VERSION SUBMITTED TO MoH – SUBJECT TO MoH FEEDBACK AND SIGNOFF


Metro Auckland Plan to implement “Better, Sooner More Convenient” 

The metro Auckland health partners are committed to clinical led implementation of this plan for Better, Sooner, More Convenient (BSMC) care. They are also committed to building the capability and capacity of primary and community based services to address the significant challenges to the health system now and into the future. The three BSMC business case consortiums including the three metro-Auckland DHBs, primary, community and hauora providers are committed to delivering the necessary outcomes through key focused initiatives, strong clinical leadership, investment of resources and a regional approach.
The Better, Sooner More Convenient policy provides opportunities for clinicians, primary care organisations, providers and DHBs to integrate a system that truly puts patients first,  increases the capacity and access of quality community based clinical services and manages our shared, scarce resources effectively.

In the first year of this plan (2010/11) the following immediate improvements will be made to the region’s services to address fragmentation, inconsistency and inefficiencies in some crucial core services.  

· Direct access to radiology.  There will be better and sooner access to radiology. An additional 4,500 procedures will be provided and GPs will be able to directly refer 16,000 patients so speeding up the process of obtaining this service. 

· More Minor Surgery in the community. There will be a 130% increase in treatments for skin cancer from 513 to 1,200 with surgery being offered in more convenient primary care settings by primary care clinicians.

· Reduced impact on hospitals (POAC).  There will be a 50% increase in the number of Primary Options for Acute Care (POAC) referrals meaning that in total over 12,500 people’s acute care will be safely managed in the community. This will include broadening the scope of referrals from DHB emergency departments and ambulances.  The resultant decrease in ED attendances is expected to be at least 5,000. 

· Co-ordinated metro Auckland approach to affordable after hours.  Across Auckland there will be a formalised network of at least 10 clinics across Auckland providing local, affordable access to urgent care until 10pm. This will integrate with the patient’s usual GP to ensure continuity. 

· Primary secondary clinical pathways.  We will develop clinical pathways to ensure care is delivered in the right place by the right clinician with greater involvement and integration with primary care. Five pathways will be developed which will result in 10% being done in primary care and 10-20% of outpatient appointments being freed up in those areas for other patients. 
· Pharmaceuticals: Releasing funds for the front line and improving quality.  We will invest in a clinically led process to more effectively manage our community pharmaceutical budget.  This will involve doctors, nurses and clinical pharmacists and $1.5 million real savings by appropriate prescribing and safer use of medicines, particularly primary care and residential care. 

· Increasing Māori provider capability.  The DHBs and the Ministry of Health will devolve direct funding of over $600K to Iwi and Māori providers by December 2010. This will put the control of these services nearer to the communities they service whilst supporting the implementation of the Whānau Ora programme. 

· Regional Health Targets.  We will accelerate progress to meet the national Health Targets by shifting from DHB specific targets to regional targets across all the business cases.  We agree to stretch our regional targets for immunisation (90%), diabetes, CVD risk assessment (80%) and smoking to substantially improve our combined performance so also address key areas of inequality in our system.  

These are described further in this document with more detailed information available on request.
Supporting the activity and getting ready for 2011/12

Over the next year we will continue to build on the work already done to develop a comprehensive, integrated and more responsive approach to address the intent of Better Sooner More Convenient for Aucklanders. During 2010/11we will achieve this by:  

· Subject to due diligence and with full Board support incrementally implement the alliance approach with our business case partners

· Establishing local health networks across Auckland

· Developing a comprehensive metro-Auckland Primary Care Plan across all three DHBs and all three business cases

· Development of a metro-Auckland approach to long term conditions
· Build on the after hours planning to make additional progress  in acute demand management

· Develop the necessary alliances and structures to deliver seamless care between provider arm community services and general practice (including district nursing) through consultation with the relevant staff and unions.  Commitment to developing an integrated multidisciplinary wound care pathway across the region and testing it within a number of practices across 2010/11.  Would also look to collocate at least two wound care clinics into the community which we would look to be based at an IFHC, community health hub or Whānau Ora centre. 

