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Response to your request for official information 

133 Molesworth St 
PO Box 5013 
Wellington 6145 
New Zealand 
T +64 4 496 2000 

I refer to your request of 22 January 2019 under the Official Information Act 1982 (the Act) 
for: 

"1. Since January 1 2017, copies of any reports, documents and advice or 
assessment produced by the National Diabetes Service Improvement Group. 
2. Since January 1 2017, copies of any reports, summaries or assessment/progress 
updates on the measures included in 'Living Well with Diabetes, A plan for people at 
high risk of or living with diabetes 2015-2020 ', including the amputations measure. 
3. Copies of any reviews of or reports on the effectiveness of the Diabetes Care 
Improvement Package. 
4. Copies of any documents, reports or correspondence produced by or provided to 
the ministry summarising/listing the challenges identified by participants in the 
diabetes workshop 2017 and 2018. 
5. The total annual funding allocated to the Diabetes Care Improvement Package 
from its introduction until and including 2018, and, for each year, the estimated 
number of people with diabetes (this information is requested in order to estimate the 
per person funding) ." 

The information relating to this request is itemised below, with copies of documents 
attached. 

1. Since January 1 2017, copies of any reports. documents and advice or assessment 
produced by the National Diabetes Service Improvement Group. 

The Diabetes Service Improvement Group was disbanded following its launch in 2015. The 
National Diabetes Leadership Group was then established to monitor Living Well with 
Diabetes. Therefore, I have decided to refuse this part of your request under section 18( e) of 
the Act, as information relating to this request does not exist after the date you have 
specified. 

2. Since January 1 2017, copies of any reports. summaries or assessment/progress 
updates on the measures included in 'Living Well with Diabetes, A plan for people at 
high risk of or Jiving with diabetes 2015-2020'. including the amputations measure. 

Please see Attachments 1 through 4 for the February 2017, August 2017, March 2018 and 
September 2018 progress updates. Some personal details in each of these documents are 
withheld under section 9(2)(a) of the Act, in order to protect the privacy of natural persons. 



.. 

Please see below for the 2017 data on amputations. The 2018 data is incomplete and thus 
has not been collated. Therefore, this part of your request is refused under section 18(e) of 
the Act, as the information requested does not exist. Note that numbers exclude discharges 
with a diagnosis of trauma or of lower limb cancer. 

Year of 2017 discharge 

Number of 
630 people 

Number of 
amputation 989 
procedures 

Procedure description 2017 
Amputation of toe Toe 399 
Amputation of toe includinq metatarsal bone Toe 302 
Disarticulation through ankle Foot 0 
Amputation of ankle through malleoli of tibia 
and fibula Foot 1 
Midtarsal amputation Foot 10 
Transmetatarsal amputation Foot 39 
Amputation above knee Leg 96 
Disarticulation at knee Leg 0 
Amputation below knee Leg 142 
Amputation at hip Leq 0 
Hindquarter amputation Leg 0 
Disarticulation throuqh toe Toe 0 
Total 989 

3. Copies of any reviews of or reports on the effectiveness of the Diabetes Care 
Improvement Package. 

This part of your request is refused under section 18( e) of the Act, as the information 
requested does not exist, because no reviews or reports related to the 'effectiveness' were 
produced since funding for this program was devolved to the DHBs (please see below for 
more information). 

4. Copies of any documents, reports or correspondence produced by or provided to the 
ministry summarising/listing the challenges identified by participants in the diabetes 
workshop 2017 and 2018. 

Please see Attachment 5. 

5. The total annual funding allocated to the Diabetes Care Improvement Package from 
its introduction until and including 2018. and. for each year, the estimated number of 
people with diabetes (this information is requested in order to estimate the per 
person funding) . 

Diabetes Care Improvement Package (DCIP) funding was announced in Budget 2013 as 
$12.4 million over four years, starting in the 2013/14 financial year and ending in the 2016/17 



financial yea r. District Health Boards (DHBs) received funding through two Crown Funding 
Agreement (CFA) variations: the first covered one year and the second three years (see 
Attachments 6 and 7). 

After the 2017/18 financial year, the funding was devolved to DHBs and $3.1 million was 
included in the DHB funding package. 

For the total funding allocated to DCIP, the funding by DHBs should be taken into account. 
The Ministry does not hold information on individual DHBs' local funding. 

In terms of the estimated number of people with diabetes, this part of your request is refused 
under section 18( d) of the Act, as this information is publicly available from the Virtual 
Diabetes Register (VDR) at the following link: https://www.health.govt.nz/our-work/diseases
and-conditions/diabetes/about-diabetes/virtual-diabetes-register-vdr. This provides an 
estimate of diabetes prevalence by DHB and is updated annually since 2010. 

I trust this information fulfils your request. You have the right, under section 28 of the Act, to 
ask the Ombudsman to review any decisions made under this request. 

Please note this response (with your personal details removed) may be published on the 
Ministry of Health website. 

Yours sincerely 

-:J)'J~~ 
Deborah Woodley 
Deputy Director-General 
Population Health and Prevention 
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Action required by: routine 

Update on the Implementation of Living Well with Diabetes 

To: Hon Dr Jonathan Coleman, Minister of Health 

Purpose 
This report updates you on progress in implementing Living Well with Diabete 
risk of, or living with, diabetes 2015-2020 (the Diabetes Plan). Progress is r 
priority areas for action and the nine outcome measures in the Diabe~. 

Key points ~\)v 
~~be, 

vn;-o.v ..... ....... , ........... o high a ty, -centred health 
2015. ~ ro ess report was provided 

• · ~~s a significant economic 
mated 260,458 people in New Zealand 

ing to increase each year. 

'l""~~·~"Y t e prioritised actions in the Diabetes Plan 
<>n-t.0nt·"1'·10 the Quality Standards for Diabetes Care across all 

try and services; development of evidence-based advice on pre-
1ng work on f initiatives targeted at preventing high risk people from 

etes a~na~lin ople to successfully self-manage their diabetes. 

agai t \:>~~come measures includes: completion of early work on premature 
ality r 1 i to diabetes; a decline in the number of major amputations in people with 

iabe in the number of cases of renal replacement therapy for people with diabetes. 

ement in implementing the Diabetes Plan are: reducing the variation in diabetes 
c s ross the country; developing innovative models of care that reach high-risk populations; 

b ild1 multi-disciplinary workforce capacity; and improving data collection and analysis. These 
as are being addressed through intensified engagement with DHBs, sharing best-practice 

information, supporting innovative approaches and improving data capture and understanding. 

• The next progress report will be provided in mid-2017. 

Recommendations 
This report is for your information only and does not request any decisions. 

Jill Lane 
Director 

Minister's signature: 

Service Commissioning Date: 

Contacts: 
Dr Helen Rodenburg , Clinical Director L TC 

Clare Perry, Group Manager, Integrated Services Design -- Page 1of7 
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The Diabetes Plan 

1. The Diabetes Plan was developed in 2015 to respond to the serious health challenge of growing 
numbers of people with diabetes - an estimated 260,458 people in New Zealand at end-2015 with 
the number increasing each year. Diabetes (New Zealand's fastest growing long-term condition) 
poses a significant economic burden at individual and societal levels. 

2. The Diabetes Plan builds on work already underway and sets out a vision that all New Zealanders 
with diabetes,-or at high risk of developing type 2 diabetes, are living well and have access to high
quality, people-centred health services. The focus is on supporting people to man~eir 
condition themselves, with the priority areas of action to: ~~ a 
• prevent high-risk people from developing type 2 diabetes ~\s"\) ~{?A \0 
• enable effective self-management @>: \0 \> ~ 
• improve quality of services ~ ~ 
• detect diabetes early and reduce the risk of com~·o ©) 
• provide integrated care ~\\ () 
• meet the needs of children and adults w· e , ~ etes. (\\ \ 

3. You launched the Diabetes Plan in Octobf(l\2~ st prog r oMs provided in May 
2016 (HR20160382 refers). ~ \> 

Implementation progress a @ riority 

4. ~im t 1 er this first year has helped focus 
rti ality Standards for Diabetes Care are proving 

rovision and support for people with diabetes. 

\t8i'&O.tr:i...a~VJ::7e/2 diabetes 

r<rn>H"s•><nding ·abete ' ct aims to raise awareness and make available information that 
_ _..,., _ _..,,...,. d as1 y understood. The project scope has recently been expanded to 

..... .c::.n•-" 1 information and resources to support the childhood obesity 
t Leaders Group has been established comprising consumers, clinicians, 

nd marketing experts. This group is developing advice on appropriate resources 
rmation on diabetes and to support healthy eating and physical activity. 

rtnership with the National Diabetes Leadership Group, the Ministry has developed evidence
based advice for health providers on risk factor management for pre-diabetes. The advice includes 
guidance on dietary counselling, increased physical activity, weight management and behaviour 
modification, and was published on the Ministry website last month. 

Enable effective self-management 

7. A text messaging self-management support service (SMS4BG) is being trialled by the University of 
Auckland. The trial focuses on people with poorly controlled diabetes who are of Maori or Pacific 
ethnicity and/or who live in rural areas. There are 366 participants involved in the trial and the early 
results will be available in late 2017. 

8. A weight management project aiming to reduce the risk of diabetes is in progress with Compass 
Health and Weight Watchers. To date, 170 people at risk of diabetes have been recruited by local 
practices for a three-month or six-month weight management programme. This includes a higher 
than expected proportion of Maori and Pacific people. The project is being evaluated with the early 
findings due mid-2017. 

