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Introduction
The Minister of Health announced the introduction of a new System Level Measures Framework for the health sector on 1st April 2016. The System Level
Measures framework complements the six national health targets that will continue but replaces the previously primary-care focused Integrated
Performance and Incentives Framework. The System Level Measures Framework has four outcomes being sought that will contribute to all New Zealanders
living well, staying well and getting well: preventing and detecting disease early (amenable mortality), keeping children out of hospital (ambulatory sensitive
hospitalisations), using health resources effectively (acute hospital bed day utilisation), and, ensuring patient centred care (improved patient experience).
System-wide quality improvement is a key focus of the Framework through implementation of locally agreed goals and targets for these outcome measures
and the selected measures that are expected to contribute toward achieving those goals (contributory measures).
District Health Boards (DHBs), Primary Health Organisations (PHOs) and district Alliance Leadership Teams (ALTs) are expected to drive implementation of
the System Level Measures, supported by an Improvement Plan developed with and agreed by the DHB, PHO and the ALT each year. This first
Improvement Plan is to be submitted to the Ministry of Health for review and feedback and is expected to be finalised by the end of November. It is linked
to the revised PHO Services Agreement, which outlines the Performance Payment system to be applied. In future years, the process for developing the
Improvement Plan will be aligned to the annual planning process and timeframes.
This System Level Measures Improvement Plan for 2016/17 sets out the agreed improvement milestones for each of the following System Level Measures:





Ambulatory sensitive hospitalisations per 100,000 population (ages 0 – 4 years)
Acute hospital bed day utilisation per capita
Patient experience of care
Amenable mortality

This Improvement Plan includes:
 The improvement milestones (or targets) for the four system level measures, based on baseline data provided by
the Ministry of Health
 The contributory measures for each of the four system level measures
 The district alliance agreement to the Improvement Plan
The System Level Measures will be reported each quarter, and are part of the DHB Non Financial Monitoring Framework
and Performance Measures. The local improvement plan detailing the contributory measures and improvement activities
for the year is a standalone document. The contributory measures are not reported nationally, but will be used to guide
and inform progress toward the planned milestones for the System Level Measures.
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Development of MidCentral’s System Level Measures Improvement Plan
A sub group of the Alliance Management Team (AMT) was delegated by the Alliance Leadership Team to develop the System Level Measures Improvement
Plan and accompanying local improvement plan for the contributory measures to each of the System Level Measures (SLMs).
The lead for each of the SLMs engaged with key individuals and groups (e.g. Child Health District Group) to develop and/or confirm the contributory
measures and goals/targets for each (where not already determined nationally). The DHB and Central PHO have agreed on the contributory measures for
each of the System Level Measures, which are further detailed in the local improvement plan and have been included in the communication to General
Practice Teams and others in respect of how they relate to the incentivised payment scheme.
The contributory measures were selected on the following basis:






Current work programmes, including activities derived from the Annual Plan and Māori Health Plan that are expected to have an impact on the
selected performance measure
Consideration of the suite of potential contributory measures for each SLM as suggested by the Ministry of Health
Availability of data that is reliable and consistent, data elements accurately reflect the intended measure with consistent definitions and
methodology, and can be readily reported
Relevance and priority to the DHB’s Strategy, population health status, equity lens and intervention logic

It is acknowledged that the plan for this year (2016/17) was developed relatively quickly in order to meet the Ministry of Health’s timeframe and fit for this
new incentivised performance payment system. It was prudent therefore to align the current work programmes of the DHB, Central PHO and others to the
planning work that had already been undertaken for the 2016/17 year, as identified in the DHB’s Annual Plan to which Central PHO has already signed up
and further detailed in their own annual work programme. Many of the contributory measures, actions and milestones selected for this year already
feature in the Annual Plan and are well aligned to the intent of the System Level Measures Framework and the DHB’s Strategy. Future System Level
Measures Improvement Plans will be more purposefully linked to the annual planning process and will be progressively strengthened as data and
performance results are consistently reported, monitored and investigated over time.
The improvement milestones for the 2016/7 year, including those for the contributory measures, have been based on the latest available data for our
district (trend data to March 2016, and provisional data to 2013 for amenable mortality) and are considered relevant to the health needs of our local
community and the priorities of the DHB, including one of our key strategic intentions to reduce gaps in equity of health outcomes.
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1.

Background

The System Level Measures concept began with the Integrated Performance and Incentive Framework (IPIF) in 2012 and implemented in 2014 with primary
care financial incentives directly linked to performance against the national primary Health Targets (better help for smokers to quit, immunisation and more
heart and diabetes checks) and cervical screening coverage. Further development of the IPIF was paused while the refresh of the 2000 NZ Health Strategy
was being completed. This refresh provided an opportunity to extend and evolve the IPIF concept to the whole of health system rather than just primary
care.
One of the five themes of the Strategy is ‘value and high performance’ which places an emphasis on measuring the performance of the whole system as
well as its component parts. The Strategy recommends the development of an outcomes-based approach to performance measurement that will guide the
delivery of constantly improving health services.
The Ministry worked with the sector to co-develop this approach and the new System Level Measures that would provide a system-wide view of
performance and engage the health sector more broadly (professions, settings and health conditions).
The Integrated Performance and Incentive Framework (IPIF) in primary care has therefore been transitioned to a new System Level Measurement
Framework to reflect a broader, system-wide approach to health improvements, consistent with a key theme of the New Zealand Health Strategy – ‘value
and high performance’.
Four new System Level Measures are being implemented from 1 July 2016, applying national definitions and data sets
 Ambulatory sensitive hospitalisation (ASH) rates per 100,000 for 0–4 year olds (‘keeping children out of hospital’)
 Acute hospital bed days per capita (‘using health resources effectively’)
 Patient experience of care (‘person-centred care’)
 Amenable mortality rates (‘prevention and early detection’)
In addition, two System Level Measures will be co-developed by the Ministry of Health and sector during the 2016/17 year, including definitions and
identification of data sets for:
 Number of babies who live in a smoke-free household at 6 weeks post natal
 Youth access to and utilisation of youth appropriate health service
Two of the five previous IPIF measures – better help for smokers to quit and immunisation coverage for 8 month old infants remain national health target
and remain part of the incentivised performance payment system. The other three – more heart and diabetes checks, increased immunisation for two year
olds and cervical screening coverage are considered important process measures that contribute to reducing ASH rates and amenable mortality.
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They will remain part of the policy priority dimension of the DHB non financial monitoring framework and performance reporting. These health targets and
the policy priority measures have not been included with this System Level Measures Improvement Plan, but are referred to in the PHO Agreement.
The revised PHO Services Agreement outlines the amount of the performance payment paid by the DHB to the PHO. This includes two capacity and
capability payments and one ‘at risk’ performance payment to be paid to the PHO for 2016/17:
 25 percent capacity and capability payment up front in quarter one, 2016/17
 50 percent capacity and capability payment in quarter two once the Ministry approves the ALT’s ‘Improvement Plan’
 25 percent performance payment in quarter one 2017/18 based on quarter four 2016/17 performance
The incentivised performance payment system is based on achieving the milestones (goals and targets) of the three SLMs – ambulatory sensitive
hospitalisations, acute bed day utilisation, improved patient experience – and for achieving the two national health targets – 8 month old immunisation and
better help for smokers to quit.
Progress against the System Level Measures Improvement Plan is to be reported to the Ministry of Health as part of the quarterly Non Financial Monitoring
and Performance Measures Framework; each System Level Measure has its own reference within the System Integration dimension of performance. The
SLMs will be reported nationally; the contributory measures will not be.
The System Level Measures and potential contributory measures are published on Health Quality Measures New Zealand (HQMNZ): www.hqmnz.org.nz.
HQMNZ is a sector wide library of measures used within the New Zealand health system. It is a single collection point for all measures and their definitions.
A System Level Measures ‘stack’ (under which all of the System Level and contributory measure definitions and location of data sources are loaded), has
been created on the HQMNZ. A link to this stack can be found on the HQMNZ homepage.
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System Level Measures – Overview
Preventing and
detecting disease early

Keeping children out of
hospital

Using health resources
effectively

Ensuring patient
centred care

Amenable mortality

Ambulatory sensitive
hospitalisations

Acute hospital bed
days

Patient experience

Cervical screening
Local community based activities
by Iwi and Māori providers
Data matching and recall
processes
Complementary service options

CONTRIBUTORY MEASURES AND ACTIVITIES

2.

GP

Breast screening
Effective follow up
Culturally relevant invitation
Designated sessions for Maori
Data matching to generate new
enrolment

GP

Newborn enrolment
Equity focus
“E” coding by GPTs
LMC-WCTO handover

GP

Community pharmacist led oral
rehydration service
Collaborative clinical pathway
Raising community awareness

GP

GP

Community-based specialist
services for COPD and heart
failure
Collaborative Clinical Pathways
Hospital discharge/transfer of care

H

H

E-portal access (primary)

H

E-portal coverage of enrolled
population

GP

Cultural competence

GP

Cultural responsiveness training
Local equity tools
Whanau ora services
Te Whare Rapuora utilisation

GP

H

GP

Dental conditions
Preschools / kohanga reo
Healthy nutrition
On time examinations
Information system
Fluoride application
Professional education

H

Enhanced communication skills
Consumer Council
Spiritual care model
Partners in Care programme

H

Respiratory illness

GP

GP

Acute readmissions

H
Healthy homes
Smoking in pregnancy
Childhood asthma services
Collaborative Clinical Pathways
Professional education

Inpatient experience

Lengths of stay
Hospital patient flow
In hospital falls
Interface geriatrics model
Flexi-bed management
Mental health unit occupancy

Gastroenteritis

Long term conditions
Diabetes management
Cardiovascular risk management
Early detection chronic kidney
disease
Healthy lifestyle programmes

Primary Options for Acute Care
Urgent care pathways
Redesigned district model for
acute/after hours
ED escalation planning

PHO & Well child enrolment

Smoking
Brief advice to quit
Smoking cessation services
NRT options
Health promotion
Tobacco control

Acute admissions

Breast feeding
Lactation consultants
Professional education and
development
Community Breastfeeding
Collective improvement projects

Legend:
Community Pharmacies

GP

Community based providers
Partnerships with other sectors
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2.1

Ambulatory Sensitive Hospitalisations: 0 – 4 year old children
Keeping children out of hospital
Outcome: Reduced avoidable hospital admissions among children

Overview of Measure
Rationale
Ambulatory sensitive hospitalisations (ASH) are mostly acute admissions that are considered potentially reducible through prophylactic or therapeutic interventions delivered in
a primary care setting. In New Zealand children, ASH accounts for approximately 30 percent of all acute and arranged medical and surgical discharges in that age group each
year. However, determining the reasons for high or low ASH rates is complex, as it is in part a whole-of-system measure.
It has been suggested that admission rates can serve as proxy markers for primary care access and quality, with high admission rates indicating difficulty in accessing care in a
timely fashion, poor care coordination or care continuity, or structural constraints such as limited supply of primary care workers.
ASH rates are also determined by other factors, such as hospital emergency departments and admission policies, health literacy and overall social determinants of health. A
composite ASH measure is preferred because it gathers up more conditions and aligns with the intention of using measures that operate at a system level rather than ones that
focus on a specific condition or service.
ASH highlights the burden of disease in childhood with a strong emphasis on health equity. There is high variance among priority populations and according to social gradient.
Reducing ASH rates requires well integrated, preventive, diagnostic management systems and a well-skilled and resourced workforce.
Ambulatory sensitive hospitalisations also link to the acute hospital bed days System Level Measure.