· We will do further clinically led design and development work across all three BSMC business cases in relation to Local Health Networks, Integrated Family Health Centres, Community Health Hubs, Whānau Ora Centres and enhanced general practice.  Subject to council planning and resource consent processes we expect to have one to two centres across the region by 30 June 2011.

1. Better Access to Diagnostics - Radiology

What is our objective?

To provide metro Auckland GPs with:

1. Direct access to key radiological investigations – X-ray, Ultrasound, CT and MRI
2. Regionally agreed clinical triage criteria to support decision making about radiology referrals
3. Virtual budgets to help manage demand 

How?

Building on a successful pilot in ADHB:

· Regional clinical triage criteria and decision support within GP PMS systems

· Virtual budgets through a demand management tool integrated into GP PMS systems 
· Contracts with private and public radiology participating in the scheme

· Training for all general practice teams

What will we do?

· Phase I – Roll out to at least 100 practices within ADHB (80%) by 31 December 2010

· Phase II – Through local clinical engagement and support, roll out to up to another 100 practices in Greater Auckland between 1 January and 30 June 2011 
Why?

· To improve the patient journey to speed up their diagnosis and treatment.  Currently, the system does not support GPs and their patients to access key radiological tests where needed.   Patients face long waits and convoluted referral pathways to access tests.

· Sustainability - efficient and targeted use of resources and skills to free up capacity for other front line services

· To improve the quality of referrals and appropriate investigations

	Why will it be good for patients? 

Better, sooner, more convenient access to community radiology across Auckland.  Patients will access more diagnostics closer to home, experience fewer steps in accessing care with reduced wait times.  This will be evidenced by:
1. An additional 4,500 community diagnostic procedures in 2010/11

2. 16,000 patients accessing radiology sooner via direct referral from general practice in 2010/11 with the potential to increase to 40,000 in 2011/12

3. 750 First Specialist Assessments released and/or no longer required due to more efficient processes

4. DNA rates to reduce by 50% for referrals from participating practices

5. Inappropriate or rejected referrals from participating practices to reduce by 80%


Why will it be good for providers?
· More timely results 

· Reduced acute admissions and emergency presentations

· Patients arriving at outpatient appointments with investigations complete.  
· Better primary/secondary collaboration and integration of care

· Maximises the use of scarce workforce and reduces DNAs
Funded through

Existing provider arm radiology resources and an additional investment of over $900k across metro Auckland between July 2010 and June 2011.
2. Minor Surgery – Skin Lesions

What is our objective?

Increase the volumes for minor skin surgery in primary care thereby improving access for Aucklanders and skin cancer outcomes.
How and By When?

· The establishment of a consistent DHB approach through a regional clinical governance group by 30 June 2010
· Contracts in place with credentialed GPs by 30 September 2010

· Consistent processes across all three DHBs for referral to credentialed GPs by 1 October 2010
· Evaluation and review by 30 June 2011
Why?

A proportion of minor skin surgery could be performed safely in the community setting.  Currently waiting times for minor skin lesion procedures performed in the hospital are too long with potentially dangerous delays to diagnosis.  Access across Auckland is highly variable across the three DHBs.  Patients are inconvenienced by unnecessary visits to hospital.

	Why will it be good for patients? 
· Improved access to DHB funded skin cancer surgery

· Shorter waiting times and earlier treatment for patients requiring minor skin lesion surgery leading to improved outcomes
· Surgery performed closer to where patients live

· Access to a new community based minor surgery service in ADHB 
· Evidenced by:

· 1,200 community based skin lesion procedures over 2010/11. This is a 100% increase from 2008/09
· Reductions in wait times




Why will it be good for providers?
· Regionally consistent approach to publicly funded minor surgery 

· Secondary care surgeons freed up to perform more specialist elective surgery whilst utilising the capability within primary care
· Clarity of referral and care pathways for skin cancer
· Less need to monitor in primary care while waiting for surgery
· Appropriate treatment is provided in the most cost effective setting
Funded through

Investment of an additional $137,400 per annum which is a 134% increase on 2009/10.
3. Clinical Pathways  
What is our objective?