Improve quality of services 

9. The Ministry continues to work closely with DHBs to drive implementation of the Quality Standards 
for Diabetes Care and to address some ongoing national and local variabi lity in diabetes services. 
DHBs are required to undertake a stocktake of their diabetes services against the standards and 
report progress on this and their associated actions in their Annual Plans and quarterly reports. 

Page 2 of 7 
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10. Diabetes indicators are also contributory measures within the System Level Measures library, 
including diabetes detection and follow-up, HbA 1 c test results, Diabetes Annual Reviews and delay 
of progression of diabetic retinopathy. 

11. In addition to the growing numbers of people with diabetes (30 percent increase in prevalence over 
the last five years) reported service delivery challenges include: building sufficient multi-disciplinary 
workforce capacity; reaching high-risk people; and variation in data collection , sharing and 
analysis. Other challenges described are time constraints in providing effective support for people 
with diabetes (especially for those with lower health literacy) and increasing clinical complexities 
such as in children and young people with type 1 diabetes and in younger people with type 2 
diabetes (those aged 25-45 years and especially Maori, Pacific, lndo-Asian). ~ 

Detect diabetes early and reduce the risk of complications ~ d 
12. Diabetes/mental health pilots in Northland and Tairawhiti DHBs are u~ . and~:>/\ \0 

focusing on three key groups; adults , youth and children/whana~y · betes. T i ·t1 
DHB is adopting a kaiawhina model working with people wit tJef ref red~ro en r 
practice. Malatest is evaluating the pilots with the resu lts 1 . 

13. An update of the CVD risk guidance is in progres aliG guida~iti a increased 

focus on diabetes. \ V ~ ~ 
14. Significant improvements in foot scree~ servi a e made in a number of 

DHBs. This includes increased nu bers re r s~nd a ices for high-risk patients. 
Much of the Diabetes Care Im nt age f · et 2013) has been invested in this 

a~. 0 
15. New research commi · rt oft ~ t' mat Screening, Grading, Monitoring and 

Referral Guidan · Mar 1~ · es empirical evidence to support adoption of 
the comm -b ~ el (im e · apital and Coast, Hutt Valley and Wairarapa 
DHBs . T 1ndic t ree-DHB model more efficiently uses existing health 

es , and mar 1 entities disease and improves outcomes, than the 
y clini~:_:_~ o . Research findings have been submitted for journal publication 

tion a ~~e aisseminated through normal Ministry channels. 

P ntegr \> 
16. T · des and Community Engagement project lead by Dr Tom Mulholland continues. 

people have had HbA 1 c, blood pressure and blood lipids tested thus far, and 
f rra ave been made to general practices where appropriate. Of these, 130 people (24 

pe ent) had undiagnosed pre-diabetes and 26 people (5 percent) had undiagnosed diabetes. 
Follow-up surveys with a subsample of 94 people revealed that 84 percent had taken action to 
address their test results ; most people increased their physical activity and/or made dietary 
changes. 

Meet the needs of children and adults with type 1 diabetes 

17. Work has commenced on developing a Virtual Diabetes Register (VDR) for type 1 diabetes to help 
estimate type 1 prevalence and guide local service provision. An updated version of the full VDR 
wi ll be released in April 2017 which will support clinical and quality improvements. 

18. Options for increased support for people with type 1 diabetes are being developed and these will 
be progressed in line with clinical and consumer guidance, dependent on available budget. These 
options include improved access to technology that provides more effective insulin therapy, 
additional support for self-management and up-skilling the health workforce. 

Progress against the identified measures 

19. The Diabetes Plan includes nine specific measures that have been developed to track progress 
towards improving health outcomes for people with diabetes. These measures are framed within 
the themes of reducing the personal burden for people with diabetes, providing service consistency 
across the country and reducing the cost of type 2 diabetes. 

Page 3 of 7 
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20. A summary of progress against the measures using currently-available information is provided 
below. More detailed data tables are attached as Appendix 1. Comprehensive data is not yet 
available on all measures, however the Ministry is currently progressing this and more detailed 
information will be provided to you in 2017. 

Measure 

A 20 percent reduction in complications 
and disability experienced by people with 
diabetes under the age of 75 years by 
2020; with a 25-30 percent reduction for 
hi h risk o ulation rou s 

Reduce the rate of amputations per 1000 
people with diabetes by 20 percent from 
that over 2010-14 by 2019, and by 30 
percent for Maori and Pacific peoples 

CJuction in the proportion of 
atu mortality (at < 75 years) due to 

1a es by 2019, with a 20 percent 
ecline for Maori and Pacific peoples. This 

is to be replaced when available by life 
expectancy and DALY targets 

By 2020 DHBs will have implemented 
quality standards for diabetes care 

Pro ress 

A wide range of outcome measures for diabetes are in 
a_dvanced stage of development and will be completed in early
mid 2017. 

This ata has not previously been required from DHBs and 
HOs, but is now requested as part of the quarterly reporting. 

It should be available from 2017 onwards. 

The Ministry does not currently have access to data to report 
on this measure. Work is underway to include reporting from 
PHOs on this measure in 2017. 

The Ministry has just completed initial work on this measure, 
for which there is little prior data. This shows that in calendar 
year 2013, 59 percent of deaths attributable to diabetes were 
in people aged under 75 years (1301 of 2201 deaths) and can 
thus be regarded as premature. Over 40 percent of these 
deaths were in people of working-age (25-64 years). See 
Table 4 in Appendix 1. 

According to 2012-2014 data, at age 25 years, the life 
expectancy for Maori and non-Maori people with diabetes is 45 
years and 53 years, respectively. This compares with a life 
expectancy of 53 years and 59 years for Maori and non-Maori 
people who do not have diabetes, respectively. See Table 5 in 
Appendix 1. 

The disability-adjusted life year (DALY) is a measure of health 
loss (disease burden). Measuring DALY estimates is currently 
problematic because much of the necessary data is not yet 
available. The Ministry is working to improve the way DALY 
estimates for diabetes and other diseases are calculated. 

All DHBs are conducting or have completed stocktakes of 
diabetes services against the Quality Standards; however, 
both DHB ro ress and re ortin on this is stil l variable. 

Page 4 of 7 
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Reduce prevalence by a 20 percent 
reduction in the rate of increase of new 
cases of type 2 diabetes, by 2020; with a 
faster rate of reduction for high-risk 
population groups (30 percent for Maori 
and Pacific 

Reduce the rate of hospital admissions 
primarily due to diabetes (per 1000 people 
with diabetes) by 20 percent from that in 
2014, and by 30 percent for Maori and 
Pacific eo les - b 2019 

• 

• 

• 

• 

• 

Database number: AD62-14-2016 

Work is underway to develop a methodology to distinguish 
between type 1 and type 2 diabetes. This work should be 
complete by mid-2017. Data from the VDR shows that the 
prevalence of diabetes has increased year-on-year across all 
DHB regions and ethnic groups. See Tables 6 and 7 in 
A endix 1. 

In 2013/14, more than 15,000 hospitalisations in New Zealand 
had a primary diagnosis of impaired glucose regulation and 
diabetes. Approximately one third of these admissions were for 
Maori and Pacific peoples. See Table 8 in Ap ix 1. 

ortun it ies for further investment in this financial year include: additional fund ing for DHB 
1ni atives that address identified gaps in DHB services for people with diabetes; increased support 
for people with type 1 diabetes; and potentially using social media options to enhance awareness 
and self-management capability. 

24. The next progress report will be provided in mid-2017. 

END. 
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Appendix 1: Data tables to show progress against the measures in the Diabetes Plan 

Data is given as raw numbers and/or rates per 1,000 people with diabetes. Given the rapidly increasing 
prevalence of diabetes, a static total number represents a fall in the rate. 

Table 1: Am utations data from the VDR 
201 

Total number of diabetes related 700 
amputation procedures 

Rate per 1000 people with 3.32 
diabetes 

Major amputations 230 

Rate per 1000 people with 1.09 
diabetes 

Table 2: Publicl funded diabetes related am 
Amputation type 

e cases of renal replacement 515 
erapy 

Rate per million people 119 

New cases of renal replacement 260 
therapy from diabetes 
Rate er 1,000 eo le with diabetes 0.133 

2012 2013 2014 2015 Comment 
809 877 809 849 

3.60 3.67 3.22 

238 247 241 

1.06 

2011 2012 2013 2014 2015 

487 519 554 547 NIA 

112 118 125 122 

205 256 269 260 NIA 

0.097 0.114 0.11 3 0.1 03 

2015 
336 
234 

0 
9 

44 
95 

3 
127 

1 
0 
0 

849 

Comment 

No change 

No chan e 

T bl 4 R t a e a es o f d" b t I t d d th 1a e es-re a e ea s an d d h . . h d' b eat s m peop e wit 1a etes, N Z I d 1 ew ea an 20 3 
25- 30- 35- 40- 45- 50- 55- 60- 65- 70- 75- 80- 85- 90 + 29 34 39 44 49 54 59 64 69 74 79 84 89 

DID 4 11 16 41 95 159 251 413 618 806 1,036 1,272 1,273 977 
DRD 3 8 11 28 63 102 154 239 326 366 372 301 129 98 

% 75 73 69 68 66 64 61 58 53 45 36 24 10 10 
Notes: DID = number of deaths in diabetics, ORD = number of diabetes-related deaths 