Measure
The ambulatory sensitive hospitalisation (ASH) rate per 100,000 population, for 0 - 4 year olds
Inclusions/Exclusions: Non-casemix events. ‘Acute’ includes acute and arranged event type. Admissions are by DHB of service. Neonates less than 29 days old at admission are
excluded. Note that dental conditions include admissions that are of an elective event type; all other conditions are acute or arranged.
Data extracted quarterly from the National Minimum Data Set (Weighted Inlier Equivalent Separations Version 14, WIESNZ14).
Currently, there are 15 ASH conditions (103 diagnoses identified from the International Classification of Disease [ICD-10-AM] through clinical coding of hospital discharges)
applicable to the 0 – 4 year old population group.
Refer also to the Non Financial Monitoring Framework and Performance Measures for detailed description.

Key contributory measures
Increasing breast feeding rates for up to 3 months minimum
Ensuring early newborn enrolment with primary care providers
Reducing admissions for gastroenteritis with a focus on non-Māori children
Reducing admissions for respiratory infections and asthma with a focus on Māori children
Reducing admissions for dental health conditions with a focus on Māori children
SYSTEM LEVEL MEASURES IMPROVEMENT PLAN, 2016/17
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SYSTEM LEVEL MEASURE: AMBULATORY SENSITIVE HOSPITALISATION RATE PER 100,000 POPULATION (AGES 0 – 4 YEARS)
GOAL: Long term goal: Reduce and maintain ASH rate to fewer than 6,000 per 100,000 population aged 0 – 4 years by 30 June 2020
Estimated 2016/17 target: ≤6,706 per 100,000 - equivalent to at least 18 fewer ASH admissions (0 – 4 years) in 2016/17
Baseline data analysis
Five year trend to March 2016:

Key contributing clinical conditions:
Non-standardised ASH rate per 100,000 population
(all conditions, 0-4 years)

ASH rate per 100,000

7500
7000
6500
6000
5500
5000

Year to March Year to March Year to March Year to March Year to March
2012
2013
2014
2015
2016

Other

5361

6107

5539

6531

6846

Māori

5220

6872

5980

6497

6641

Total

5312

6371

5691

6519

National

6790

6872

6587

7096

Proposed 2020 target

6000

6000

6000

6000

Top ten ASH conditions
for 12 months to March 2016
Upper/ENT respiratory infection
Dental
Gastroenteritis
Asthma
Pneumonia
Lower respiratory infection
Cellulitis
Constipation
Dermatitis & eczema
GORD

Number of events
Māori
Other
Total
66
106
172
56
75
131
26
102
128
43
69
112
31
61
92
23
36
59
12
14
26
15
2
17
1
12
13
1
4
5

ASH rate per 100,000
Māori
Other
Total
1679
1466
1541
1425
1037
1174
662
1411
1147
1094
954
1004
789
844
824
585
498
529
305
194
233
51
207
152
25
166
116
25
55
45

Indicative annual targets (subject to annual review):
2015/16 ASH rate (baseline)

6,774 per 100,000

756 ASH events per year

6774

2016/17 target

≤6,706 per 100,000

≤738 ASH events per year

6789

2017/18 target

≤6,503 per 100,000

≤719 ASH events per year

6000

2018/19 target

≤6,232 per 100,000

≤689 ASH events per year

2019/20 target

≤6,000 per 100,000

≤663 ASH events per year

Summary:
Ambulatory sensitive hospitalisation (ASH) rates for 0-4 year olds in the MidCentral dsitrict have been gradually increasing over the last five years. The total MidCentral rate has
remained below the national average over this time period, however if the current trend continues the total MidCentral rate may exceed the national average by the end of
2016/17.
The key clinical conditions that contribute to ASH for 0-4 year olds include respiratory conditions (including infections and asthma), dental conditions and gastroenteritis.
Over the next 4 years, MidCentral DHB will progressively work towards achieving and maintaining an annual ASH rate of fewer than 6000 admissions per 100,000 children aged 04 years. In alignment with the equity goals of our Māori Health Plan we will maintain the total ASH rate for Māori children aged 0-4 years to within 5% of the DHB total population
rate.
We will focus on ensuring babies are given a good start through more women breast feeding and ensuring early access to primary care. We will also work to ensure that the key
clinical conditions which make a significant contribution to ASH rates in children aged 0-4 years are managed well in the community.
SYSTEM LEVEL MEASURES IMPROVEMENT PLAN, 2016/17
MidCentral District Health Board – District Alliance Leadership Team

Page | 8

SYSTEM LEVEL MEASURE: AMBULATORY SENSITIVE HOSPITALISATION RATE PER 100,000 POPULATION (AGES 0 – 4 YEARS)
GOAL: Long term goal: Reduce and maintain ASH rate to fewer than 6,000 per 100,000 population aged 0 – 4 years by 30 June 2020
Estimated 2016/17 target: ≤6,706 ASH rate per 100,000 – approximately equivalent to at least 18 fewer ASH admissions in 2016/17
Selected Contributory Measures
Contributory measure

Target population

Key focus areas

End of year goal (2016/17)

Increasing breastfeeding rates

Infants at LMC discharge (4-6
weeks) and at 3 months

Equity
Capacity and capability

≥75% exclusive or fully breast fed at LMC discharge (4-6 weeks)
≥60% exclusive or fully breast fed at 3 months

Increasing newborn enrolment with
Well Child Provider & PHO

Newborn babies

Equity
Capacity and capability

≥98% of newborns are enrolled with a PHO by three months of age

Improving community management
of gastroenteritis (0-4 years)

Non-Māori

Equity
Capacity and capability

Total population goal: 3-year average annual number of admissions for
gastroenteritis reduced by 5% (7 fewer admissions) to 118 for 12
months to March 2017
Equity focused goal: 19% reduction for non-Māori (18 fewer
admissions)

Improving community management
of respiratory conditions (0-4 years)

Māori (infections)
All (asthma)

Equity
Capacity and capability

Respiratory infections (upper and ENT):
Total population goal: 3-year average annual number of admissions is
reduced by 5% (7 fewer admissions) to 134 for 12 months to March
2017
Equity focused goal: 11% reduction for Māori (6 fewer admissions) and
1% reduction for non-Māori (1 fewer admission)
Asthma:
Total population goal: 3-year average annual number of admissions is
reduced by 5% (5 fewer admissions) to 94 for 12 months to March 2017
Equity focused goal: 19% reduction for Māori (8 fewer admissions)

Improving oral health (0-4 years)

Māori

Equity
Capacity and capability

Total population goal: 3-year average annual number of admissions is
reduced by 5% (7 fewer admissions) to 143 for 12 months to March
2017
Equity focused goal: 18% reduction for Māori (11 fewer admissions)
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2.2

Acute hospital bed days per capita
Using health resources effectively
Outcome: Improved management of demand for acute care

Overview of Measure
Rationale
Acute hospital bed days per capita is a measure of the use of acute services in secondary care that could be improved by effective management in primary care, transition
between the community and hospital settings, discharge planning, community support services and good communication between healthcare providers. This includes access to
diagnostics services. The measure will be used to manage the demand for acute inpatient services on the health system. The intent of the measure is to reflect integration
between community, primary, and secondary care and it supports the strategic goal of maximising the use of health resources for planned care rather than acute care.
The measure aligns with the New Zealand Health Strategy's five themes, in particular - value and high performance.
This measure can be used to manage the demand for acute inpatient services on the health system. The intent of the measure is to reflect integration between community,
primary, and secondary care and it supports the strategic goal of maximising the use of health resources for planned care rather than acute care.
The measure is supported by a suite of locally selected contributory measures to strengthen the ability to detect and understand factors that drive acute demand. This
combination of measures avoids the risk of a single high level measure which gives no indication of where improvements could be made. It also creates opportunities for interprovider communication, and promotes data transparency and knowledge sharing.

