTs in relation to mental 
health issues.

•	 Provision of workshops for primary health practitioners 
and other groups.

Progress 2010-2011
•	 A number of tragic events involved the team in various 

ways: September 2010 - the crash of a plane in Fox Glacier 
resulting in 9 deaths; November 2010 - the explosion at 
Pike River Mine with 29 deaths; February 2011 - an earth-
quake in Christchurch which caused 181 deaths, this quake 
being one of four which created considerable destruction 
in Canterbury.

•	 The Christchurch earthquake impacted in two ways: 
Christchurch residents who fled to the West Coast and 
were in need of support and counselling received services 
from the team (eligibility rules were temporarily relaxed), 
and West Coast residents affected by their close connec-
tions to people in Canterbury also received services.

•	 Assistance was given to the team by Canterbury DHB 
which provided personnel on a short-term basis, with ad-
ditional funding being obtained from WCDHB to provide 
extra counselling capacity for six months.

•	 A registered Social Worker, joined the team in July 2010 
to provide BIC to adults and young people; a Clinical Psy-
chologist, joined the team initially to provide additional 
resources for Pike River support January-June 2011, and 
from May 2011 has been providing primary mental health 
services in South Westland.

•	 The mental health promotion tool, the ‘cube’, has proved 
extremely popular with people completing their BIC ses-
sions, being a tangible reminder of some of the new skills 
they learned.

•	 The annual visit by the team to the practices took place in 
October-November 2010, this one being called ‘the 2010 
Rocky Roadshow - Going Bananas’. It continues to be a 
valuable occasion for two-way dialogue about the support 
the team can provide to practices in relation to their pa-
tients with mental health issues.

•	 There were many occasions to progress collaborative rela-
tionships with NGOs, e.g. Homebuilders, Richmond Activ-
ity Centre, PACT, Focus Trust, Warmline, as well as con-
tinuing to work with Community Mental Health teams to 
provide a more integrated and seamless service for people 
on the West Coast with mental health issues.

•	 After the resignation of a BIC counsellor in May 2011, three 
local Coast counsellors were temporarily contracted to the 
PHO and each provided counselling for four clients.

•	 Three team members received training as part of a national 
roll out of e-therapy provision for primary health practition-
ers using the evidence-based ‘Beating the Blues’, an online 
programme for mild to moderate depression.

•	 Team members continued to participate in training and 
other educational opportunities as well as receiving on-go-
ing supervision in what has proved to be a challenging year.
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Outcomes achieved
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Patient Outcomes (change in GHQ scores)

The instrument used to obtain evaluation measures is the Gen-
eral Health Questionnaire (GHQ12). The scoring is on a scale 0 
t0 36, the higher the number, the greater the psychological dis-
tress. The GHQ is completed 3 times by people; before entering 
BIC, at the last counselling session, and at the follow-up ses-
sion held at least six months after the last session. The Patient 
outcomes graph shows the data, indicating that the beneficial 
changes experienced by people undergoing BIC are sustainable 
over time.

Expenditure
$481,561 (Of revenue of $455,116 - the difference was made up 
from PHO reserved funds)
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6. Quality Improvement and Professional Development

6.1 Workforce and rural support
Aim
To achieve the nationally agreed quality indicators

Target group
All PHO member practices.

Key activities 
•	 Each practice has a functioning Quality Improvement Team 

which manages the programme.

•	 A Quality Improvement Plan is developed by each practice 
which guides the practices efforts for the year. This plan is 
submitted to the Clinical Governance Committee annually. 
This process fulfils the RNZCGP’s Cornerstone objective 
E12.2.

•	 Financial incentives based on performance  are paid to 
practices for use in quality initiatives.

•	 Data is received from the national programme on the per-
formance of each practice, their providers and the PHO. 
Locally collected data is now providing a more current pic-
ture of how practices are progressing towards the targets.

•	 Practice visits and group professional development ses-
sions are held.

•	 Payments are available to support pharmacists to assist 
with cost effective and appropriate prescribing.

•	 The programme acts as a means to focus activities that 
support other programmes such as cervical and breast 
screening, as well as childhood and influenza immunisa-
tions.

 

Outcomes achieved
•	 Those indicators that are linked to the Long Term Condi-

tions programme (namely, diabetes, heart disease and 
smoking) are reported in that section of this report.

•	 There have been positive trends in the majority of preven-
tive health care indicators such as breast screening, cervi-
cal smears, immunisations and vaccinations, with the PHO 
exceeding the national rate in some of these indicators. 