Page 6 of 7 
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Table 5: Ethnic-specific life expectancies for VDR and non-VDR popula tions at exact age 25, 2012-14 
LE2s Cvears) NonVDR VDR Difference 
Maori 53.34 44.63 8.71 
Non-Maori 58.63 53.30 5.33 

Table 6: Diabetes DHB 
DHB of domicile 2011 2012 2013 2014 
Auckland 21 ,036 24,531 26,491 
Bay of Plenty 10,634 
Canterbury 19,357 
Capital and Coast 11 ,225 
Counties Manukau 30,941 
Hawkes Bay 7,365 
Hutt 6,880 
Lakes 4,862 
MidCentral 7,829 9,026 
Nelson Marlborough 5,757 6,432 
Northland 9,241 11 ,845 
South Canterbury 3,452 
Southern 15,355 
Tairawhiti 4 ,364 
Taranaki 7,616 
Waikato 22,497 
Wairarapa 2,357 
Waitemata 30,931 
West Coast 1,388 

3,913 
408 

224,908 238,890 251 ,478 260,458 

Indian Euro ean/Other Total 
10,365 135,058 196,134 
11 ,377 144,862 210,759 
12,481 153,574 224,908 
13,767 162,016 238,890 
15,175 168,827 251 ,478 
16,045 173,786 260,458 

Table 8: Number of inpatient and day hospitalisations due to impaired glucose regulation and diabetes 
ll't . 2013/14 b th . me 1 us in , IV e me cirou ::> 

Maori Pacific Other All ethnic groups 
Inpatient Day Total Inpatient Day Total Inpatient Day Total Inpatient Day Total 

Total 1,758 1,282 3,040 906 1,000 1,906 5,488 4,842 10,330 8,152 7,124 15,276 
Male 905 620 1,525 433 427 860 3,040 2,561 5,601 4,378 3,608 7,986 
Female 853 662 1,515 473 573 1,046 2,448 2,281 4,729 3,774 3,516 7,290 
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Progress update on implementing Living Well with Diabetes 
RECET\TRD 

To: Hon Dr Jonathan Coleman, Minister of Health 

Olfice 01 tn6 
Purpose RY. tino. ~r_J_on~th~ ~o . 

This report provides you with an update on diabetes and a summary of progre;_ ~plementing 
Living Well wilh Diabetes: A plan for people at high risk of or living with diabet:v (the ~ 

1. Diabetes poses a significant economic burden at indi · ietal . e d-2016, an 
esti~ated 241,463 people in New Zealand had~i t~a aelle~(the · a Diabetes 
Register. ~\ V 

2. The prevalence of diabetes in New Zeal~~ n inue t~~~r 10-2016 especially in 
Pacific, lndo-Asian and Maori eth · · · s~ rate f s slowed over the last few 
years. 

3. 

4. 

5. 

() 

Over 2010-2016 there am::iem nu.--~••v 
adults aged 25-50 r 
pronounced in ci i~ 

mas:Keo..-tt crease in diabetes prevalence in younger 
icities except lndo-Asian and is most 

6. Key achievements over the last six months include ongoing visits to District Health Boards (DHBs) 
to support the implementation of the Diabetes Plan and the Quality Standards for Diabetes Care; 
delivery of a successful diabetes workshop for the sector to share best practice, innovative 
approaches and latest research; and continuing delivery of a range of projects that provide support 
to people with or at risk of diabetes. 

7. Next steps for the Ministry include exploring future investment in initiatives targeted to enhance 
diabetes service delivery and meet the needs of high-risk populations; and investigating options to 
centralise laboratory test results. 

8. The next progress report will be provided at end-2017. 

Contacts: Paul Drury, Clinical Advisor Diabetes 

Clare Perry, Group Manager, Integrated Services Design s 9(2)(a) 
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The prevalence of diabetes continues to increase 

1. Diabetes poses a significant and increasing economic burden at individual and societal levels. As 
at end-2016, an estimated 241,463 people in New Zealand had diabetes. 

2. The preva lence of diabetes in New Zealand, as measured by the latest Virtual Diabetes Register 
(VDR), has continued to rise over 2010-2016 especially in Pacific, lndo-Asian and Maori 
ethnicities, but the rate of increase has slowed over the last few years (Appendix 1, table 5). 

3. 

4. 

5. 

7. 

"""'n"''.., rom developing type 2 diabetes 
anagement 

• f services 
tes early and reduce the risk of complications 

r vi integrated care 
m et the needs of children and adults with type 1 diabetes. © 

8. To date implementation of the Diabetes Plan has been managed largely through baseline funding. 
This has been supported by $12.4 million allocated to district health boards (DHBs) as part of 
Budget 2013 to support implementation of Diabetes Care Improvement Packages (DCIP). DCIP 
funding has been devolved to DHBs from 1 July 2017. It is difficult to ascertain if service funding 
has increased at the same rate as the increase in diabetes prevalence, as funding is now devolved 
to DHBs (HR20170360 refers). 

9. Key achievements and implementation progress areas over the last six months include: 

i. As part of the 'Understanding Diabetes' project, a review of consumer-focused, awareness
raising diabetes resources is now complete. The advisory group, chaired by a consumer, 
have reviewed the findings and made recommendations on appropriate resources to provide 
information on diabetes and to support healthy eating and physical activity. A final report 
summarising findings of the stocktake and recommendations of the advisory group is due 
July 2017. Information from this report will be used to inform future work to raise awareness 
and make available information that is reliable, accessible and easily understood. 

ii. The weight management programme by Compass Health is nearing completion. Two 
hundred and six people at risk of developing diabetes or heart disease have been referred by 
their GPs to enrol in either a three-month or six-month Weight Watchers programme. 
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Preliminary results show notable weight loss and reduced HbA 1 c in this cohort. An 
evaluation is being conducted by Otago University, with a final report due July 2017. 

iii. The Northland and Tairawhiti DHB projects to support people with diabetes and mild to 
moderate mental health issues are progressing well. The three Northland DHB projects 
support newly diagnosed children with type one diabetes and their whanau; use a theatre 
group to support rangatahi with type 1 diabetes; and provide a range of supports for adults 
with poorly controlled diabetes. The Tairawhiti DHB project utilises kaiawhina and social 
workers to provide support for adults with poorly controlled diabetes. Malatest is evaluating 
the projects, with a report due end-2017. 

iv. The Healthy Attitudes and Community Engagement project led by Dr Tom Mulholland is due 
to be completed in July 2017. A key success over this six months has bee engaging with 
the South Indian community in South Auckland, who have responded ly to p~int-o 
care testing at the workplace or place of worship. Additionally~so · bee 

clinical outcomes and healthy behavioural changes is du e J I 2 7. \:> 
effectively to reach a large number of people. A final evaluati r uri~nn 

v. A new electronic decision support tool and accomp ati n to pr care 
providers to identify and manage chronic kidne o . To date, 
the electronic tool has been launched in 18 o onitor the 
utilisation of the tool , with a focus on w gions with high-
needs populations. <\ \\\ 

i. The Ministry continues k sely wit 
Quality Standards are t~O<K1BSS 

10. Other activities supporting the im~n~ the Di 

diabetes service . ass 1(f9'ti i etes services against the Quality Standards 
and re~o in~ nual nd..-3' - onthly reports on actions to address any 
identif s. 

ii. ~~h ix mon~\J stry diabetes team has visited three DHBs (Canterbury, 
, aw 's Bay~ ·scuss and review regional progress towards implementing the 

es Pl . I t t eight DHBs have been visited in the past year, representing almost 
perc bi · etes demographic in New Zealand. Most DHBs are making significant 

p~o ds implementing the Quality Standards for Diabetes Care. A general limitation 
is access to PHO and practice data, which is critical to equitable 

I ntation. Further DHB visits are planned for the next six months. 

"1. alf of the DHBs have identified diabetes-related contributory measures in their 2017/18 
System Level Measures improvement plans. A further three DHBs have indicated their 
intention to include diabetes as a contributory measure in the 2017/18 out years (see 
Appendix 2). 

iv. Kidney Health New Zealand are developing a suite of contributory measures to be included 
in the System Level Measures library. This will enable DHBs to choose to focus on improving 
services for people with diabetic-related kidney disease. 

v. Development of the updated cardiovascular disease (CVD) consensus statement is 
continuing and is now being progressed by a multidisciplinary group involving the Heart 
Foundation and the New Zealand Society for the Study of Diabetes. A consensus was 
reached by stakeholders in June 2017. A draft document is being finalised and is currently 
being reviewed. Implementation work will link with IT stakeholders and also align with the 
DHB annual planning process. This will mean more accurate CVD risk prediction among 
people with diabetes and improved primary care promotion of appropriate management 
decisions. 

vi. In collaboration with academic colleagues and the National Diabetes Leadership Group, the 
Ministry is examining data on transition from pre-diabetes to diabetes. Initial results suggest 
that it may be appropriate to better target intervention to those at highest risk of developing 
diabetes. 
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11. The National Diabetes Leadership Group, comprising members with backgrounds in clinical 
leadership, primary care, DHB planning and funding, and consumers, continues to meet to provide 
advice to the Ministry and the sector. Key issues over this period have included: clarifying key 
messages on pre-diabetes; identifying steps to address complications for inpatients with diabetes; 
new technology for people with type 1 diabetes; and raising national awareness of the emerging 
issue of early onset diabetes. 