Measure
Number of bed days for acute hospital stays per 1000 population domiciled within a DHB per year (age standardised)
Inclusions / exclusions: Estimated NZ resident population with Statistics NZ projections (consistent with the Population based funding formula), World Health Organisation
population, or, NZ indigenous population. Primary Health Organisation Patient Registers
Data extracted quarterly with a rolling 12-month data period, from the National Minimum Data Set (Weighted Inlier Equivalent Separations Version 14, WIESNZ14).
The measure is the rate calculated by dividing acute hospital bed days by the number of people in the resident population. Acute hospital bed days are calculated by adding up
the length of stays in days for patients presented to a NZ hospital acutely that are publicly funded. A stay is counted if the first event in that stay is classified as an acute inpatient
event.
Refer also to the Non Financial Monitoring Framework and Performance Measures

Key contributory measures
Reduced acute admissions for heart failure, respiratory conditions and falls resulting in fractured neck of femur
Reduced average length of stay for acute inpatient events
Reduced acute readmissions to hospital within 28 days of previous discharge
(Also see ambulatory sensitive hospitalisations – 0-4 year old population)
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SYSTEM LEVEL MEASURE: STANDARDISED ACUTE BED DAYS PER 1,000 POPULATION (ALL AGES)
GOAL: Long term goal: Reduce and maintain age-standardised acute bed day utilisation rate to ≤410 per 1,000 by 30 June 2020
Estimated 2016/17 target: ≤421.5 per 1,000 (age-standardised); approximately equivalent to at least 56 fewer acute bed days in 2016/17
Baseline data analysis
Three-year trend to 31 March 2016 – acute bed days per 1,000 population (age
standardised)
500
Acute bed days
per 1,000 population

Ten most prevalent DRG discharge clusters
(12 months to March 2016)
Z60 Rehabilitation
E62 Respiratory infections/inflammations
F62 Heart failure and shock
I08 Other hip and femur procedures
P67 Neonate (>2499g w/o significant OR procedure)
E65 Chronic Obstructive Airways Disease
J64 Cellulitis
B70 Stroke and other cerebrovascular disorders
G70 Other digestive system diagnoses
T60 Septicaemia

475

450
425
400
375
350
325
300
275
250

Key contributing diagnostic related groups (DRGs):

Year to March 2014

Year to March 2015

Year to March 2016

MidCentral

483.0

481.4

427.9

National

443.8

429.1

413.9

* Population = 2013 Census Usually Resident Population – DHB of domicile

Rates per 1,000 population
Age
Actual
standardised (non-standardised)
76.6
95.0
18.7
22.2
12.4
15.4
10.1
8.9
7.5
9.3
7.3
7.7
6.6
7.9
8.0
5.7
4.6
8.6
4.4
5.1

Indicative annual targets (subject to annual review):
2015/16 acute bed days rate
(age-standardised), baseline
2016/17 target
2017/18 target
2018/19 target
2019/20 target

427.9 per 1,000

73,819 acute bed days per year

≤421.5 per 1,000
≤415.1 per 1,000
≤406.5 per 1,000
≤400.0 per 1,000

≤73,763 acute bed days per year
≤72,974 acute bed days per year
≤71,788 acute bed days per year
≤70,920 acute bed days per year

Summary:
The MidCentral age-standardised acute bed days rate dropped sharply in the 12 months to March 2016 but remains higher than the national average rate. The drop in the last
year is mostly attributable to the reduction in acute average length of stay, particularly for medical events, resulting from a focused programme of work related to hospital
patient flow. However, MidCentral’s acute bed day utilisation rates are consistently higher than national rates and progressively increase in 5 year age bands from age 65 years
(768.5 to 3821.1 per 1,000). They are also relatively high in the 0-4 year age group (483.5 per 1,000). Age-standardised rates are higher for people in the “Other” ethnic group
(457.0 per 1,000) as compared to rates for Māori and Pacific people (319.2 and 382.6 per 1,000 respectively). People living in the most deprived neighbourhoods also experience
higher bed days utilisation (806.6 per 1,000) than people living in the least deprived neighbourhoods (148.4 per 1,000). The target reduction needs to recognise the growth in
population – particularly the aging population and the rise in prevalence of long term conditions.
Rehabilitation, respiratory infections/inflammations and heart failure/shock were the three most prevalent DRG discharge clusters associated with significant acute bed day
utilisation. Additional analysis of local data was undertaken to identify conditions that were most commonly associated with hospital stays for rehabilitation. “Stroke and other
cerebrovascular disorders” (B70) and “other hip and femur procedures” (I08) were found to be the most common preceding conditions. “Respiratory infections” (E62), “Heart
failure and shock” (F62) and “Chronic obstructive airways disease” (E65) were other important conditions that commonly precede rehabilitation stays. Note – Horowhenua
Health Centre is also a designated facility for casemix.
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SYSTEM LEVEL MEASURE: STANDARDISED ACUTE BED DAYS PER 1,000 POPULATION (ALL AGES)
GOAL: Long term goal: Reduce and maintain age-standardised acute bed day utilisation rate to ≤410 per 1,000 by 30 June 2020
Estimated 2016/17 target: ≤421.5 per 1,000 (age-standardised); approximately equivalent to at least 56 fewer acute bed days in 2016/17
Selected Contributory Measures
Contributory measure

Target population

Key focus areas

End of year goal (2016/17)

Reducing acute admissions

Māori – Congestive heart
failure and chronic respiratory
disease (COPD/asthma)
All

Equity
Capacity and capability – primary options for
acute care and management of long term
conditions
Emergency Department presentations (all
causes)
Ambulatory sensitive hospitalisations – cardiac
related conditions, respiratory conditions and
gastroenteritis



(also refer ambulatory sensitive
hospitalisations for 0 – 4 year old
population)









Reducing average length of stay
(ALOS) for acute admissions

Reducing acute readmissions

All
Older people
Mental health and AT&R
services

Capacity and capability
Hospital patient flow
In hospital falls - Elder health
Mental health unit occupancy



Cohort of patients with COPD
and CHF

Discharge planning and transfer of care
Frequent ED attenders
Longer lengths of stay – aged residential care
transfers
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Reduce ambulatory sensitive hospitalisation rate for
total cardiac related ASH conditions for people aged
45 – 64 years (non-standardised) to ≤1772 per
100,000 population by 30 June 2017
Contain the increase in the number of unique
individuals (DHB of domicile) presenting to the
Emergency Department to ≤1.8%, in line with
projected population growth over the year (n.
27,274)
Sustain proportion of acute inpatient admissions
resulting from an ED presentation to ≤30% by 30
June 2017
Reduce number of acute admissions for congestive
heart failure and gastroenteritis (aged 45 – 64
years)
Reduce equity gap in ambulatory sensitive
hospitalisation rate for total cardiac related ASH
conditions for Māori aged 45-64 years to ≤1914 per
100,000 Māori population by end June 2017
Standardised acute inpatient ALOS of 2.55 days or
less by 30 June 2017
Reduce average bed night occupancy rate in the
mental health inpatient unit to <100%
≥98% of older patients aged 65+ years (55+ years
for Māori and Pacific people) assessed at risk of
falling receive an individualised care plan
addressing the risks identified
20% reduction in ED presentations and acute
admissions for identified cohort of COPD and CHF
patients by 30 June 2017
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2.3

Patient experience of care
Ensuring person-centred care
Outcome:

Improved clinical outcomes for patients in primary and secondary care through improved patient
safety and experience of care

Overview of Measure
Rationale
How people experience health care is a key element of system performance that can be influenced by all parts of the system and the people who provide the care. Improved
patient experience of care will reflect better integration of heath care at the service level, better access to information and more timely access to care.
The purpose of these measures is to ensure patients in New Zealand are receiving quality, effective and integrated health services. Evidence suggests that if patients experience
good care, they are more engaged with the health system and therefore likely to have better health outcomes.
Patient experience is a vital but complex area. Growing evidence tells us that patient experience is a good indicator of the quality of health services. Better experience, stronger
partnerships with consumers, and patient and family-centred care have been linked to improved health, clinical, financial, service and satisfaction outcomes. In the primary
health care setting, patient e-portals are secure online sites provided by General Practices where people can access their health information and interact with their general
practice. Using a patient e-portal, people can better manage their own health care.

Measure
This measure captures patient experience in two settings:
 Hospital inpatient surveys (currently undertaken quarterly since 2014)
 Primary care survey (to be introduced in a phased approach over the 2016/17 year)
The inpatient experience surveys provide scores for four domains which cover key aspects of a patient’s experience when interacting with health care services:
• Communication
• Partnership
• Coordination
• Physical and Emotional needs
The primary care patient experience survey is expected to be adopted by all practices as part of the PHO Services Agreement. However there is a phased roll out – the date for
MidCentral’s district is not yet known. It is dependent on utilisation of the National Enrolment Scheme by general practices to enable the national primary care survey tool to be
administered. In the meantime, there is a focus on increasing the capacity of general practices to support patients accessing their health information through the patient eportals – a key contributory measure.

Key contributory measures
Improving inpatient experience
Increasing access to patient e-portal
Improving cultural responsiveness
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SYSTEM LEVEL MEASURE: PATIENT EXPERIENCE OF CARE
GOALS: Improve patients’ experience of care
Adult (aged 15+ years) inpatient experience survey target 2016/17: Average score in communication dimension of the inpatient
experience survey is improved to ≥8.5
Baseline data analysis
MidCentral DHB average scores for the four dimensions of the adult inpatient experience
survey
9.0
8.8
Average score

8.6

New Zealand weighted average scores out of 10 (May 2016 survey):
Communication
8.4
(8.1 – 8.8)
Coordination
8.4
(7.8 – 8.9)
Partnership
8.6
(8.1 – 9.4)
Physical and emotional needs
8.7
(8.0 – 9.4)

8.4
8.2
8.0

Longer term goals

7.8
7.6
7.4

Q1
2015

Q2
2015

Q3
2015

Q4
2015

Q1
2016

Q2
2016

Communication

7.9

8.3

8.1

8.6

8.1

8.4

Coordination

8.1

8.2

7.9

8.8

8.1

8.3

Partnership

8.0

8.5

8.1

8.7

8.5

8.6

Physical and emotional needs

8.2

8.7

8.4

8.9

8.5

8.5

Increasing utilisation of the National Enrolment Scheme to ≥90% of general
practices/IFHCs by end of June 2018
General Practices / IFHCs participating in obtaining feedback from patients via the
primary care patient experience survey by June 2019
Improving average scores in each dimension of the inpatient survey over three years
within the range of ≥8.5 to ≤9.0 by June 2019

Summary:
The results of the adult inpatient experience survey are relatively consistent each quarter. MidCentral scores are similar to the New Zealand weighted average scores for each
dimension of the survey. The response rate for MidCentral DHB has consistently been the highest of all DHBs each quarter since the survey began. In Q2 2016 the MidCentral
response rate was 46%; this is compared to response rates for other DHBs ranging from 13% to 41%.
There are four specific question areas in three different survey domains that warrant further attention to improve overall scores and inpatient experiences – particularly around
better explaining the patient’s health condition to improve their understanding, discussing side effects of medications, and managing their condition post discharge.
Primary care: The national primary care patient experience survey tool has not yet been initiated in the MidCentral district. The rollout of this survey is dependent upon
implementation of the National Enrolment Scheme (NES) in our area; this is expected to be completed by end of February 2017. The primary care patient experience survey will
help us to find out about patients’ experiences in primary care including how their overall care is managed between their general practice, diagnostic services, specialists, and/or
hospital staff.
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SYSTEM LEVEL MEASURE: PATIENT EXPERIENCE OF CARE
GOALS: Improve patients’ experience of care
Adult (aged 15+ years) inpatient experience survey target 2016/17: Average score in communication dimension of the inpatient
experience survey is improved to ≥8.5
Selected Contributory Measures
Contributory measures

Target population

Key focus areas

End of year goal (2016/17)

Improving inpatient experience

Adult inpatients

Communication

Average score in communication dimension of the inpatient
experience survey is improved to ≥8.5

Increasing access to patient e-portal

PHO enrolled population

Capacity & capability
Consumer engagement

≥80% of PHO enrolled population are covered by practices offering
patient portal (Manage my Health)
All 32 General Practices/IFHCs have implemented the National
Enrolment Scheme by 31 March 2017
At least 24 (75%) General Practices/IFHCs are offering access to eportal by end June 2017

Improving cultural responsiveness

GP/IFHC staff
Māori inpatients and
whānau

Capacity & capability
Equity

≥60% of GP/IFHC staff completed cultural responsiveness training
≥35% increase in utilisation of Te Whare Rapuora from 2014/15
baseline

SYSTEM LEVEL MEASURES IMPROVEMENT PLAN
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2.4

Amenable Mortality
Preventing premature deaths
Outcome: Reduction in the number of avoidable deaths and reduced variation for population groups

Overview of Measure
Rationale
About half the deaths under 75 years of age in New Zealand are classified as amenable according to the current code list. That is, they are ‘untimely, unnecessary’ deaths from
causes amenable to health care.
The term ‘amenable mortality’ refers to potentially preventable deaths that might have been prevented if health services had been delivered more effectively or if patients had
accessed services earlier (either in primary care or in hospital). Amenable mortality includes deaths from some types of infection and cancer, maternal, perinatal and infant
conditions/complications, injuries, and a range of chronic disorders.