We are going to implement regionally agreed Clinical Pathways for specific conditions to improve patient experience and provider efficiency across primary and secondary care.

How and By When?

We are going to commence a regional re-implementation of a gastroenterology pathway for dyspepsia immediately with a roll out to 30% of providers by 30 June 2011 and the remaining providers by 30 June 2012.  
We will select, develop and test of a minimum of five additional clinical pathways across primary and secondary care rolling out by 1 July 2011. This will build and link to the Auckland Regional e-Referrals Project involving both primary and secondary clinicians across the metro Auckland DHBs.  Within this initiative referral criteria for 24 specific conditions have been developed which provides a robust base to further design full clinical pathways.   One example of this is the work already completed for skin lesion referrals.
Why?

Inefficiencies and poor co-ordination between primary and secondary care occur at multiple points in the patient journey leading to unnecessary delays, inconvenience and potentially harm for patients, and unnecessary appointments and frustration for clinicians.  
	Why will it be good for patients?

•
Sooner: Shorter waiting time for those who genuinely need a secondary care intervention

•
Better: Regionally consistent care regardless of address

•
More Convenient: A reduction in follow up visits for patients being undertaken in the community closer to where they live or work

As evidenced by:

· 30% reduction in first specialist assessments for dyspepsia across the Auckland metro by 30 June 2011  

· Completed implementation of a minimum of five additional clinical pathways across the Auckland metro supported by the e-referral process by 30 June 2012 with a corresponding: 
· 10% reduction in FSA in secondary care

· 20% reduction in Follow Up visits

· 10% shift of visits into Primary Care



Why will it be good for providers?

· Primary care GPs better equipped to manage patients not reaching referral threshold for a particular condition

· Sustainability - will release first specialist assessment time for more complex cases and accommodate population growth

Funded through
Existing resources and/or provisions already made elsewhere e.g. e-referrals
4. Acute Demand/POAC
What is our objective?

To increase the capacity of managing them sooner and in more convenient, safe and effective community based settings. dramatically reduce the number of avoidable Emergency Department presentations and subsequent hospital admissions by
How and By When?

To meet the above objectives we will deliberately expand the use of POAC over 2010/11 through:

1. Increased promotion of the POAC programme to GPs and Accident & Medical clinics 

2. Developing, implementing and enabling clinical care pathways for the most common diagnoses referred to emergency departments, but manageable in primary care 

3. Enabling, educating and encouraging hospital emergency departments to refer appropriately to primary care through the POAC service

4. Introduce POAC to Ambulance Services to either treat patients on site or to transport suitably triaged patients to primary care settings for further treatment rather than to hospital emergency departments

5. Work with residential care and rest home facilities to ensure early intervention and onsite treatment of residents to avoid unnecessary attendance and admission to hospitals

6. Specifically target practices with large Māori populations and those with high rates of admission for Māori to ensure that POAC contributes to reducing inequalities  

Why?

Attendances at emergency departments across Auckland have been steadily increasing and are a large threat to future viability.  Continued growth at the current rate is considered unsustainable form both financial and health workforce perspectives.  In addition, patients often prefer to be managed at home and not face long waits or admission to hospital.
	Why will it be good for patients?

· Over 15,000 referrals to the POAC scheme that should result in more than 12,750 patients being safely and successfully managed in the community thus creating reduced demand on hospital Emergency Departments  

· More convenient care for those 12,750 patients and their whānau who avoid the disruption of a visit to hospital

· Increased utilization by Māori to a rate equivalent to their population share reducing their need for presentation to hospital




Why will it be good for providers?
· More satisfying for practitioners to be supported to manage people safely in the community  and being resourced to do the right thing clinically

· Regionally consistent approach for patients and providers so less confusion which has been an issue in the past

· Front line clinicians in Emergency Departments face less demand and can also use POAC as a resource for early discharge ensuring secondary resources are available for the more acutely unwell

· Avoided attendances and admissions will assist with delivery of the national health target for Emergency Departments

Measured by

5,000 additional POAC referrals over 2010/11.  85% of these will avoid needing to go to hospital because of this care.
Funded through

New funding of up to $1,237,500 will be invested across metro Auckland.  The financial return on investment is expected to be $1.16 for every dollar spent in year one, increasing to $1.22 in future years.
5. After Hours 

What is our objective?