12. A successful two-day Diabetes and Long Term Conditions workshop was held for DHBs, PHOs 
and the sector on 5-6 April 2017. The intent of the workshops was to share best practice and 
innovative approaches, deliver updates on the latest research and provide a forum for networking. 
There were 100 attendees each day and sessions included consumer presentations, workshop 
discussions and presentations from DHBs and PHOs on innovative service provision. 

13. Initial exploratory social investment work by the Ministry indicated potential r interven~t· 
that included: diabetic kidney disease, amputation prevention, and you · type~ 
diabetes from deprived communities. The findings of this work will u e rm i~e t e 
decisions for the 2017 /18 budget. ~ \> 

14. Implementation of the Diabetes Plan has been slower in u ~rvic is onrng 
having to prioritise a large work programme. As am·· inist am is working 
to increasingly engage with the sector, supporting ~~\' h i ood practice, 
within the constraints that exist. <\ ~ ~ \) \) 

Progress against the identifie~m re~ ~ 
15. The Diabetes Plan includes · ~ res tha ed to track progress towards 

improving health outco with · se measures are focused on measuring a 
reduction in the per or p I wi · betes; provision of consistent services across 

16. 

the country; an ~ n the diabetes. 

e mea~ n summarised below, and more detailed data tables are 
aix 1 Com s1ve data is not yet available for all of the measures because 

ce c s~t~·~~n the recent change to the Virtual Diabetes Register (VDR), 
'""""'cv., ,c ..... ne M' 'st · ~tly progressing this and more detailed information will be provided to 

futur: r orts (end-2017 and mid-2018). Note that data from the VDR presented 
ompared with numbers derived from any previous version of the VDR as a 

"',...,.,_,,.nade to the VDR algorithm has resulted in a reduction in totals. Any comparison 
artificial and inaccurate trends. 

Measure 

A 20 percent reduction in complications 
and disability experienced by people with 
diabetes under the age of 75 years by 
2020; with a 25- 30 percent reduction for 
hi h risk o ulation roups 

Reduce the rate of amputations per 1000 
people with diabetes by 20 percent from 
that over 2010-14 by 2019, and by 30 
percent for Maori and Pacific peoples 

Pro ress 

A wide range of outcome measures for diabetes are in 
advanced stage of development and will be completed in late 
2017. 

Between 2010-2016, the total number of amputations has 
increased across all ethnicities except Indian. The rate of 
amputations per 1,000 people with diabetes has remained 
relatively stable, with a decline for Maori and Indian people. 

The number of major amputations (above-knee and below
knee) has remained relatively stable between 2010-2016, 
though the rate of major amputations per 1,000 people with 
diabetes has declined. The decreased proportion of major 
amputations might reflect earlier management of diabetes 
corn lications. See Tables 1 and 2 in A endix 1. 
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Reduce the rate of renal replacement per 
1000 people with diabetes by 20 percent 
from that over 2010-14 by 2019, and by 
30 ercent for Maori and Pacific eo les 

A 20 percent decrease in the proportion of 
people with HbA1c levels >100, by 2020, 
with better improvement for high-risk 
population groups 

By 2020, 85 percent of people with 
diabetes will participate in an annual 
review across all o ulation rou s 

A 10 percent reduction in the proportion of 
premature mortality (at< 75 years) due to 
diabetes by 2019, with a 20 percent 
decline for Maori and Pacific peoples. This 
is to be replaced when available by life 
ex ectanc and DALY tar ets 

By 2020 DHBs will have implerr:>0,,,,.,,,r11. 
quality standards for diabe 

Next steps 

.. 'i .. Af~·. · -;;A 
'• ... - -- -· p- . - . 

Database number: 20170926 

No new data was available for this reporting period. Data on 
renal replacements wil l be updated at end-2017 and will be 
included in the next progress report. 

To date, this data has been provided from DHBs and PHOs for 
quarter one of 2016/17. Noting issues with the completeness 
of the data, less than half of Maori and Pacific people with 
diabetes met the glycaemic control target of HbA 1 c ~64 mmol 
and just over half of European/Other people met this target. 
HbA1c ~101 for all population groups was 2-3%. See Table 3 
in Appendix 1. 

The Ministry does not curren 
on this measure. Work · 
re uirements from 

l'!'CISl'R.dllllct1ng or have completed stocktakes of 
... ..-£v •• ,...,.. against the Quality Standards. From 

, s are required to provide six-monthly progress 
on their implementation of the Qua/it Standards. 

ork is underway to develop a methodology to distinguish 
between type 1 and type 2 diabetes. This work should be 
complete by late 2017/early 2018. VDR data from end-2016 
shows that the prevalence of diabetes has continued to 
increase annually across all DHB regions and ethnic groups. 
See Tables 4 and 5 in A pendix 1. 

Since 2014/15, the total number of hospital admissions 
primarily due to diabetes has remained stable across all ethnic 
groups. See Table 6 in Appendix 1. 

17. The Ministry Diabetes team is exploring opportunities for future thinking in the following: 
i. Support DHBs to identify and develop targeted services to reach their high-risk populations. 

ii. Update the 2014 Toolkit that accompanies the Quality Standards for Diabetes Care 2014 to 
ensure it remains current, fit for purpose and underpins service quality improvement. 

iii. Consider a moderated social media campaign for diabetes that supports self-management to 
prevent high-risk people from developing type 2 diabetes and to detect diabetes early and 
reduce the risk of complications. 

iv. Target implementation of the Gestational Diabetes Guidelines and service improvement by 
encouraging new models of care that are woman/whanau-centric and provide integrated 
maternity care with wrap around nutrition and physical activity support for pregnant mothers. 

v. Improved services for children and young people with type 1 diabetes by reviewing current 
services and developing a programme that includes better access to technology, more 
effective insulin therapy management and improved data collection. 
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vi. Consider a national awareness programme that: targets high risk populations; supports 
services identified by DHBs in their gap analysis; and follows through on the current 
'Understanding Diabetes' project. 

18. The Ministry diabetes team has a data subgroup meeting twice annually to review available data 
and to improve/expand outcome measures. One favoured option deriving from the data group 
would be the central/regional collection of laboratory test results, as opposed to simply the fact of a 
test as currently happens. This would allow immediate quality monitoring and corrective action, 
rather than relying on local collection which is variable in quality, quantity and availability. 

19. The next progress report will be provided to you at end-2017. 
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Appendix 1: Data tables to show progress against the measures in the Diabetes Plan 

Data is given as raw numbers and/or rates per 1,000 people with diabetes. Given the rapidly increasing 
prevalence of diabetes, a static total number represents a fall in the rate. 

Table 1: Publicly funded discharges that contain a diabetes related amputation procedure by ethn icity and 
ear of dis char e, 201 1 - 2016 

Prioritised ethnicity 

Indian 

Maori 

Rate 

Total 

Rate 

eople with diabetes 

eople with diabetes 

eo le with diabetes 

2011 

358 

2.62 

13 

1.18 

127 

4.38 

61 

2.56 

Year of discharge 

2012 201 3 2014 2015 2016 

406 454 431 445 438 

2.84 3.06 

15 11 

1.26 

153 

3.95 

78 

2.00 2.48 

661 675 

2.77 2 .80 2.80 
c e contains the procedures listed in table 2 and a 

· the discharge contains any diagnosis of trauma or a 

ation procedures b c linical code and ear of d ischar e 
Year of dis charge 

2011 2012 201 3 2014 201 5 201 6 
223 311 315 315 335 339 
203 218 270 212 235 244 

1 

0 1 1 0 0 0 
6 8 10 13 9 7 

30 23 31 25 44 39 
87 105 107 94 95 102 

2 1 2 1 3 1 
143 138 140 149 127 131 

0 2 0 0 1 0 
1 0 0 0 0 0 
5 2 1 0 0 1 

700 809 877 809 849 865 
Notes: Diabetes related amputation procedures are only counted if the discharge contains the procedures listed in table 2 and a 
diagnosis of diabetes mellitus. Further to this, procedures are not counted if the discharge contains any diagnosis of trauma or a 
diagnosis of lower limb cancer. 
Multiple amputations occurring within the same hospital discharge are counted each time. 

Page 8of 11 



MINISTRY OF 

HEALTH 
MANATU HAUOM 

Database number: 201 70926 

Table 3: Number an d f . h HbA proportion o peop e wit I I I b h .. 1c ~101 mmo s mo 1y et nic1ty 

Ethnicity Proportion of people in each HbA1c category 

HbA1c ~64 HbA1c 65-80 HbA1c 81-100 HbA1c ~101 
mmols mmols mmols mmols 

European/Other 54% 10% 4% 2% 

Maori 44% 11% 8% 3% 

Pacific 41% 13% 11% 2% 

Total 51% 11% 6% 2% 

DHB of domicile 2010 2011 2012 20 0 5 2016 
Auckland 
Bay of Plenty 
Canterbury 
Capital and Coast 
Counties Manukau 
Hawkes Bay 
Hutt 
Lakes 
MidCentral 

16,548 
1919 

20,296 
1195 
3045 
285 

17,396 18, 125 
2075 2198 

22,136 23,651 
1226 1213 
3255 3420 
272 259 

18,895 
2218 

24,959 
1204 
3471 
224 

19,637 
2228 

3,867 
10,330 
21 ,261 
13, 119 
39,007 

8181 
7866 
5430 
8331 
6022 

10,844 
3107 

13,804 
3444 
6767 

20,406 
2223 

27,020 
1254 
3616 

174 

24,508 
10,391 
21,959 
13,350 
40,266 

8370 
7903 
5589 
8446 
6080 

10,952 
3150 

14, 146 
3388 
6781 

20,998 
2199 

27,796 
1305 
3744 

142 
Total 187,860 200,235 211 ,591 220,866 228,790 236,073 241,463 

Note: People that were either not enrolled in a PHO or were not alive, as at 31/12 of the relevant year, have been excluded. 
Source: VDR Dec 2010-2016 (v686). Note that data from the VDR presented here should not be compared with numbers 
derived from any previous version of the VDR as a recent revision made to the VDR algorithm has resulted in a reduction in 
totals. Any comparison may result in artificial and Inaccurate trends. 