Measure
Amenable mortality - Deaths under age 75 years (‘premature’ deaths) from causes classified as amenable to health care (currently a list of 35 causes. Note: this list is currently
being updated)

Key contributory measures
Improving cervical screening coverage
Improving breast screening coverage
Reducing smoking rates
Improving management of long term conditions
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SYSTEM LEVEL MEASURE: AMENABLE MORTALITY RATE PER 100,000 POPULATION (AGES 0-74 YEARS)
GOAL: Long term goal: Reduce total amenable mortality rate by approximately 2.9% per year to ≤90 per 100,000 population (0-74 yrs) by 30
June 2023 (5-year average 2016-2020)
Baseline data analysis
Amenable mortality rate per 100,000 population (0-74 years), age-standardised, 20002013*

Amenable mortality rates by ethnicity (2009-2013)*, age-standardised:
Māori

180
160
Rate per 100,000

140
120
100

Deaths

Rate

MidCentral

251

New Zealand

5889

Non-Māori,
non-Pacific

Pacific

Deaths

Rate

Deaths

201.7

927

95.1

20

219.6

19158

80.0

2171

Total

Rate

Deaths

Rate

-

1198

125.8

189.5

27218

117.6

*2013 data provisional only

80
60

Key contributing conditions:

40
20
0

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013

MidCentral 154.1 165.7 136.6 149.4 139.3 137.9 129.8 125.1 120.5 136.2 113.3 103.5 89.9 106.9
National

144.9 144.6 137.7 132.6 127.6 119.2 115.0 114.8 109.8 107.8 102.1 97.6 95.5 90.8

*2013 data provisional only

Indicative long-term total amenable mortality rate goal (subject to annual review):
5-year average total amenable mortality rates
(age-standardised)
110.0 per 100,000
Current
(2009-2013 data)
≤90.0 per 100,000
Goal - 2023 (2016-2020 data)

Amenable mortality deaths:
Top ten causes/conditions, 2013
(provisional)
Ischaemic heart disease
Suicide
Cerebrovascular disease
COPD
Breast cancer
Land transport accidents
Diabetes
Melanoma of the skin
Stomach cancer
Prostate cancer
Total amenable mortality

Total number of
deaths in
MidCentral
75
26
22
15
14
13
13
10
10
9
244

Percentage of all
amenable mortality
deaths in MidCentral
30.7%
10.7%
9.0%
6.1%
5.7%
5.3%
5.3%
4.1%
4.1%
3.7%
-

Summary:
Total amenable mortality rates have been steadily declining in the MidCentral district and nationally over the last decade. On average, the annual decrease in total population
rates (5-year rolling average) was approximately 2.9% per year between 2000-2004 and 2009-2013. However, inequitable disparities in amenable mortality rates persist between
Māori and non-Māori in MidCentral (and nationally) with Māori experiencing an amenable mortality rate more than two times higher than the rate for non-Māori in the
MidCentral area (2009-2013 data).
Cancers, cardiovascular diseases and respiratory conditions are the most common causes of premature death, and suicide and land transport accidents are also important causes.
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SYSTEM LEVEL MEASURE: AMENABLE MORTALITY RATE PER 100,000 POPULATION (AGES 0-74 YEARS)
GOAL: Long term goal: Reduce total amenable mortality rate by approximately 2.9% per year to ≤90 per 100,000 population (0-74 yrs) by 30
June 2023 (5-year average 2016-2020)
Selected Contributory Measures
Contributory measures

Target population

Key focus areas

End of year goal (2016/17)

Improving cervical screening
coverage

All eligible women, focus on
priority ethnic groups (Māori,
Pacific, Asian)

Equity
Capacity and capability

Total population goal: ≥80% of eligible women (total
population) have been screened in last 3 years
Equity focused goal: 3-year coverage rate for eligible
women in priority ethnic groups is within 5% of the total
population coverage rate (target ≥75%)

Improving breast screening
coverage

Eligible Māori and Pacific
women

Equity

Equity focused goal: ≥70% of eligible Māori and Pacific
women have been screened in last 2 years

Reducing smoking rates

Māori

Equity

Equity focused goal: ≤35% of Māori enrolled with the
PHO are current smokers

Improving management of Long
Term Conditions

Diabetes and CKD: All, with
focus on Māori and Pacific
CVD: All, with focus on Māori
men aged 35-44 years

Equity
Clinical quality (best practice)

Diabetes: ≥75% of people (15-74 years) enrolled in the
PHO diagnosed with diabetes with the most recent
HbA1c during the past 12 months of ≤64mmol/mol
<3% of people (15-74 years) enrolled in the PHO
diagnosed with diabetes with the most recent HbA1c
during the past 12 months of ≥100mmol/mol
Cardiovascular risk: ≥65% of people who have had a
CVDRA in the last 5 years are classified as mild (<10%)
risk
Equity focused goal: Progressive improvement each
quarter toward 90% of Māori men enrolled in the PHO
aged 35 – 44 years have had their CV risk assessed in the
last 5 years
Chronic Kidney Disease: ≥80% of people enrolled in the
PHO with diabetes have had their kidney health status
recorded in the last 12 months
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3.

Performance Monitoring and Reporting

System Level Measure

Data source Frequency Governance responsibility

Monitoring and Reporting
responsibility

Ministry of
Health

Quarterly

MDHB Executive Leadership Team
Alliance Leadership Team
MDHB Board Committees
MidCentral DHB and Central PHO
Clinical Boards

District Child Health Network Group
Portfolio Manager, Child & Youth
Health
Central PHO / General Practice
Teams

Ministry of
Health

Quarterly

MDHB Executive Leadership Team
Alliance Leadership Team
MDHB Board Committees
MidCentral DHB and Central PHO
Clinical Boards

Operations Director, Hospital
Services
Central PHO / General Practice
Teams

Health Quality
and Safety
Commission

Quarterly

MDHB Executive Leadership Team
Alliance Leadership Team
MDHB Board Committees
MidCentral DHB and Central PHO
Clinical Boards

Operations Director, Patient Safety
and Clinical Excellence, MidCentral
Health
Service Managers, MidCentral Health

Ministry of
Health

Quarterly

MDHB Executive Leadership Team
Alliance Leadership Team
MDHB Joint Committees
MidCentral DHB and Central PHO
Clinical Boards

Central PHO / General Practice
Teams
Public Health and community-based
services

SLM 1: Ambulatory sensitive hospitalisations, 0-4 year olds
Long term goal: Reduce and maintain ASH rate to fewer than
6,000 per 100,000 population aged 0 – 4 years by 30 June 2020
Estimated 2016/17 target: ≤6,706 per 100,000 - equivalent to at
least 18 fewer ASH admissions (0 – 4 years) in 2016/17
SLM 2: Acute bed days
Long term goal: Reduce and maintain age-standardised acute
bed day utilisation rate to ≤410 per 1,000 by 30 June 2020
Estimated 2016/17 target: ≤421.5 per 1,000 (age-standardised);
approximately equivalent to at least 56 fewer acute bed days in
2016/17
SLM 3: Patient experience of care
Adult inpatient experience survey target 2016/17: Average score
in communication dimension of the inpatient experience survey
is improved to ≥8.5

SLM 4: Amenable mortality
Long term goal: Reduce total amenable mortality rate by
approximately 2.9% per year to ≤90 per 100,000 population (074 yrs) by 30 June 2023 (5-year average 2016-2020)

The reporting and monitoring framework each of the contributory measures is included in the attending local Improvement Plan.
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4.

Alliance Leadership Team Agreement

MidCentral DHB and Central PHO have worked in partnership to develop our System Level Measures
Improvement Plan utilising our current Alliance infrastructure. An Alliance Leadership Team (ALT) was
established in 2010 to govern the Better, Sooner, More Convenient Business Case. In 2013 the
membership of the ALT was extended to include all of the Central PHO trustees and the scope of activity
was extended to include:
 PHO funded Long Term Condition services
 Integration of specialist community health services with Integrated Family Health Centres, general practice
teams and other primary health care providers
 Support for primary health care by specialist services
 Achieving health and intersectoral integration for:
o Child and youth
o Health of older people
o Mental health
 Whānau Ora
 Rural health services
 Primary health care workforce development
 Health Care Development
 Information and communication technology
 Joined up quality improvement approach
 Community radiology, pharmacies and laboratories
 Collaborative Clinical Pathways
 Clinical Networks
A sector-wide management team – the Alliance Management Team – has been in place since 2010 to
support the integration agenda. The table below describes the functions of Central PHO, Alliance
Leadership Team and the Alliance Management Team.
Entity

Function

Central PHO Board: 14 Trustees –
General Practitioners, Nurses,
Community, Māori/Iwi, MidCentral
DHB specialists

Provides governance over DHB funded clinical services for first
contact health services and long term conditions, Child & Youth,
Health of Older People, Mental Health and Addictions, Acute/After
Hours, and, Māori and Pacific Health, which support a primary
health care driven system to deliver quality care closer to home

Alliance Leadership Team (ALT):
Central PHO Board Trustees with an
additional eight members Clinical Board Chair, General Manager
- Strategy, Planning & Performance,
IFHC Leaders, Whānau Ora Collective
Leaders, MidCentral DHB Specialists

ALT is an extension of the Central PHO Board and provides a way
of broadening the mandate of the organisation and also extending
participation in joint decision making. The parties work together
to transform health services in the district with the emphasis on
achieving integrated care, quality health services and improved
health outcomes within available resources

Alliance Management Team (AMT):
18 members
Primary, MidCentral DHB Specialists,
Strategy, Planning & Performance
Portfolio Managers, IFHC & Whānau
Ora Managers

AMT is a sector-wide management team which supports the goals
of Central PHO by providing management leadership, driving
service improvement and whole of system thinking.