Provide our shared populations in Auckland with access to more affordable, more equitable, and urgent after hours care across a variety of localities in the region while still promoting the patient’s medical home.  
 
	How and By When?

Phase 1: A clinically led process with an initial focus on establishing a core network of services till 10pm.  Phase 2: A subsequent focus on a comprehensive network including overnight, ambulance and emergency services.

Phase 1: By July 1st 2010
· Development of a metro-Auckland after hours plan

· A minimum of 10  operational clinics until 10pm across region

· Increased availability of regional triage and disposition

· Affordable copayments consistently available for high needs groups

· Availability of essential medicines

· Linkages from the Medical Home to IFHCs, Community Health Hubs and Whānau Ora Centres




Why?

There is no single regional after hours strategy. Funding challenges combined with varying capacity of workforce across the metro has meant that access for patients to services to meet urgent care needs outside of regular hours is not as easy as it should be. For providers trying to meet after hours needs and sustain regular services has been a significant challenge and led to a wide variety of provision in after hours.  The result is inconsistency across the metro with varied, uncoordinated services with generally unaffordable co-payments for much of the population.    A key negative consequence has been the number of inappropriate presentations to Emergency Departments throughout the region.  

	Why will it be good for patients? 
Being able to access a health care professional outside of regular hours for acute need will be much less problematic than before.  As members of a collective organisation they will have readily available information on the network, operating hours, localities and costs. Reduced co payments will enable high needs groups to access more readily.  They will be sure of their medical home and sure of how to access care outside of this whenever there is urgent need.



Why will it be good for providers?
A sustainable, fair and workable model for after hours across the region

Measured by 

A measurable reduction in inappropriate presentations to emergency departments across the region within 12 months. In addition, a suite of measures will be developed by 1 July 2010 to reflect the impact of all acute demand initiatives (including the after hours and POAC initiatives).
Funded through
For both phases - Re-use of the current $5.0m and further invest approximately $450,000 in 2010/11.  Current DHB/MoH funding needs to be ongoing as well as new ways of funding services that must be ongoing/ developed for sustainability of the network. 

6. Pharmaceuticals
What is our objective?

To have a clinically led process to effectively manage the pharmaceutical budget to release funds for frontline services while improving medicines safety for patients and improved prescribing quality for providers. 

How and By When?

In 2010 / 2011 we will operate phase one of a clinically led pharmaceutical budget management programme in ADHB & CMDHB with three large and diverse PHOs (East Health Trust, ProCare Network Auckland and ProCare Network Manukau).  This will focus on:

· Detailed analysis of prescribing trends 

· Development of quality programmes and messages based around the following themes:

· Reducing unnecessary poly-pharmacy 

· Reducing wastage through prescribing appropriate quantities of medicines

· Addressing and reducing unexplained inter-provider variability in prescribing patterns

· Implementation of the above programmes using:

· Clinical pharmacist led academic detailing
· Prescriber small group education sessions with doctors and nurses
· Prescriber feedback reports
· Prescribing guideline development
Within Waitemata there will be a particular focus on safe use of medicines within aged residential care facilities.   
Why?

In primary care there is currently no systematic approach to examining and improving the quality of prescribing of pharmaceuticals amongst front line clinicians, particularly general practitioners and those within aged residential care.  Poor use of pharmaceuticals (including both under and over-use) by both prescribers and patients contribute to a substantial number of avoidable adverse events including up to 10% of avoidable hospitalisations. 

Why will it be good for patients?

· Improved medicines safety through reduced poly-pharmacy

· Simpler medication regimens especially for patients with multiple long term conditions
· Less risk of harm and adverse events
Why will it be good for providers?

· A clinically led process to improving prescribing quality

· Clinical influence over where pharmaceutical savings are ‘reinvested’
· Some reduced hospital utilisation from medication related events

· Reduced pressure on pharmaceutical budgets

	Measured by

At least $1.5million of pharmaceutical expenditure being released for front line services in the 2010 / 2011 financial year. 