Table 5: Number of people on the Virtual Diabetes Register (VDR) by ethnic group, 2010 - 2016 
Year Maori Pacific-people Indian European/Other Total 
2010 27,257 22,143 10,086 128,374 187,860 
2011 29,003 23,799 10,981 136,452 200,235 
2012 30,827 25,649 11,924 143, 191 211 ,591 
2013 32,634 27,296 12,764 148,172 220,866 
2014 34,355 29,001 13,750 151,684 228,790 
2015 35,769 30,445 14,632 155,227 236,073 
2016 36,978 31,480 15,383 157,622 241,463 

Note: People that were either not enrolled 1n a PHO or were not alive, as at 31/12 of the relevant year, have been excluded. 
Source: VDR Dec 2010- 2016 (v686) 

Pag e 9 of 11 



MINISTRY OF 
HEALTH 
MANAT'O HAUOR.A 

Database number: 20170926 

Table 6: Number of publicly funded hospital discharges due to diabetes me!litus by prioritised ethnic 
group, 2013/14 2015/16 . 

European I 
Year Maori Pacific Asian other Tota! 

2013/14 3,124 2,031 1, 162 9,278 15,595 

2014/15 1,268 601 281 3,835 5,985 

2015/16 1,254 635 289 3,768 5,946 
Notes: Discharges had a primary diagnosis of diabetes mellitus. 
As of 1 July 2014 diabetes mellitus did not need to be sequenced as the primary diagnosis anymore~ ('t w s previously 
required in some cases pre 1 July 2014). This change is clearly shown with the notable decrease bet 013/14 and~ 

2014/15. ~ 
Because of the clear administrative reason for this trend, please use this numbers with c~atio (F>,... 
So"'ce: National Minim"m Dataset (NMDS) ~ ~'\\ ~~ 
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Health Report number: 20171873 

File number: AD62-1 4-201 8 
Action required by: routine 

Progress update on implementing Living Well with Diabetes: A 
plan for people at high risk of or living with diabetes 2015-2020 

To: Hon Dr David Clark, Minister of Health 

Purpose 

• 

Government's priorities to: improve 

• 

• The prevalence of diabetes in New Zealand has risen by 29 percent between 2010-2016. This was 
most pronounced in people of Maori, Pacific and South-Asian ethnicities. However, the rate of 
increase in diabetes prevalence has slowed over the last few years, and has remained relatively static 
in all ethnic groups between 2014-2016. 

• The diabetes plan was co-developed with consumers and the sector and launched in October 2015. It 
provides a medium-term plan to tackle diabetes and has a vision that all New Zealanders with 
diabetes, or at risk of developing type 2 diabetes, are living well and have access to high-quality, 
people-centred health services. 

• The Ministry of Health diabetes team works with the health sector to oversee the implementation of 
the diabetes plan. DHBs report on progress to the Ministry every six months. 

• Most DHBs are showing better integration and collaboration across disciplines and levels of care. 
There are some efforts to improve HbA 1 c levels across high risk populations, though success is 
variable across DHBs. 

Contacts: Clare Perry, Group Manager Integrated Service Design s 9(2)(a) 

Sue Riddle, Manager CVD Diabetes and Long Term Conditions s 9(2)(a) 
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• The diabetes team is working with the National Diabetes Leadership Group that includes clinicians 
and consumers to identify quality improvement opportunities to successfully implement the Diabetes 
plan by 2020. 

• Next steps for the Ministry diabetes team will focus on identifying and supporting opportunities to 
improve primary care readiness to drive diabetes improvements, and opportunities for people with 
diabetes to better self-manage their condition. 

• Where possible, available data has been provided for the measures in the diabetes plan. The 
measures indicate that amputations arising from diabetes have remained relatively stable but the rate 
of people with diabetes requiring renal replacement has declined since 2010. Between 2013-2015, 
diabetes was responsible for an average of 2, 147 deaths per year. Of these, approxi ately 61 
percent were premature (aged less than 75 years at the time of death). Maori and ic peoples~it 
diabetes aged between 40 and 70 years are five to seven times more likely t n n/Other 
die from a diabetes-related cause. <::::(\ {r:5,,.. 

• The next progress report will be provided in September 2018. ~ \) ~ ~ 

Recommendations ~@<1jj ~©~ 
This report is for your information only and doe~~Vany de~ 

~<JJJ~@©~~ 
Ji~I Lane ~~~ \\ ~ \\ ~ister's signature: 

1 ector \\ _ ~n 
rvi~ · 1onin~\;? Date: 

~~©~ 
@<fi 
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Update on the implementation of Living Well with Diabetes -
March 2018 

The prevalence and impact of diabetes has continued to rise, but the 
increase in prevalence may have slowed 
1. 

2. 

3. 

4. 

5. 

6. 

7. 

care. 

nd other co-morbidities. This is 
se diabetes self-care and poorer 

ion and costs. 

9. The increase in diabetes preva lence at a younger age is apparent in people of all ethnicities except 
South-Asian, and is most pronounced in Maori and Pacific peoples. The lack of an apparent 
parallel increase in South-Asian people is probably due to high recent immigration; the 'healthy 
migrant' effect. 

10. According to recent diabetes mortality data from the Ministry (unpublished), Maori and Pacific 
peoples with diabetes aged between 40 and 70 years are five to seven times more likely than 
European/Other to die from a diabetes-related cause (Appendix 3, Table 7). 

11. Of all specific causes of health loss in New Zealand, diabetes has advanced the furthest since 
1990. It is now the 7th leading cause of health loss for males (2.9% of Disability Adjusted Life 
Years (DAL Ys)) and 12th for females (2.6% of DAL Ys )3. 

1 http://www.heallh.qovt.nzlour-work/diseases-and-conditions/diabeles/about-diabetes/virtual-diabetes-register-vdr 
2 South-Asian peoples: Indian, including Fijian Indian , Sri Lankan, Afghani, Bangladeshi, Nepalese, Pakistani , Tibetan. 
3 hltp://www.health.qovt.nzlpublicalion/health-loss-new-zealand-1990-2013 
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The costs of diabetes 
12. The increased prevalence of diabetes has a major financial impact on the New Zealand health 

system. In 2014/15 diabetes-related pharmaceutical costs alone were estimated as $48.5 million 
and laboratory costs $23.4 million. Modelling by Price Waterhouse Coopers Ltd (PWC) (2008) 
estimated that type 2 diabetes would cost $1.3 billion in 2016/17 (or approximately $3,832 per 
person) and increase to $1.8 billion in 2021/22 with on ly basic diabetes health services in place. 

13. 

b. 

15. 

e cost of diabetes on the public health system, and the broader societal impact in 

@ 
longer term. 

diabetes plan focuses on supporting people to manage their condition themselves, with the 
ority areas of action to: 

a. prevent high-risk people from developing type 2 diabetes 

b. enable effective self-management 

c. improve quality of services 

d. detect diabetes early and reduce the risk of complications 

e. provide integrated care 

f. meet the needs of children and adults with type 1 diabetes. 

17. The diabetes plan is implemented in addition to a number of other Government initiatives that 
enable New Zealanders to live a healthy lifestyle, including Healthy Families NZ, Green 
Prescription and regional programmes delivered through DHBs, local government and the 
education sector. These initiatives will contribute to reducing the impact of obesity in New Zealand 
and help reduce the incidence of type 2 diabetes in the long term. 

18. In 2013/14, the Ministry released the Quality Standards for Diabetes Care (the Quality Standards) 
and accompanying toolkit5. The 20 Quality Standards provide guidance for the health sector to 

4 http://www.health.govt.nzJpublicalion/living-well-diabetes 

s http://www.health.govt.nzlour-work/diseases-and-conditions/diabetes/quality-standards-diabetes-care 
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support planning high quality clinical services and comprehensive patient-centred care. The Quality 
Standards complement the diabetes plan and provide a benchmark for DHBs, PHOs and general 
practices. 

Progress towards implementing Living Well with Diabetes 
19. Working with the health sector, the Ministry of Health diabetes team oversees the implementation 

of the diabetes plan. DHBs report on progress to the Ministry every six months. 

20. 

21. 

22. 

23. 

Requir~ f ccessful continuation of Living Well with Diabetes 

a ss the country. Services require a greater level of national consistency to achieve equity ~
. · "ts have indicated that there is wide variation in the implementation of the diabetes 

()t II New Zealanders with or at risk of diabetes. Results from the DHBs' stocktake against the 
uality Standards will be used by the Ministry team to identify and prioritise support for key areas. 