The Alliance Leadership Team delegated the development of the first 2016/17 System Level Measures
Improvement Plan (and local Improvement Plan) to a subgroup of the Alliance Management Team with
additional expertise drawn from the DHB. The draft plan was presented to the Central PHO Board /ALT and
the DHB Executive Leadership Team in September. It received positive feedback and endorsement for the
draft Plan to be submitted for review by the Ministry of Health, as required by mid-October 2016.
A copy of the MidCentral District Alliance Agreement (which includes the Alliance Leadership Team Terms
of Reference) is attached as Appendix 1.

Dr Bruce Stewart
Chair, Central PHO Board

Craig Johnston
General Manager, Strategy Planning and Performance
MidCentral District Health Board

APPENDIX 1: MidCentral District Alliance Agreement

MidCentral District Alliance Agreement

between

MIDCENTRAL DISTRICT HEALTH BOARD
and

CENTRAL PRIMARY HEALTH ORGANISATION LIMITED

AGREEMENT NUMBER: MDHB-10717

Dated: May 2015

THE PARTIES (each a Party) are:
MidCentral District Health Board (DHB)
Central Primary Health Organisation Limited (PHO)

OUR AGREEMENT
The Parties agree to work together as part of an alliance to implement a whole-of-system decision
making process to improve health outcomes for our populations.
In consideration of the mutual promises given and received by each of us in this Agreement, we agree
that we will be bound by and perform this Agreement.
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1.

Term

1.1

This Agreement commences on 1 July 2014 and (unless terminated earlier) continues in
effect until 30 June 2017.

2.

Scope of Our Alliance

2.1

Who We Are: We, the Parties to this Alliance, are the DHB and the PHO; organisations that
each has a key role in planning and delivering health care services in our District.

2.2

Our Leaders: Our Alliance is led by our Alliance Leadership Team, made up of those clinical
leaders, key managers and other experts, nominated by each Party, who can successfully
lead our Alliance to achieve our Alliance Objectives.

2.3

Our Purpose: We have formed our Alliance to improve health outcomes for our populations,
through:

2.4

2.3.1

transforming healthcare services and supporting clinical decision making and the
shifting of activities closer to patients;

2.3.2

making (and assisting the DHB to make) strategic health care decisions on a “wholeof-system” basis;

2.3.3

providing leadership within our health community;

2.3.4

assessing the needs of our populations;

2.3.5

planning health services in our District, to make the best use of health resources;

2.3.6

balancing a focus on the highest priority needs areas in our communities, while
ensuring appropriate care across all our populations;

2.3.7

establishing Service Alliances to advise on the development, delivery and monitoring
of health services;

2.3.8

monitoring services that fall within the scope of our Alliance Activities; and

2.3.9

informing our populations and other stakeholders of our performance in achieving our
objectives.

Scope of our Alliance and its Activities and Objectives:
2.4.1

The scope of our Alliance is set out in Schedule 1.

2.4.2

Our Alliance Leadership Team will determine our Alliance Activities, Alliance
Objectives and Key Result Areas in accordance with its Terms of Reference set out in
Schedule 2.

2.5

Our Conduct: We will conduct our Alliance Activities and achieve our Alliance Objectives, by
acting consistently with our Alliance Principles.

3.

Overview of decision making

3.1

Allocation of decision making: At the core of this Agreement is a decision-making process
that makes clear which decisions remain with the DHB and the Government, and which
decisions are devolved to us, the Parties.

3.2

Clinician-led decision making: We recognise that clinicians, alongside others, are in the
best position to make decisions about how to apply resources to specific services to achieve
the best outcomes. These decisions will involve less specification and an emphasis on quality
processes and transparency of information to assure accountability and best value for money.
Our Alliance is a vehicle to achieve this.

3.3

Decisions made by Government: The balancing side of the decision-making process is that
it remains the role of the Government to determine the gross allocation of public funding, so
as to achieve the best balance of outcomes for the population. Wherever possible this will
involve discussion with clinicians, providers and/or the community through our Alliance but we
recognise that in some cases these decisions may be taken centrally.

3.4

Decisions made by the DHB: We recognise that the DHB has two roles:
3.4.1

as a Party within our Alliance; and

3.4.2

as the Government’s agent, as the funder of health services in the District.

3.5

Our Alliance is intended, in part, to assist the DHB to fulfil its statutory objectives and
functions as a funder of health services. The DHB will work within our Alliance to fulfil those
obligations where it is appropriate and practicable to do so.

3.6

However, we acknowledge that the DHB’s statutory and other obligations will require it to
make some decisions, which may affect our Alliance, outside of our Alliance and this
Agreement. Without limiting its ability to make those decisions, the DHB undertakes to make
those decisions, insofar as is reasonably practicable, in good faith and having regard to our
Alliance’s Objectives. We agree that nothing in this Agreement limits the DHB’s rights,
powers, obligations or liabilities under any Law or other agreement referred to in clause 9.2.

3.7

Decisions made by the PHO: Equally, we recognise that the PHO is subject to its own
governance obligations. We also agree that nothing in this Agreement limits the PHO’s rights
or obligations, necessary to comply with its governance obligations under any Law or other
agreement.

4.

Our Alliance Principles

4.1

Consistent conduct: We will conduct ourselves and undertake our Alliance Activities in a
manner consistent with our Alliance Principles and will take all reasonable steps to ensure
that our employees, contractors and agents do likewise.

4.2

Consistent interpretation of this Agreement: We agree that every part of this Agreement
must be read in such a way as to be consistent with, and ensure the integrity of, our
commitments to our Alliance Principles.

4.3

Our Alliance Principles: Our Alliance is founded on the following principles:
4.3.1

working as a team, in an innovative and open manner, to produce outstanding
results;

4.3.2

supporting clinical leadership and, in particular, clinically-led service development;

4.3.3

adopting a patient-centred, whole-of-system approach and making decisions on a
Best for System basis;

4.3.4

conducting ourselves with honesty and integrity and developing a high degree of
trust;

4.3.5

promoting an environment of high quality, performance and accountability, and low
bureaucracy;

4.3.6

striving to resolve disagreements co-operatively and, wherever possible, achieving
consensus;

4.3.7

seeking to make the best use of finite resources in planning and delivering health
services to achieve improved health outcomes for our populations;

4.3.8

adopting and fostering an open and transparent approach to sharing information;

4.3.9

monitoring and reporting on our Alliance’s achievements, including public reporting;

4.3.10 being collectively responsible for all decisions and outcomes of our Alliance;
4.3.11 operating as a
encouragement;

unified

team

providing

mutual

support,

appreciation

and

4.3.12 conducting ourselves in accordance with Best Practice;
4.3.13 supporting behaviour and leadership that is professional;
4.3.14 remaining flexible and responsive to support an evolving health environment;
4.3.15 incorporating Whānau Ora approaches and principles;
4.3.16 developing, encouraging and rewarding innovation and challenging our status quo;
4.3.17 actively supporting and building on our successes; and
4.3.18 fully exploring the collective sharing and management of the risks and benefits arising
from our Alliance Activities. Where we cannot manage risk collectively, our principle
is to allocate responsibility for each risk to those of us who can best manage it.

5.

Commitments

5.1

Shared decision making: We will work as one team, in an innovative and open manner, to
produce outstanding results.

5.2

Shared responsibility: Each of us is fully committed to our Alliance and carrying out our
Alliance Activities to achieve our Alliance Objectives. In particular:
5.2.1

we all take responsibility for our Alliance’s success;

5.2.2

we all take responsibility for achieving consensus decisions within our Alliance;

5.2.3

we all take responsibility for addressing all potential disputes within our Alliance;

5.2.4

we will establish and maintain an environment within our Alliance that encourages
open, honest and timely sharing of information; and

5.2.5

we will work on an open book basis to help achieve the best results from our Alliance
Activities, in accordance with clause 12.

5.3

Shared accountability: We are all responsible collectively for identifying, managing and
mitigating all risks associated with our Alliance Activities.

5.4

Commitment to consultation: We recognise that some of us may, in the course of
undertaking our Alliance Activities and otherwise meeting our commitments under this
Agreement, be required to consult with others who do not form part of our Alliance. We will
provide those of us who are subject to such a requirement with a reasonable opportunity to do
so in a prudent and timely manner.

6.

Leadership structure

6.1

Direction & leadership: Our Alliance will be directed and led by our Alliance Leadership
Team.

6.2

Day-to-day coordination: The day-to-day affairs of our Alliance will be co-ordinated by the
PHO.

6.3

Support for other work-streams: The Alliance Management Team, referred to in clause 10,
will support the work of the DHB, PHO, the Alliance Leadership Team, the Collaborative
Clinical Pathways project and the Clinical Networks, within the scope of our Alliance Activities.

7.

Alliance Leadership Team

7.1

Our Alliance Leadership Team: We agree that we will have an Alliance Leadership Team
whose primary function will be to lead us with respect to our Alliance Activities and our
Alliance, in accordance with this Agreement.

7.2

Evolving scope: The scope and nature of the Alliance Leadership Team is expected to
evolve over time in response to the needs of the sector.

7.3

Service planning: Our Alliance Leadership Team will decide how our Alliance will carry out
service planning and may operate as a Service Level Alliance Team (pursuant to paragraph
1.3 of Schedule 1) for services within the scope of our Alliance Activities.

7.4

Terms of Reference: Our Alliance Leadership Team will operate in accordance with this
clause 7 and its Terms of Reference set out in Schedule 2.