•	 Significant gains were made in relation to childhood im-
munisations for total population with the PHO exceeding 
the national rate for high needs population. 

•	 For breast screening coverage (high needs population) the 
trend continues to improve and remains higher than the 
rate achieved nationally.

•	 Cervical screening rates for total population continue 
to improve but are just below the national rate. For high 
needs populations the trend is down marginally but better 
than the national rate. 

•	 Vaccination coverage for those over 65 years continues to 
improve for total and high needs populations but is below 
the national rate. 

•	 A quality improvement study day was held in May; a key 
focus of the day was on the reviewing and revising of the 
practices‘ quality improvement plans. For all practices a 
significant component of their quality improvement plan 
was related to improving relevant PHO Performance Pro-
gramme (PPP) targets. 25 representatives from all three 
general practice professional groupings attended.

Expenditure
The PHO spent $923,692 on its various quality improve-
ment and professional development support. Of this amount, 
$39,322 came from the PHO’s reserved funds.
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6.2 Professional and Practice Development
Aim
To encourage and support the continuing education and profes-
sional development of staff employed by all member practices.

Target group
All members of the general practice teams.

Key activities 
•	 Professional development activities include local work-

shops and study days, local video linked evening education 
sessions, and funded access to conferences and training 
opportunities mostly outside of the West Coast.

•	 Practice development activities continue to centre on as-
sisting practices with the RNZCGP Cornerstone practice 
accreditation programme.

•	 The Workforce Steering Group has been incorporated into 
the Core General Practice Workstream of the Better Sooner 
More Convenient initiative. 

•	 Video conference capacity has increased with Franz Josef 
now linked into the system.

Outcome achieved
Local study days:
•	 54 participants attended the Primary Health Day; 

Smoking Cessation training:
•	 2 Motivational Interviewing training days were held this 

year with 35 attendees;

•	 2 Coast Quit smoking cessation and 1 advanced training 
day were held this year with 40 attendees;

•	 1 type 2 diabetes study day, 15 attendees.

Continuing Medical Education (evening sessions):
•	 Dr Anna Dyzel continues as the contracted co-ordinator of 

the professional education programme and arranges the 
local inter-disciplinary education sessions in liaison with 
a team of representatives from each of the professional 
groupings.

•	 A total of 15 sessions were presented, with a total of 32 
GP attendances and 135 nurse attendees and 24 practice 
administration attendees and 35 other attendees. The top-
ics covered included the following: models of care, asthma, 
back, shoulder and knee exams, management of pain and 
management of common infections.

Conference/Course leave funded from quarterly allocations to 
practices:
•	 This was at a similar level to 2009/10.

Cornerstone practice accreditation:
•	 to date six practices/rural clinics are accredited, our target 

was 5;

•	 1 practice is planning on accrediting before the end of 2011 
under the original Cornerstone accreditation process;

•	 1 practice deferred accreditation due to building work;

•	 a new version of the RNZCGP Standard for General Prac-
tice Aiming for Excellence 2011 was published in July 2011. 
Assessments to the new standard will commence from 
September 2011, with the funding arrangements for cycle 
2 changing to a self-funding model.
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6.3 Rural Premium, Reasonable Rostering, and Workforce  
     Retention
Aim
To assist with sustainability of the workforce through initiatives 
aimed at supporting retention and recruitment of all primary 
health professionals in rural communities, including support 
for after hours care.

Target group
Rural service providers contracted to the PHO.

Key activities
•	 reasonable  and rural bonus payments to eligible service 

providers (all those outside of Greymouth) contracted to 
the PHO;

•	 2 GP registrar scholarships available, to attract young GPs 
to the West Coast;

•	 ancillary support to practices (in extraordinary situations) 
for continuing of medical services;

•	 implementation of the after hours plan and its recommen-
dations;

•	 team building and individual mentoring sessions for prac-

tice staff from the PHO primary mental health team;

•	 80% of workforce retention funds paid directly to practices 
for workforce retention issues; 

•	 100% of reasonable rostering and rural bonus funds paid 
directly to eligible practices.