A decrease in admissions to secondary care due to medicine related adverse events.


Funded through

An investment of $850,000 across all three DHBs in the 2010 / 2011 year. 
7.  Māori Service Development
What is our objective?

1. Enhancing capacity of Iwi and Māori led providers to deliver Whānau Ora services, to high needs communities

2. To establish and implement the Whānau Ora system for Auckland
3. Devolution of services from DHBs and the Ministry of Health to support Whānau Ora development 

 How?

· Implementation of a three year strategy to identify key services currently provided in metro-Auckland DHBs, that could be provided in the community setting

· Involvement of the MoH, DHBs, Iwi, the National Māori PHO Coalition and Māori led providers

By When? 

1. Year I – Identification and transition of all non - core Kaupapa Māori services, to Iwi /  Kaupapa Māori led providers in the community

2. Year 2 – Review of DHB services to identify high Māori utilisation of services as well as those services that are high priority areas and are under utilised by Māori
3. Year 3 – Implement the review recommendations across the three Auckland DHBs

Why?

1. We need to develop a whānau ora system that is a whole of systems approach, which needs to include

a.   Co-ordinated planning service delivery

b.   development of outcome measures

c.   Work force development 

d.   Whānau ora assessment framework

e.   High performing provider organisations

2. These are the components of a system that will assist in reducing inequalities and improving Māori health status

3. Current systems include varying degrees of these components and provider organisations having varying capacity and capability to deliver to high need families
Why will this be good for patients? 
· More consistent access and care with fewer steps in the process planned co-ordinated pathways of care that are measureable

· Workforce development will improve performance of Māori  providers thus improving service to patients.

· More care provided closer to home.

Why will this be good for providers?

· Capacity and capability to improve responsiveness to communities of need

· More appropriate use of resources.  

· Service devolution will assist the ability of providers to measure patient outcomes which will lead to better targeting of resources

· Better primary/secondary collaboration and integration of care
	Measured by 

· Devolution of $600k of services (largely health promotion and public health) from metro-Auckland DHBs and the Ministry of Heath to Iwi and Māori providers by 30th December 2010
.  This will put the control of these services closer to the communities they serve whilst supporting the implementation of the Whānau Ora approach.



Funded through

Existing resources
8. Health Targets

What is our objective?

To achieve the National Health Targets for Auckland.

How and By When?

We will shift from DHB specific targets to regional targets with clinically led regional collaboration and co-ordination for 2010/11.  This will include:

· Explicit joint ownership of performance against target with each BSMC Primary Care Business Group and their providers
· Establishment of a clinically led regional immunisation co-ordination and governance group 
· Greater sharing of information regionally and with feedback to providers
· Ongoing review of outreach immunisation service delivery models and contracts

· Service development with the National Māori Coalition, specifically with their Mama, Pepi and Tamariki programme

· Regional planning on confirmation of the primary care smoking cessation target

Why?

These indicators reflect large areas of inequality, particularly amongst Māori and Pacific populations who have higher rates of smoking, experience much higher rates of CVD/Diabetes, and have lower immunisation rates.  
Why will it be good for patients?

Improved health status for all Aucklanders through:

· At least 4,500 additional diabetes checks in 2010/11
· At least 1,400 additional 2 year olds fully immunised in 2010/11
· A greater number of patients being given smoking cessation advice in primary care
Why will it be good for providers?

· A shared clinically led regional service with both clear standards and guidelines on diabetes and CVD that are utilised by all in metro Auckland

· It will be easier to achieve high rates of coverage which is supported by service delivery

· Collaborative efforts of DHBs and primary care to meet the agreed regional targets

	Measured by 

A commitment to meet the following regional Health Targets.

Target

Current 2009/10 metro-Auckland Performance

Indicative 2010/11 Metro-Auckland Target

Immunisations

85%

90%

Diabetes Detection

49%

55%

Diabetes Management

70%

70%

CVD Risk Assessment

79%

80%

Smoking Cessation

To be confirmed once primary care indicator and timing has been confirmed.




Funded through

Multiple funding streams and performance incentives already included within DAP baselines.
� Subject to approval of contract transfers by the Ministry of Health
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