7.5

Duties of Our Alliance Leadership Team: The duties of our Alliance Leadership Team
include:
7.5.1

providing a vision, strategic leadership and direction for our Alliance;

7.5.2

providing clinical leadership within our District;

7.5.3

establishing principles and setting challenging objectives;

7.5.4

maintaining a coherent set of policies and procedures as necessary to undertake its
duties;

7.5.5

agreeing with the DHB:
(a)

our Key Results Areas and Alliance Objectives, including the systems and
key performance indicators for assessing achievement of these;

(b)

the work, activity and services to be provided to meet our Alliance Objectives
within the Key Result Areas;

7.5.6

working with Clinical Network District Groups, the Collaborative Clinical Pathways
programme, Integrated Family Health Centres, Whānau Ora alliances/collectives
and establishing other Working Groups as necessary to oversee the development
and delivery of services that fall within the scope of our Alliance Activities;

7.5.7

providing high level support and stakeholder interface;

7.5.8

monitoring and encouraging inter-Party relationships;

7.5.9

agreeing and adopting transparent governance and accountability structures for our
Alliance; and

7.5.10 mentoring and championing our Alliance and its Parties as reasonably required.
7.6

Consensus decision-making:
Unless both of us agree otherwise, every decision,
determination and resolution of our Alliance Leadership Team must be made by consensus of
those present, whether in person, by telephone or videoconference, or by proxy, at the
relevant meeting, on a Best for System basis.

8.

Alliance Leadership Team recommendations

8.1

Recommendations to the DHB: Our Alliance Leadership Team may, as a result of service
planning decisions made by our Alliance, recommend to the DHB the method and form of
contracting for the delivery of the service on a Best Practice basis.

8.2

Implementing recommendations: The DHB will implement our Alliance Leadership Team’s
recommendations, subject only to its statutory requirements and its Reserved Powers, as set
out in clause 3.6 and clause 9.

8.3

In implementing our Alliance Leadership Team’s recommendations, the DHB may:
8.3.1

undertake a procurement process based on the specification for the activity, work or
service recommended by our Alliance;

8.3.2

enter into contracts with relevant providers, which may include Parties and/or others;
and/or

8.3.3

select from the Parties and other service providers those capable of providing the
activity, work or service in accordance with the specification for the activity, work or
service recommended by our Alliance.

9.

DHB’s role

9.1

The DHB’s position:

9.2

9.1.1

We acknowledge the Parties may have obligations and accountabilities, as outlined in
clause 3. However we also acknowledge that the DHB is required to comply with
certain statutory and other obligations, and reserves certain matters as set out in this
clause for determination by itself.

9.1.2

We agree that our Alliance Leadership Team may not make a final decision on any of
the Reserved Powers. We agree that the Reserved Powers are limited to the
express terms of this clause 9.2.

9.1.3

The DHB undertakes to exercise its Reserved Powers in good faith.

Reserved Powers: The DHB has the Reserved Powers as follows:
9.2.1

confirm any decision or action of our Alliance where necessary to ensure compliance
with those powers and responsibilities conferred on the DHB by:
(a)

the New Zealand Public Health and Disability Act 2000, the Crown Entities
Act 2004 and the Public Finance Act 1989 and any other Laws;

(b)

the Crown Funding Agreement;

(c)

the Operational Policy Framework; or

(d)

any Crown Direction;

9.2.2

to direct any suspension of our Alliance Activities, but only with the consent of the
Director-General of Health;

9.2.3

to comply with the Government Rules of Sourcing with regard to procuring any goods
and/or services; and

9.2.4

the right to terminate this Agreement, in accordance with clause 17, but only with the
consent of the Director-General of Health.

9.3

Consultation: Subject to any need for urgency, the DHB will first consult with our Alliance
Leadership Team in respect of its proposed exercise of a Reserved Power.

9.4

Exercise of Reserved Power: A Reserved Power may be exercised by giving a written
notice to our Alliance Leadership Team.

9.5

Implementation: If a decision is notified in respect of any Reserved Power we will implement
that decision as if it were a decision of our Alliance Leadership Team.

9.6

Communication by DHB: If any decision, determination, approval or consent is made or
given by the DHB under this Agreement to our Alliance, it will be communicated by the DHB’s
Chief Executive Officer.

10.

Alliance Management Team

10.1

Alliance Management Team: We have established an Alliance Management Team whose
primary function is to support the work of the DHB, PHO, the Alliance Leadership Team, the
Collaborative Clinical Pathways project and the Clinical Networks.

10.2

Duties of the Alliance Management Team: The duties of the Alliance Management Team
are to:
10.2.1 provide a forum for management leadership, direction and support to improve health
services and health outcomes within the district;
10.2.2 drive increased integration, improved patient pathways, service improvement and
whole of system thinking;
10.2.3 support the development and implementation of change programmes, particularly
those with a cross agency or cross sector dimension;
10.2.4 support the activities of the following groups through the development and
implementation of work programmes:
(a)

the PHO

(b)

Alliance Leadership Team

(c)

the District’s Clinical Networks

(d)

Collaborative Clinical Pathways

(e)

the DHB; and

(f)

Whānau Ora alliances/collectives;

10.2.5 assist with the preparation and implementation of the DHB’s, the PHO’s and our
Alliance Leadership Team’s annual plans;

10.2.6 support strategic planning activities within our district; and
10.2.7 support service development by supporting statistical and analytical work.

11.

Treaty of Waitangi

11.1

Honouring the Treaty of Waitangi: The Treaty of Waitangi establishes the unique and
special relationship between Iwi, Māori and the Crown. Parties with Treaty obligations will
honour these when participating in Alliance Activities.

12.

Access to Information on an open book basis and confidentiality

12.1

Commitment: One of our founding principles is that we will share all relevant information
about our Alliance with each other and with others. To that end, we commit to full, honest and
open disclosure to each other of all information and Documents that relate to us:

12.1.1

undertaking our Alliance Activities; and

12.1.2

otherwise meeting our Alliance obligations and commitments.

12.2

Open book: It is of paramount importance to all of us that this Agreement is administered in
a transparent manner. Accordingly, we agree that our Alliance will be undertaken on a full,
open and honest basis, including:
12.2.1 the performance of any contracts held by Parties that are related to our Alliance
Activities; and
12.2.2 full and continuous access to health service activity data and the outcomes relating to
our Alliance Activities.

12.3

For the avoidance of doubt, we acknowledge that we do not intend to share:
12.3.1 clinical information about an identifiable individual; or
12.3.2 financial information about any Party or any other organisation providing services
within the scope of our Alliance that does not relate to those services (such as
information about other aspects of the organisation's business).

12.4

Some information confidential: We accept that some of the information that we share
within our Alliance will be Confidential Information. We will not share or disclose Confidential
Information to any person except with the agreement of our Alliance Leadership Team.

12.5

Disclosure consistent with the Official Information Act: When deciding whether
Confidential Information should be disclosed, our Alliance Leadership Team will have regard
to whether the information should be disclosed if it were official information under the Official
Information Act 1982.

12.6

Rights and obligations not affected: For the avoidance of doubt, this clause 12 does not
limit any Party’s rights or obligations to use or disclose information as required by this
Agreement or by Law.

12.7

Consultation:
12.7.1 If any of us is required by Law to issue any information (including any statement or
report) that relates to our Alliance Activities:
(a)

we will give the other Parties a reasonable opportunity to comment on that
information before it is issued, and

(b)

each Party who is, or whose affairs are, referred to, shall be entitled to
approve that reference (provided always that this shall not prevent the Party
from issuing the information in order to comply with the Law).

12.7.2 We will consult our Alliance Leadership Team before issuing any information,
publication, document or article or making any statement or presentation (other
than to employees of the Parties) which may reflect adversely on our Alliance
Activities, our Alliance or this Agreement.
12.8

Retention of Documents: Each Party will keep and store any Documents it holds for at least
ten years (or longer if required by Law) after the termination of this Agreement.

12.9

Continuing effect: The provisions of this clause 12 continue to bind us, notwithstanding the
suspension, termination or expiration of this Agreement.

13.

Intellectual Property

Purpose: The purpose of this clause is to ensure that Intellectual Property Rights created from our
Alliance Activities should be available for use throughout the health sector. However, Parties
should retain ownership and control over their existing Intellectual Property Rights.
Existing rights: We agree that each Party remains the owner of Intellectual Property Rights it owned
or held at the date of this Alliance or developed independently by the Party after the date of
this Alliance, but not from Alliance Activities. This clause applies to any improvement,
adaptation, alteration or development of a Party's Intellectual Property Rights.
Grant of licence: If a Party holds Intellectual Property Rights that may be of use in achieving our
Alliance Objectives it grants a licence to the other Party to use that Intellectual Property for
the purposes of achieving our Alliance Objectives.
New rights: Unless agreed otherwise, we agree that new Intellectual Property Rights created by us
from performing our Alliance Activities vest immediately in both of us jointly and either of us
may use the new Intellectual Property Rights. You agree that the DHB may grant licences for
new Intellectual Property Rights to Other Alliances, and may grant licences to other health
providers and organisations.

14.

Our relationship

14.1

Binding: This Agreement constitutes a legally valid and binding obligation upon us in
accordance with its terms.

14.2

Limits of our relationship:
14.2.1 The formation of our Alliance pursuant to this Agreement does not create any
partnership or joint venture, in each case whether expressed or implied, between us.
14.2.2 Except as expressly set out in this Agreement or otherwise agreed to by our Alliance
Leadership Team, none of us have the right to enter into any commitment on behalf
of our Alliance or to otherwise act as our collective agent.
14.2.3 We recognise that each of us is an independent entity and, for the purposes of this
Agreement, the employees or agents of one of us will not be considered to be
employees or agents of another of us, unless otherwise deemed to be so by Law. We
will each pay all costs associated with our own respective employees, contractors,
consultants and agents.

14.3

Obligations may not be assigned: We agree that no Party may assign or novate any of
their rights or obligations under this Agreement, other than where permitted by Law relating to
the restructuring of a Party.

15.

Variations

15.1

Agreed in writing: A variation in the terms of this Agreement will be effective only if it is in
writing and signed by the Parties.

16.

Disputes

16.1

Resolved in accordance with Alliance Principles: If a potential or actual Dispute has
arisen we will work cooperatively so as to identify and resolve it to our mutual satisfaction, in
accordance with our Alliance Principles.

17.

Terminating our Alliance

17.1

Termination Notice: We agree that either Party may terminate this Agreement by three
months’ notice of termination to the other Party (Termination Notice).

17.2

Action: When we receive a Termination Notice, we will notify the Alliance Leadership Team
accordingly who will be responsible for the orderly winding-up of all Alliance Activities and
allocation of work to either of the Parties as it considers appropriate.

17.3

The Parties agree to assist in the orderly conclusion of Alliance activities as directed by the
Alliance Leadership Team.

18.