25. The diabetes team is working with the National Diabetes Leadership Group that includes clinicians 
and consumers to identify quality improvement opportunities to successfully implement the 
Diabetes plan by 2020. 

Next steps for 2018 
26. Two main areas of focus are: opportunities to improve support for people with diabetes to better 

self-manage; and supporting opportunities to improve primary care readiness to drive diabetes 
improvements. The Ministry team will work closely with the sector to improve equity in outcomes 
for Maori and Pacific people and better support people with diabetes to self-manage. This may 
include SMS messaging, better coordination of culturally-appropriate diabetes self-management 
education, enhanced services for young people with type 1 diabetes and making a wider range of 
languages available in patient information resources. 

27. In addition, the future of primary care in supporting diabetes improvements and building a better 
platform for services may emerge from the Primary Care Review. 

END. 
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Appendix 1: Ministry initiatives and projects to support the implementation of the diabetes plan, 
2015-2018 

Initiatives 

1. 

2. 

3. 

Implementation of the diabetes plan has been managed almost entirely through baseline funding. 
This has been supported by $12.4 million allocated to district health boards (DHBs) as part of 
Budget 2013 to support implementation of Diabetes Care Improvement Packages (DCIP). DCIP 
funding was devolved to DHBs from 1July2017 (HR20170360 refers). The total value of DCIP 
funding remains unchanged ($3.1 million across all DHBs for 2017/18). 

... 
More Heart and Diabetes Checks funding from Budget 2013 was also made ava· 
increase the number of CVD risk assessments. From 1 July 2017, this has b d over for 
another year, with a particular focus on increasing assessments for M~-o · e -44 

The Ministry has established a National Diabetes Leadership Gro ri · of me 
backgrounds in clinical leadership, primary care, DHB planni a~ nd and su 
meet quarterly to provide advice to the Ministry on implem o e diab n. 

4. Each year the Ministry releases national estimates 
which is used to monitor the prevalence of di 
improvements. In 2016 the algorithm use to'C!'.f~l.EN 
TestSafe repository of test results and im r v s tot 
create the latest version of the V~fl~ h elpe 
providing a de facto denomi~?.~al level O 

5. In 2016 and 2017 the M' · · etes t a dicated one-day diabetes workshop for 
DHBs, PHOs and cl l'\l_O. scus e es ices and share innovations, updates and 
challenges to e :;hl . e Mi · a re tly delivered a two-day long term conditions 
conferen (S are CJ : How do we Transform?) which was held 27- 28 
Febr featu e programme of the conference. 

6. o Health published a Consensus Statement on Cardiovascular 
~l~S<~~~~FIJ.f~&-and Management for Primary Care to update and refresh the CVD 

Zealand Primary Care Handbook 2012. For Maori, Pacific and South-Asian 
pop aividuals with known significant CVD risk factors, screening should now begin at 

r or men and 40 years for women, 15 years earlier than other populations. There is an 
emphasis on diabetes in the Consensus Statement, specific risk calculations for 

tes and clear updated advice on management. 

7 n 2016 the Ministry released the Diabetic Retinal Screening, Grading, Monitoring and Referral 
Guidance6

, which provides an update to the previous guidelines on diabetic retinal screening 
(2006, updated 2008). The guidance represents a statement of best practice, based on evidence 
and expert consensus, and is intended to inform and guide the delivery of a nationally consistent 
retinal screening programme. Additional guidance on chronic kidney disease and gestational 
diabetes has been published in collaboration with the relevant teams within the Ministry. 

8. Before the diabetes plan, a More Heart and Diabetes Checks health target was launched in 2012, 
and ran until July 20167. The goal was for 90 percent of people in specified age and ethnicity 
cohorts to have their cardiovascular risk assessed in the past five years. The check includes a risk 
assessment (CVDRA) and a blood test for diabetes (HbA 1 c) delivered in primary care settings. 
Attaining this health target has meant that more people are aware of their risk, with some making 
appropriate health behaviour changes to reduce that risk. Additionally, people with undiagnosed 
diabetes have been identified and should now be receiving optimised care. 

9. The Ministry holds a contract with Diabetes New Zealand that represents and supports people with 
diabetes. Diabetes New Zealand provides health promotion activities and access to information 

6 http://www.health .qovt.nz/publication/diabetic-retinal-screening-qradinq-monitorinq-and-referral-guidance 
7 http://www.health .qovt.nz/publication/more-heart-and-diabetes-checks-evaluation 
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and resources to support and promote better understanding of people with diabetes, including 
maintenance of the Diabetes New Zealand website and provision of an 0800 information line. It 
also leads initiatives and advocates for people with diabetes to enhance self-management. The 
Ministry diabetes team is working with Diabetes New Zealand to coordinate resources and 
information and improve access for hard to reach populations. 

10. The Ministry team has met with Brandon Orr-Walker, chairperson of the New Zealand Society for 
the Study of Diabetes (NZSSD). NZSSD is committed to working with the Ministry to improve 
coordination and services for people with diabetes. 

13. 
conducted by means of: an online survey for young people with type 1 

iews with key informants, such as clinicians and diabetes support agencies; 
n:i"='"'; and focus groups with young people with type 1 diabetes. Pre liminary findings 

ea d that support services vary significantly across the regions, and that access to social 
~ mo · nal support is equally important as clinical support. 

1y a project delivered by Compass Health PHO, 206 people at risk of developing diabetes or heart 
disease were referred from general practices to enrol in either a three-month or six-month 
commercial weight loss programme (Weight Watchers). An evaluation report showed that at follow 
up, which was conducted three to six months following completion of the programme, participants' 
average weight loss was 4.2kg. Participants reported that meeting with a practice nurse provided 
them with support and motivation to engage with the weight management programme, and the 
programme was helpful in improving participants' understanding of their own health and ways they 
could decrease their risk of developing diabetes. Approximately one third of those who enrolled in 
the Weight Watchers programme did not complete it. 

15. We have subsequently contracted with Compass Health to further examine approaches to weight 
management for adults in primary practice. This will address: routine weight monitoring for adults 
attending general practice; trialling a tool to facilitate weight management conversations with 
patients; and follow-up of patients in the Weight Watchers study. 

16. A team-based weight loss competition for Maori and Pacific peoples living in Northland, Manawatu 
and Auckland is being trialled by Massey University's School of Public Health. Seven teams of 
seven people at risk of developing type 2 diabetes or CVD participated in the WEHI trial. The 
teams received information on how to lose weight and earned points for achieving daily and weekly 
goals aimed at increasing physical activity and adopting healthier eating habits. The programme 
will provide much-needed information to design interventions and future trials for obesity 

Page 7of15 



MINISTRY OF 

HEALTH 
MANAllJ HMJURA 

Health Report number: 20171873 

prevention and/or treatment. Results, including changes in participants' weight, HbA 1 c and eating 
and dieting habits, will be made available in April 2018. 

17. The Ministry supported a randomised controlled trial to evaluate the effectiveness of a text 
message self-management programme for blood glucose (SMS4BG), for adults with poorly 
controlled diabetes. The programme was developed by the National Institute for Health Innovation 
in conjunction with Waitemata DHB and is designed to increase motivation for good blood glucose 
control. The text messages provide diabetes education and information to support behaviours 
required for successful diabetes self-management with modules tailored to individual patients. The 
provisional results at nine months showed a small but significant decrease in HbA 1 c in the 
intervention group and also improved foot care behaviour, perceived diabetes s~pport and quality 
of life. Participants found SMS4BG to be culturally appropriate and it had high l~ef satisfaction 
and acceptability amongst Maori and Pacifica participants. An econo~ic anal investiga~· 
of potential implementation methods and alignment with other e-health · ~ 
programmes are planned. ~ 

18. The Ministry funded two projects that aimed to improve acce o\91 ta alth s ic pie 
with poorly controlled diabetes and mild to moderate ment i es. 0 a d in 
Northland, and another in Tairawhiti. An evaluation r ~~ d tha u did not 
fully understand their diabetes. The intervention ~~ st eff ving wellbeing 
and diabetes control were those that focuse , res.Ii and holistic support. 
There is great potential for non-clinical ro aiaw i 1~ i the outreach services 
and time required to assess whan de mg of i · !Ye , their needs and help develop 
practical solutions. They can o whan~ · ence in engaging with clinical staff 
and managing their diabe . i ry ~is a with Careerforce and partner 
agencies on implement i t a~·aw · o Action Plan. 

19. The Ministry f~d t~ opme - e electronic clinical decision support tools to 
support healt onals · · ortant areas for patients with diabetes in primary care 
settin . ee i ols for t · · oot and chronic kidney disease provide standard 

<0~~© 
@\S 
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Appendix 2: Progress against the identified measures 

1. The diabetes plan included nine measures that were developed to track progress towards 
improving health outcomes for people with diabetes. These measures are focused on: measuring a 
reduction in the personal burden for people with diabetes; provision of consistent services across 
the country; and a reduction in the cost of type 2 diabetes. Several of these have required 
extensive and continuing work to develop meaningful data. 