Outcomes achieved
•	 Homecare Medical Ltd (HML) nurse triage service suc-

cessfully implemented; 

•	 standing orders training widely implemented across mem-
ber practices;

•	 1 GP registrar scholarship awarded;

•	 recruitment and retention plan was developed as part 
of the work of the Core General Practice work stream of 
BSMC, resulting in the establishment of a defined team to 
focus on retention and recruitment issues across all West 
Coast general practices;

•	 a practice workshop held on dealing with the stress of on-
call, and several individual mentoring sessions provided.
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7. Better, Sooner, More Convenient (BSMC)
Aim
To provide residents of the West Coast with better, sooner and 
more convenient (BSMC) primary care services at integrated 
family health centres (IFHC), and backed up with significantly 
improved integrated community delivered services ensuring 
quality and timely health care. 

Target group 
All West Coast residents are set to benefit from the introduction 
of IFHCs and integrated community health services.

Key Activities 
The BSMC Business Case deliverables for the 2010/11 years 
focused on the development of a business case to justify the 
build of the IFHC in Westport/Buller. This focus resulted in the 
original 15 workstreams being collapsed into 6 workstreams; 
namely:

•	 Redesign of core general practice (including acute care, 
Maori health and workforce deliverables) to facilitate a 
change towards improved primary care services at IFHCs.

•	 Integration of DHB’s current community services (in-
cludes community nursing, allied and mental health) into 
IFHCs.

•	 Develop and implement a model of care for Buller that 
will be the core of a future Westport IFHC.

•	 Develop and implement a model of care for Grey that will 
be the core of a future Grey IFHC which will include Grey 
regional hospital services

•	 Information Technology that will enable health profes-
sionals and health service providers to share important 
health information and therefore benefit the patient and 
the community as a whole.

•	 Governance and Ownership of services.

Outcomes Achieved
Although some of the outcomes below are across the West 
Coast, some are focussed on the Buller IFHC. 

Core general practice:
•	 The introduction of Practice Quality Improvement by 

means of regular workshops and meetings for all general 
practices.

•	 The introduction of an after-hours phone triage system for 
all general practices.

•	 Key focus areas for recruitment and retention: in primary 
health care were identified, and the CDHB Human Re-
sources team started working with local primary health 
care providers to develop and implement a recruitment 
and retention strategy.

•	 Progress is being made to recruit Maori health navigators 
and nurses for each practice. The first positions should be 
filled in Westport by the end of 2011.

•	 Standing Orders are now being used in 5 of the 8 general 
practices.

•	 A community education programme has been provided to 
all general practices.

Community Based Services:
•	 Multi- disciplinary team meetings in Westport and Reefton.

•	 The alignment of community nursing services to practice 
populations.

•	 Service specifications for an IFHC are being worked on and 
will require input from the Ministry of Health (MoH) as it 
relates to MoH reporting and audit requirements.

•	 A process for transfer of care (discharge planning from a 
hospital) to the IFHC is in development

•	 Work in conjunction with IT on improved IT services (as 
described below) continues.

Integrated Family Health Centres:
•	 Completion of academic practice on the Grey Base hospital 

site.

•	 Completion of the Franz Josef medical facility in conjunc-
tion with St John’s ambulance services.

•	 Buller Joint Action Group (JAG) has met regularly and con-
tinues to provide input into the model of care for Buller and 
development of the business case to justify the new IFHC. 
Members of this group were also involved in a community 
forum, which gave the community an insight in to what 
was being done about IFHC. Development of a model of 
care for an IFHC in Buller is nearing completion.

•	 Early planning for a Greymouth IFHC has begun.

Information Technology:
•	 Achievement of deliverables has been delayed till mid to 

late 2011/2012, due to additional requirements. However, 
the Information Technology workstream has made good 
progress towards providing a user friendly system, as well 
as providing improved access to patient health informa-
tion.

•	 Most of these improvements will be implemented in the 
2011/2012 year.

Governance and Ownership:
•	 This workstream group had limited activity. Decision mak-

ing about the governance and ownership of IFHCs was de-
ferred to the 2011/12 year. 
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Whole of System approach to health care delivery:
•	 The West Coast PHO has continued to work closely with 

the DHB, and Community & Public Health and to develop 
health promotion and community action activities, under 
the Healthy West Coast banner.

•	 The Pike River Mine tragedy saw these organisations work 
together to rapidly develop a community support plan in 
response to the widespread natural distress in the com-
munity as a consequence of the disaster. The West Coast 
PHO joined the intersectoral response as part of the SIMS 
disaster response structure. 

•	 The West Coast PHO and DHB have worked together 
closely in the implementation to the BSMC business case, 
particularly through the vehicle of the shared Alliance Lead-
ership Team. 

Expenditure
The PHO spent $239,522 on implementing the BSMC plan, of 
which $50,522 came from the PHO’s reserved funds.
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