Notices

18.1

Address of notices: Any notice or other communication to be given under our Agreement to
our Alliance Leadership Team may be delivered by hand or sent by post or email to the
following address:
Central PHO
PO Box 2075
575 Main Street
Palmerston North
Attn: Chiquita Hansen
Operations Director
Email: Chiquita.Hansen@centralpho.org.nz

18.2

Deemed service: All notices given in accordance with this clause 18 will be deemed to have
been served:
18.2.1 if delivered by hand, at the time of delivery;
18.2.2 if posted, at the expiration of three Business Days after the envelope containing the
same was delivered into the custody of the postal authorities; or
18.2.3 if delivered by email, at the time of transmission.

18.3

If delivery by hand or email occurs after 5.00pm on a Business Day or on a day which is not a
Business Day, service shall be deemed to occur at 9.00am on the next Business Day.

19.

Survival following Completion Date

19.1

Clauses that survive: We agree that clauses 12.5, 12.8, 12.9, 13, and 19 shall survive
completion of this Agreement.

Schedule 1: Scope of our Alliance, Alliance Activities & Alliance Objectives
1

The scope of our Alliance

1.1

Activities and initiatives associated with the Better, Sooner, More Convenient Business Case
and subsequent annual plans of the PHO to transform primary health care.

1.2

The partnership agenda in general, and specifically:
1.2.1

the integration of specialist community health services with Integrated Family Health
Centres, general practice teams and other primary health care providers;

1.2.2

the provision of support for primary health care by specialist services;

1.2.3

achieving integrated activity for the benefit of key population groups, such as:
(a)

children and youth;

(b)

older people; and

(c)

mental health;

this includes unified activity across specialist and community-based services
(including Non-Governmental Organisations and private providers) but also including
social services, welfare and education sectors;

1.3

1.2.4

DHB-funded services provided by the PHO, including services pertaining to the
Service Plans;

1.2.5

the Collaborative Clinical Pathways Programme of activities;

1.2.6

the activities of the Clinical Networks, including their workplans and work groups;

1.2.7

Community Referred Radiology, Laboratory and Pharmacy services;

1.2.8

development of Whānau Ora and support for Whānau Ora programmes;

1.2.9

development of the health workforce within primary health care;

1.2.10

the work of the Health Care Development team;

1.2.11

ensuring a consistent strategic approach to information and communication
technology development that meets the needs of our population;

1.2.12

ensuring a joined-up approach to quality and quality improvement across the district;

1.2.13

other activities allocated to the Alliance Leadership Team as agreed between the
Parties.

Where required, the Alliance Leadership Team will fulfil the role of a Service Level Alliance
Team (SLAT) or will delegate this role to other forums as the Alliance Leadership Team
considers appropriate in accordance with paragraph 10 of the Alliance Leadership Team
Terms of Reference set out in Schedule 2.

2

Reviewing the scope of our Alliance

2.1

We may review the scope of our Alliance at any time. And such review will be undertaken in
consultation with our Alliance Leadership Team and agreed in writing by the Parties.

3

Alliance Objectives, Alliance Activities and Key Result Areas

3.1

Our Alliance Objectives, Alliance Activities and Key Result Areas (and associated funding
arrangements) will be agreed and maintained by the Alliance Leadership Team in accordance
with the Terms of Reference set out in Schedule 2.

Schedule 2: Alliance Leadership Team Terms of Reference
1. Background
1.1.

The DHB has statutory objectives and functions as a funder of health services to achieve the
best balance of health outcomes for the population within the available funding. It is committed
to exercising its statutory discretions informed by discussions with clinicians, providers and the
community.

1.2.

The PHO has been re-established as a clinician-led governance body, with a focus on
delivering core PHO functions plus enhanced integration and primary health care development.

1.3.

The DHB and the PHO (the parties) agree that clinicians, alongside others, are in the best
position to make decisions about how to apply resources to specific services to achieve the
best outcomes.

1.4.

To this end, the parties work together to transform health services in the District with the
emphasis on achieving integrated care, quality health services and improved health outcomes
within available resources.

1.5.

The parties have entered into an Alliance Agreement that governs how the parties will work
together via an alliance to transform health services by focusing on integrating care, providing
quality health services and improving health outcomes for the district’s populations.

2. Introduction to the Alliance Leadership Team
2.1.

The Alliance Agreement establishes the Alliance Leadership Team which has responsibility for
the oversight of integration projects and other bodies of work that the parties deem appropriate
within the scope of our Alliance (the Alliance Work Programme).

2.2.

These are the Terms of Reference for the Alliance Leadership Team.

3. Responsibilities
3.1.

The Alliance Leadership Team will:
(a) provide professional and service leadership for designing, testing and implementing
the Alliance Work Programme;
(b) be accountable for the decisions it makes – that is, it is responsible for resolving,
refining or remedying any issue arising with any aspect of the Alliance Work
Programme;
(c) be the forum where all members’ and the wider community’s interests are considered
and where any tradeoffs between different interests are reconciled;
(d) ensure that implementation of the Alliance Work Programme is well informed,
innovative and grounded;
(e) provide ongoing advocacy for integration programmes;
(f) provide a forum for ongoing engagement and communication amongst peers,
colleagues and stakeholders;
(g) monitor progress implementing the Alliance Work Programme and ensure the risks to
programme delivery are reviewed regularly and managed within acceptable levels.

4. Membership
4.1.

Members of the Alliance Leadership Team will:
(a) have a high level of credibility
(b) be able to allocate sufficient time and have the flexibility required to make an effective
contribution
(c) be able and willing to represent broad professional and service interests and not just
the interests of their particular speciality
(d) be willing to compromise and negotiate solutions to issues which may have no ‘right
answer’ and often no consensus.

4.2.

The Alliance Leadership Team will comprise the following:
(a) the entire PHO Trust Board
(b) the Chair of the PHO Clinical Board
(c) representatives of the Alliance Management Team (established under clause 10 of
the Alliance Agreement) including:
o
o
o
o
o
o

the General Manager of the PHO
the Clinical Director of the PHO
a senior Health Manager
the Primary Care portfolio manager for DHB Planning
a representative from Integrate Family Health Care management
two Whānau Ora Collective representatives.

(d) the MidCentral DHB Chief Medical Advisor and Director of Nursing if they are not
already represented.
4.3.

The Alliance Leadership Team will be chaired by Chair of the PHO Board.

4.4.

The members of our Alliance Leadership Team are set out in Appendix 1 to these Terms of
Reference.

4.5.

Membership will be reviewed as considered appropriate by the Alliance Leadership Team.

4.6.

The Alliance Leadership Team may, by agreement, add or remove a member:
(a) Any new member must meet the requirements of paragraph 4.1.
(b) Members may be removed where they no longer hold the relevant position referred to
in paragraph 4.2.

5. Attendance and decision making
5.1.

Each member’s continuous involvement in and attendance at our Alliance Leadership Team
meetings is critical to our Alliance’s success and the effectiveness of the Alliance Leadership
Team.

5.2.

When making a decision, determination or resolution, our Alliance Leadership Team (together
and individually) must:
(a) have regard to its duties, specified at clause 7.5 of the Alliance Agreement;

(b) have regard to the principles and other terms of the Alliance Agreement;
(c) consider the matter before them in good faith and use their best endeavours to
facilitate a consensus decision;
(d) not prevent a consensus decision being made for trivial or frivolous reasons;
(e) use all relevant information in a timely fashion; and
(f) actively seek and facilitate a consensus decision, determination or resolution.
5.3.

Every decision, determination and resolution of the Alliance Leadership Team must be on a
Best for System basis and made by consensus of those present, whether in person, by
telephone or videoconference, or by proxy, at the relevant meeting.

5.4.

Alliance Leadership Team members may not appoint any alternate to attend our Alliance
Leadership Team, but may nominate another member to act by proxy in relation to any decision
to be made by the Alliance Leadership Team.

6. Standards
6.1.

The Alliance Leadership Team is expected to uphold the following standards:
(a) have a high degree of control over its own processes and structures;
(b) have collective responsibility and need to speak with ‘one voice’, once a decision is
taken;
(c) undertake regular self-assessments of its own effectiveness, which may include
assessments of individual members as well as the Alliance Leadership Team as a
whole.

6.2.

Alliance Leadership Team members are expected to:
(a) act with honesty and integrity and in good faith;
(b) act with reasonable care, diligence and skill;
(c) avoid disclosing information obtained in their capacity as a member, unless in
specified circumstances.

7. Meetings, Agendas and Minutes
7.1.

The agenda and papers for each Alliance Leadership Team meeting will be circulated at least
four [working] days before each meeting.

7.2.

Meetings will be held concurrent with the PHO board meetings, with special meetings arranged
for specific presentations

7.3.

The draft minutes and actions will be circulated to all Alliance Leadership Team members
within four Business Days of the meeting.

7.4.

The principle underlying the working of the Alliance Leadership Team will be one of openness
and transparency.

7.5.

Members will be encouraged to consult on specific issues raised in the meetings, whilst being
sensitive to the risks of discussing ideas in development. Where it is necessary for papers or
specific information presented or discussed at meetings to be kept confidential, this will be
clearly indicated.

8. Progressing the Alliance Work Programme
8.1.

Ultimate responsibility for the managing the Alliance Work Programme rests with the General
Manager and Clinical Director management dyad of the PHO.

8.2.

The Alliance Leadership Team will use the resource of the Alliance Management Team to
action initiatives in the Alliance Work Programme, and will receive regular reports from the
Alliance Management Team.

8.3.

The PHO and DHB Board/s and their respective Clinical Boards will receive regular progress
reports from the Alliance Management Team.

9. Resourcing the Team’s work
9.1.

No Alliance Leadership Team member will charge any party for their contribution to Alliance
Leadership Team meetings or the Alliance Work Programme.

9.2.

The cost of holding Alliance Leadership Team meetings and providing secretariat services is
met by the PHO.

9.3.

The Alliance Leadership Team will have access to legal advice if required.

9.4.

When required, external experts may be invited to attend meetings in order to contribute to
specific items.