2. Progress against these measures has been summarised below, and more detailed data tables are 
included in Appendix 3. 

Measure 

1. A 20 percent reduction in 
complications and disability 
experienced by people with 
diabetes under the age of 75 
years by 2020; with a 25-30 
percent reduction for high risk 
o ulation rou s 

Reduce the rate of renal 
replacement per 1000 people 
with diabetes by 20 percent 
from that over 2010-14 by 
2019, and by 30 percent for 
Maori and Pacific ea les 

4. A 20 percent decrease in the 
proportion of people with HbA 1 c 
levels > 100, by 2020, with better 
improvement for high-risk 
o ulation rou s 

5. By 2020, 85 percent of people 
with diabetes will participate in 
an annual review across all 
population groups 

People with diabetes account for just over half of all people 
having renal replacement therapy (RRT). Between 2010 
and 2016, the rate of RRT per 1,000 people with diabetes 
has reduced by 28 percent. See Table 3 and Figure 2 in 
Appendix 3. 

Between Quarter 2 2016/17 and Quarter 2 2017/18, the 
proportion of people with HbA 1 c ~101 mmol has not 
changed substantially. This is true across all ethnic groups. 
See Table 4 in Appendix 3. 

Data received from all DHBs for Quarter 2 2017/18 shows 
that an average of 87 percent of the total population of 
people with diabetes nationwide had an HbA 1 c result 
recorded within the past 12 months. This represented an 
average of 81 percent, 82 percent and 89 percent for Maori, 
Pacific and Other ethnicities, respectively. See Table 5 in 
A endix 3. 
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6. A 10 percent reduction in the 
proportion of premature 
mortality (at< 75 years) due to 
diabetes by 2019, with a 20 
percent decline for Maori and 
Pacific peoples. This is to be 
replaced when available by life 
expectancy and DALY targets 

7. 

8. Reduce prevalence by a 20 
percent reduction in the rate of 
increase of new cases of type 2 
diabetes, by 2020; with a faster 
rate of reduction for high-risk 
population groups (30 percent 
for Maori and Pacific 

9. Reduce the rate of hospital 
admissions primarily due to 
diabetes (per 1000 people with 
diabetes) by 20 percent from 
that in 2014, and by 30 percent 
for Maori and Pacific peoples -
b 2019 

Health Report number: 20171873 

Table 6 shows that diabetes was responsible for an average 
of 2, 147 deaths per year in 2013-2015. This accounts for 
31 percent of all deaths occurring among people living with 
diabetes. This proportion varies from 64 to 72 percent of 
people living with diabetes aged 25-59 years, and then 
declines steadily down to 12 percent of deaths in the 85-89 
year age group. Of the 2, 147 deaths attributable to 
diabetes, around 61 percent were premature (aged less 
than 75 years at the time of death). Approximately 29 
percent of diabetes-related deaths occurred in the 'working 
age' population aged 25-64 years. Mortali ta from 2012 
to 2015 shows that overall, diabetes ac 
percent of all adult deaths in New F,,,.... ......... m 

VDR data from end-2016 shows that the prevalence of 
diabetes has continued to increase annually across all 
ethnic groups. Data on the rates of prevalence show that 
the increase in prevalence has progressively slowed since 
2010. While this is encouraging, it is too soon to claim a halt 
in the rising prevalence. See Tables 9 and 10 in Appendix 3. 

Since 2014/15, the total number of hospital admissions 
primarily due to diabetes is trending downwards. This is 
apparent in the overall rate of admissions per 1,000 people 
with diabetes and for Pacific people. For Maori the rate of 
admissions per 1,000 people with diabetes has remained 
stable. See Table 11 in Appendix 3. 
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Appendix 3: Data tables to show progress against the measures in the diabetes plan 

Note: The following data provides a snapshot of figures over time and provides a measure of progress 
since the launch of Living Well with Diabetes. Most of the data is updated annually, at year end. Updated 
data will be provided in subsequent health reports when available. 

Table 1: Publicly funded discharges that contain a diabetes-related amputation procedure by ethnicity and 
year of discharge, 2011-2016 

Prioritised ethnicity 

Indian 

Pacific People 

Rate 

Total 

Rate 

2011 

358 

2.6 

13 

1.2 

127 

2012 

406 

2.8 

15 

Year of discharge 

2013 

454 

2.4 

634 

2.8 

61 

2.0 

661 

2.8 

78 

2.5 

675 

2.8 
unte 1f the discharge contains the procedures listed in table 2 and a 

re not counted if the discharge contains any diagnosis of trauma or a 

Year of discharge 
2011 2012 2013 2014 2015 2016 

i no toe 223 311 315 315 335 339 
t1on of toe including metatarsal bone 203 218 270 212 235 244 

01 rt iculation through ankle 1 
Amputation of ankle through malleoli of tibia and fibula 0 1 1 0 0 0 
Midtarsal amputation 6 8 10 13 9 7 
Transmetatarsal amputation 30 23 31 25 44 39 
Amputation above knee 87 105 107 94 95 102 
Disarticulation at knee 2 1 2 1 3 1 
Amputation below knee 143 138 140 149 127 131 
Amputation at hip 0 2 0 0 1 0 
Hindquarter amputation 1 0 0 0 0 0 
Disarticulation throu h toe 5 2 1 0 0 1 
Total 700 809 877 809 849 865 

Notes: Diabetes related amputation procedures are only counted if the discharge contains the procedures listed above and a 
diagnosis of diabetes mellitus. Further to this, procedures are not counted if the discharge contains any diagnosis of trauma or a 
diagnosis of lower limb cancer. 
Multiple amputations occurring within the same hospital discharge are counted each time. 
Source: NMDS 
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Figure 1: Rates of total, minor and major amputations in people with diabetes, 2011-2016 

0.40% 

0.30% 

0 25% 

0.20% 

0.15% 

0.10% 

0.05% 

0.00% 

Amputation rates - tota l, minor and major, 2011-
2016 
Total procedures as a percentage of people w ith diabetes 

---~~~~~~@~ 

2010 

2011 2012 

..rei:,rae:eiW.her p ~pie with and without diabetes, 2010-2016 

2011 2012 2013 2014 2015 
241 296 313 332 290 
247 224 243 220 237 

515 488 520 I 556 552 527 
1.5 1.2 1.4 1.4 1.5 1.2 

ates of renal replacement therapy per 1 ,000 people with diabetes, 2010-2016 

Cl<D new patient incidence rate NZ 2010-2016 
Rate per 1,000 people w ith diabetes 

2011 2012 2013 2014 2015 

1.80 

1.60 

1.40 

1.20 

1.00 

0.30 

0.60 

0.40 

0.20 

0.00 
2016 

2016 
265 
268 

533 
1.1 

Page 12of15 



MINl~TllY OF 

HEALTH 
MANArU ttAUOl.A 

Health Report number: 20171873 

Table 4: Proportion of people with HbA1c ~01 mmols in 2016/17 and 2017/18, by ethnicity 

2016/17 Quarter 2 2017/18 Quarter 2 
Ethnicity Proportion of people in each HbA1c Proportion of people in each HbA1 c 

cate or cate or 
~64 65-80 81-100 2101 ~64 65-80 81-100 2101 
mmols mmols mmols mmols mmols mmols mmols mmols 

European/Other 54% 10% 4% 2% 54% 13% 5% 1 % 
Maori 44% 11% 8% 3% 43% 14% 11 % 4% 
Pacific 41% 13% 11% 2% 44% 15% 13% 3% 
Total 51% 11% 6% 2% 51% 13% 7% 2% 