10. Working Groups, District Groups and Collaborative Clinical Pathways
10.1. The Alliance Leadership Team may, at its discretion, consult, work with or seek
recommendations from the Alliance Management Team or other appropriate party to assist with
its decision making in relation to service planning for those services within the scope of our
Alliance Activities.
10.2. Where the Alliance Leadership Team identifies a service within the scope of Alliance Activities
that requires (or could benefit from) transformational change or other activities, the Alliance
Leadership Team may refer the matter to any of the following:
(a) any of the District Groups or a working group of a District Group;
(b) the Collaborative Clinical Pathway Programme;
(c) one or more Integrated Family Health Centre project; and
(d) the Alliance Management Team.
10.3. Alternatively the Alliance Leadership Team may establish a Working Group for the purpose/s
intended, provided there is not already a group that could progress the initiative.
10.4. Any of the entities outlined in clauses 10.2 or 10.3 may constitute a Service Level Alliance
Team for the purpose of any national health initiative.
10.5. The Alliance Leadership Team may request any of the entities outlined in clauses 10.1 or 10.3
to undertake such tasks as its considers necessary to progress the matter, including:
(a) engaging and consult with stakeholders;
(b) recommending how the service should be delivered within the scope of our Alliance;
(c) advising it on any aspect of our Alliance Activities;

(d) monitoring and reporting on the performance of a service within the scope of our
Alliance.
10.6. A Working Group will operate according to any directions, conditions or restrictions established
by the Alliance Leadership Team.
10.7. The Alliance Leadership Team will provide monthly and annual reports to the parties about its
performance.

11. Reporting
11.1. The Alliance Leadership Team’s role includes making specific and detailed recommendations
to the parties on initiatives within the Alliance Work Programme.
11.2. The Alliance Leadership Team will report regularly on its activities to the parties through the
Chair, and agendas and minutes of each meeting will be made available if required.
11.3. It is the parties’ role to implement and manage funding agreements where required to
implement recommendations of the Alliance Leadership Team in accordance with and subject
to any provisos in the Alliance Agreement . The parties (as relevant) will report to the Alliance
Leadership Team on performance of each initiative.

12. Public Accountability
12.1. The Alliance Leadership Team will regularly publish its performance against the public
accountability performance indicators it sets.

13. Suspending Alliance Activities
13.1. The Alliance Leadership Team may suspend some or all of our Alliance Activities at any time.
13.2. The DHB may suspend some or all of our Alliance Activities, as a Reserved Power under the
Alliance Agreement, if it determines that it is necessary to do so to prevent a breach of a
statutory requirement.
13.3. The performance of Alliance Activities will recommence only when directed to do so by our
Alliance Leadership Team or the DHB, in accordance with the Alliance Agreement.
13.4. The DHB may direct a suspension with the consent of the Director-General of Health clause 9.2

14. Review
14.1. The scope and nature of the Alliance Leadership Team is expected to evolve over time in
response to the district’s health needs. Accordingly these Terms of Reference will be reviewed
annually and agreed by the parties.

15. Conflicts of Interest
15.1. It is important that all Alliance Leadership Team members are open and honest with each other
and advance the interests of our Alliance.
15.2. All Alliance Leadership Team members shall fully disclose any Conflict of Interest that they are
aware of or may have in respect of any matter touching or concerning the Alliance Programme
or the work operation of the Alliance Leadership Team.
15.3. The members of our Alliance Leadership and Management Teams will complete a Conflict of
Interest declaration at the commencement of their appointment and from time to time during
their tenure as directed by the Alliance Leadership Team.

15.4. Our Alliance Leadership Team must consider the disclosure of any Conflict of Interest reported
to it and decide how the Conflict of Interest is to be handled. It will proactively manage all
Conflicts of Interest or potential Conflicts of Interest.

16. Media discretion
16.1. No member of the Alliance Leadership Team will make any oral or written statement or
comment to the media which criticises any other member (or their respective organisations) or
any party or which could adversely affect public opinion of either the DHB or the PHO or which
brings any party into disrepute.

Schedule 3: Definitions and Interpretation
1

Definitions

1.1

In this Agreement, unless the context requires otherwise, the following defined terms will apply:
Agreement means this document, which we have entered into, and includes all schedules to
it and any other document or annexure that is referenced in it;
Alliance means this alliance, which we have agreed to participate in so as to deliver on the
Government’s health policy and objectives, pursuant to this Agreement;
Alliance Activities means all activities that we:
(a)

have agreed to deliver as part of our contribution to our Alliance, being detailed in
Schedule 1;

(b)

must otherwise deliver in order to perform our obligations in good faith under this
Agreement; and

(c)

may otherwise agree to deliver as part of our contribution to our Alliance pursuant to
paragraph 3.1 of Schedule 1,

during the term of this Agreement. For the avoidance of doubt, Alliance Activities excludes
the provision of any health services;
Alliance Leadership Team means our leadership team established under clause 7;
Alliance Objectives means our objectives for each of our Key Result Areas, established in
accordance with paragraph 3.1 of Schedule 1;
Alliance Principles means the principles set out in clause 4 on which we have agreed our
Alliance will be conducted;
Alliance Purpose means the purpose of our Alliance, being set out in clause 2.3;
Best for System means a decision that:
(a)

is consistent with, or an improvement upon, our Alliance Principles;

(b)

is consistent with, or an improvement upon, the usual methods and practices for the
delivery of healthcare services;

(c)

is consistent with, or an improvement upon, Best Practice;

(d)

is for the immediate and long term benefit of the patient or achieves the best outcome
for our populations, as the case may be; and

(e)

results in a net benefit having considered the broader impacts of the decision,
including the potential clinical and financial impact on other health services;

Best Practice means exercising the degree of skill, diligence, prudence, foresight and
management that would reasonably be expected from a skilled and experienced person
engaged in the same or similar activity under the same or similar circumstances;

Business Day means a day other than a Saturday or Sunday on which banks are open for
business in the District;
Chief Executive Officer means the DHB’s Chief Executive Officer, or any person nominated
in writing by him or her;
Completion Date means, where one of us terminates this Agreement in accordance with
clause 17 , the date that is specified in the Termination Notice; provided that (unless the DHB
advises otherwise) all of our Alliance Activities required to be completed as directed by the
Alliance Leadership Team and the Termination Notice (if applicable) have been completed;
Confidential Information means any:
(a)

clinical information about an identifiable individual; or

(b)

financial information about any Party or any other organisation providing services
within the scope of our Alliance;

Conflict of Interest in respect of any person means any actual or perceived conflict of
interest that a person may have in respect of any matter or issue arising in respect of our
Alliance;
Crown means the Sovereign in right of New Zealand;
Crown Funding Agreement means the current Crown Funding Agreement between the
Crown and the DHB, made under section 10 of the New Zealand Public Health and Disability
Act 2000;
Dispute means, in respect of any matter or issue, any real, perceived or anticipated
argument, conflict, disagreement, dispute, or unresolved difference of opinion in respect of
that matter or issue;
District means the region in which the DHB is authorised to act;
District Annual Plan means the current district annual plan prepared by the DHB as required
under section 39 of the New Zealand Public Health and Disability Act 2000;
Documents means all documents directly or indirectly relating to our Alliance Activities, our
Alliance and this Agreement, including correspondence, plans, specifications, drawings,
calculations, estimates, computations, data, databases, designs, equipment, commentary,
reports, recommendations, manuals, records, accounts and receipts, in each case whether
recorded in writing or in an electronically retrievable format;
General Manager Planning & Support means the General Manager, Planning & Support,
MidCentral DHB or any person nominated in writing by him or her;
Intellectual Property Rights means any and all beneficial and legal ownership in and to
intellectual and industrial protection rights throughout the world, both present and future,
conferred by Law including (but without limitation) rights in respect of or in connection with
any confidential information, copyright (including future copyright and rights in the nature of or
analogous to copyright), moral rights, inventions (including patents and patentable
inventions), trademarks, service marks, designs, formulae, know-how and performance
protection (whether or not now existing and whether or not registered or registrable) and
includes any right to apply for the registration of such right or renewals and extensions;
Key Results Areas means those areas agreed as such by the Alliance Leadership Team in
accordance with paragraph 3 of Schedule 1;

Law means any legally binding law, legislation, statute, act, rule, order or regulation which is
enacted, issued or promulgated by the Parliament of New Zealand, the Governor General of
New Zealand or a Government agency;
Minister means any Minister of the Crown of New Zealand, including the Minister of Health;
Operational Policy Framework means the Operational Policy Framework published by the
Ministry of Health from time to time;
Parties means each of the parties to this Agreement, and Party means any one of us;
Reserved Powers means those powers to be exercised exclusively by the DHB and set out
in clause 9.2 and Reserved Power means any one of them;
Termination Date means the date of a Termination Notice given by one of us to terminate
this Agreement, in accordance with clause 17;
Termination Notice has the meaning given to that term in clause 17.1; and
We or us or our means all the Parties.
2

Construction of certain references

2.1

In this Agreement, unless the context otherwise requires, any reference to:
an action includes an omission;
a clause, schedule or annexure is a reference to a clause, schedule or annexure to or of
this Agreement;
a day means a calendar day;
an event includes any act, omission, transaction or other occurrence;
a person includes a Party, natural person, the estate of an individual, a company, a
corporation, a body corporate, an authority, an association, a joint venture (whether
incorporated or unincorporated), a partnership, a trust or a government agency;
rights includes any rights, authorities, discretions, remedies or powers; and
year means a calendar year.

3

Parties

3.1

A reference to one of us includes each of the parties to this Agreement and each of that Party’s
administrators, successors and permitted assigns, including persons taking by way of novation.

4

Consortium

4.1

The Parties, as a consortium, have agreed to act through the Alliance Leadership Team.

4.2

No Party may bind another unless the Alliance Leadership Team has agreed to be bound by a
decision of that Party.

4.3

For the purposes of this Agreement each Party agrees to be bound by the terms of this
Agreement.

5

Statutes

5.1

A reference to a statute or statutory provision includes a statutory amendment, modification or
re-enactment of it or a statutory provision substituted for it, and each ordinance, by-law,
regulation, rule and statutory instrument (however described) issued under it from time to time.

6

General Interpretation

6.1

In this Agreement, unless the context indicates a contrary intention, the following interpretive
conventions will apply:
6.1.1

a reference to a document (including this Agreement) is to that document as
amended, varied, modified, novated, ratified or replaced from time to time;

6.1.2

a word importing the singular includes the plural (and vice versa), and a word
indicating a gender includes the other gender;

6.1.3

if a word or phrase is given a defined meaning, any other part of speech or
grammatical form of that word or phrase has a corresponding meaning; and

6.1.4

the use of the word includes in any form is not a word of limitation.

6.2

If a day on which any act, matter or thing is to be done under this Agreement is not a Business
Day, it may be done on the next Business Day.

6.3

Headings and the table of content are to be ignored in construing this Agreement.