DHB 

Auckland 
Bay of Plenty 
Canterbury 
Capital and Coast 
Counties Manukau 

~~~~a~l~~ay \\ \ 

Lak~~ >W 
Mid ntr 
Nelso a orou 

Northland~~ 

~\)\) 
H~ 
Waitemata 
West Coast 
Whanganui 
All DHBs 

Source: 2017/18 Quarter 2 HbA 1 c report. 

88 
52 
41 
111 
64 
102 
93 
89 
86 
79 
100 
92 
82 

9 
91 
94 
73 
85 
86 
91 
75 
52 
141 
69 
97 
95 
100 
93 
76 
100 
91 
89 

Total 
79 
91 
89 
91 
96 
67 
84 
86 
90 
73 
46 
136 
69 
97 
95 
96 
91 
75 
100 
90 
87 

Table 6: Rates of diabetes-related deaths and deaths in people with diabetes, New Zealand 2013-2015 

Age 25- 30- 35. 40- 45- 50- 55- 60- 65- 70- 75- 80-
29 34 39 44 49 54 59 64 69 74 79 84 

DID 5 12 17 36 87 169 257 394 619 783 1,034 1,247 
DRD 4 9 12 25 61 11 3 164 234 332 361 378 309 

% 72 72 72 71 69 67 64 59 54 46 37 25 
Notes: DID= number of deaths in people with diabetes, ORD= number of deaths attnbutable to diabetes 
Source: Diabetes Surveillance 2012-2014 and 2013-2015: Mortality, Ministry of Health 

85- 90 + 89 
1,265 992 
148 -2 
12 0 

Total 

6,919 
2,147 

31 
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Table 7: Diabetes-related deaths rate ratios (RR). Comparison of ethnic groups with the European/Other 
category, 2013-2015 

Age 25- 30- 35- 40- 45- 50- 55- 60- 65- 70- 75- 80-
29 34 39 44 49 54 59 64 69 74 79 84 

Asian 0.4 0.2 0.4 0.5 0.9 0.8 1.1 1.0 1.1 0.9 1.1 1.0 
Maori 4.3 5.0 4.8 7.8 5.5 6.7 4.3 6.0 5.2 4.1 3.3 2.4 
Pacific 2.7 2.5 5.7 9.2 7.1 7.6 5.6 6.8 6.4 5.2 4.0 3.0 . . 

Notes: Rate ratio = ethnicity rate of diabetes-related deaths I European or Other rate of diabetes-related deaths 
All rates are per 100,000 people 
Source: Diabetes Surveillance 2012-2014 and 2013-2015: Mortality, Ministry of Health 

Table 9: Number of people on the Virtual 

Year 
2010 
2011 
2012 
2013 
2014 
2015 
201 

128,374 
136,452 
143,191 
148, 172 
151,684 
155,227 
157,622 

85-
89 
1.3 
1.8 
2.3 

Total 
187,860 
200,235 
211,591 
220,866 
228,790 
236,073 
241,463 

90 + 

1.2 
1.4 
2.1 

in a PHO or were not alive, as at 31112 of the relevant year, have been excluded. 

Year 
201 0 2011 2012 2013 2014 201 5 2016 

European/Other 2.6 2.7 2.8 2.8 2.8 2.8 2.8 
Indian 9.2 9.5 9.7 9.9 10.1 10.1 10.1 
Maori 6.2 6.4 6.6 6.8 6.9 7.0 6.9 
Pacific 9.6 9.9 10.3 10.7 11 .1 11 .3 11.3 
Total 3.3 3.5 3.6 3.7 3.7 3.8 3.8 
Increase ear-on- ear 0.2 0.1 0.1 0 0.1 0 

Note: Rate has been standardised using the WHO population and is per every 100 people. 
Source: VDR Dec 2010-2016, NHI 
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Table 11: Number of publicly funded hospital discharges due to diabetes mellitus by prioritised ethnic 
group, 2014/15-2016/17 

Year 

201 4/15 

Rate per 1,000 people with diabetes 

2015/16 

Maori 

1,277 

37.2 

1,274 

Pacific 

606 

20.9 

638 

Rate per 1,000 people with diabetes 35.6 21.0 

2016/17 1,371 554 

Asian 

152 

11.1 

152 

10.4 

132 

Rate er 1,000 37.1 17.6 8.6 

European 
I other Total 

4,057 6,092 

26.7 26.6 

3,993 6,057 

25.7 25.7 

3,800 
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Security classification: In-Confidence 

Health Report number: 20181817 

Quill record number: N/A 
File number: AD62-14-2018 
Action required by: routine 

Progress update on implementing Living Well with Diabetes: A 
plan for people at high risk of or living with diabetes 2015-2020 -;-
September 2018 ~ 

To: Hon Dr David Clark, Minister of Health ~ 

Purpose 
This report provides you with a summary of progress towa 
plan for people at high risk of or Jiving with diabetes 201 
made in the last six months, since the last up~ 

Key points <ru 
• The prevalence of di-0~b~r fui:lJ crease in New Zealand between 2010 

and 2017, overall by ce@t. ~e t e e of increase has slowed over the past few 
years. ~ . \_) 

• Since 20 h"~of dia~~ s of the WHO standardised population 1 has plateaued in 

~I 'citi . of 20 1~n ~~~5,680 people in New Zealand had diabetes, as modelled by 

al Diab~~r (VDR). 

• mt of the diabetes plan, all but one district health board (DHB) completed a 
sel'J..""'?"?'~s services against the Quality Standards for Diabetes Care. Results vary widely, 

Ad'OO'C!a'C"W and equity of services consistently ranking below quality of services. Priority areas 
xt stages of improvement have been identified by DHBs as a result of this work. 

Th Ministry diabetes team has met with 19 of 20 DHBs since mid-2016 to discuss their progress 
towards implementing the diabetes plan. 

• There has been a dramatic improvement in the ascertainment of diabetes in almost all primary 
health organisations (PHOs) and DHBs, with practice register numbers closely aligned to VDR 
predictions. This is an essential prerequisite for systematic quality care, though in many DHBs 
there is evidence of 10 percent or more of the diabetes population not receiving regular care. 

• Most DHBs continue to work towards improving collaboration and integration. There is some 
evidence of greater focus on unstable diabetes and the need to improve HbA 1 c in vulnerable 
groups, though the effort varies across DHBs. 

1 The WHO age-corrected standard population removes the effect of different aged populations on disease preva lence that 
show significant changes with age - as with diabetes. It is used to compare countries with different age structures and where a 
p I . fil h . b f . . . r d d.ff . I b"rth t oou at1on aqe )ro 1 es are c anqinq ecause o aqe1nq, 1mm1qra ion an 1 erent1a I ra es. 

Contacts: Grant Pollard, Group Manager, Population Health and Prevention Erdifiml 
Sue Riddle, Manager, CVD Diabetes Long Term Conditions, Erdifiml 
Population Health, Population Health and Prevention 
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Update on the implementation of Living Well with Diabetes -
September 2018 

1. At the end of 2017, an estimated 245,680 people in New Zealand had diabetes (Virtual Diabetes 
Register 2017).2 

2. 

3. 

4. 

6. 

Living Well with Diabetes: 
diabetes plan)3 was I 
diabetes, and h 
diabetes, a[ ·vi 9)V 

Progress against the identified measures in the diabetes plan 

8. The diabetes plan included nine measures that were developed to track progress towards 
improving health outcomes for people with diabetes. These measures are focused on: measuring a 
reduction in the personal burden for people with diabetes; provision of consistent services across 
the country; and a reduction in the cost of type 2 diabetes. Several of these have required 
extensive and continuing work to develop meaningful data. 

2 https ://www. hea Ith.govt. nz/ou r-wo rk/d is eases-and-co nditi o ns/d i a bet es/ a bout-diabetes/vi rtu a 1-d i a betes-reg is te r -vd r 
3 http://www. health .govt. nz/publication/living-well-diabetes 
4 http://www.health.govt.nz/our-work/diseases-and-conditions/diabetes/guality-standards-diabetes-care 
5 https://www.health.govt.nz/publication/guality-standards-diabetes-care-toolkit-2014 
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9. Progress against these measures has been summarised below, and more detailed data tables are 
included in Appendix 1. 
a. Measure: A 20 percent reduction in complications and disability experienced by 

people with diabetes under the age of 75 years by 2020; with a 25-30 percent 
reduction for high risk population groups. 

b. 

c. 

Progress: Data on amputations and renal replacement in people with diabetes has been 
provided for measures b and c (see below). We have commenced work exploring the 
development of new measures for the progress of diabetic eye disease and foot disease. 
Results are likely to be available in 12-18 months. 

Progress: Table 6 shows that diabetes was responsible for an average of 2,058 deaths per 
year in the period 2014-2016. This accounts for 29 percent of all deaths occurring among 
people living with diabetes. This proportion varies from 64 to 73 percent of people living with 
diabetes aged 25-59 years, and then declines steadily down to 8 percent of deaths in the 
85-89 year age group. Of the 2,058 deaths attributable to diabetes, around 64 percent were 
premature (aged less than 75 years at the time of death). Approximately 31 percent of 
diabetes-related deaths occurred in the 'working age' population aged 25-64 years. Mortality 
data from 2014 to 2016 shows that overall, diabetes accounts for around 7 percent of all 
adult deaths in New Zealand. See Tables 6 and 7 in Appendix 1. 

g. Measure: By 2020 DHBs will have implemented quality standards for diabetes care. 
Progress: To mark the halfway point of implementing the diabetes plan, the Ministry diabetes 
team asked all DHBs to review and score their services against the Quality Standards for 
Diabetes Care in April 2018. This was completed by 19 DHBs, and the remaining DHB wi ll 
undertake this by the end of the year. All DHBs reported they are progressing with 
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implementing the quality standards, and they have identified their highest priority quality 
standards. See points 9-14 of this health report for more detail. 

h. Measure: Reduce prevalence by a 20 percent reduction in the rate of increase of new 
cases of type 2 diabetes, by 2020; with a faster rate of reduction for high-risk 
population groups (30 percent for Maori and Pacific). 
Progress: VDR data for 2010-2017 shows that total diabetes prevalence has continued to 
increase. However, the rate corrected to a WHO standardised population has plateaued 
since 2014/15. This is true for all ethnicities. See Tables 8 and 9 and Figure 3 in Appendix 1. 

i. Measure: Reduce the rate of hospital admissions primarily due to diabetes (per 1,000 
people with diabetes) by 20 percent from that in 2014, and by 30 perce r Maori and 
Pacific peoples- by 2019. ~ 
Progress: Since 2014/15 the total number of hospital admissions R · · iabet© 

decreased by 4 percent. For Maori and Pacific peoples th~~ i ions per , 
has shown little change. The total rate of admissions per 1,000 le h ete~ 

people with diabetes has remained stable. See Tabl~wdi 1. ~\\ 

DHB self-assessments against the quality s~and ~~~ ~~~ 
10. To mark the halfway point of the diabet~epl p~o ·~ aims, all DHBs 

were asked to self-assess their seNices g i ity st r in r y 2018. They were 
asked to provide ratings for both quality d acy/e · ~ provision for each of the 
standards and to identify priorit 1 a r lac · n as a result of the self-
assessment. 

11 . o our s plete a self-assessment of seNices. The 
ae1 If-assessment by the end of 2018. 

12. ity/adequacy of service provision ranked below that 
of 3.2 and 3.7 out of five, respectively. Several DHBs 

ices were at or beyond capacity. This may be due to the 
the to mber of people with diabetes over the past 7-10 years and 

1 in mee 'k d , which potentially impacts the availability of seNices such as retinal 
en~·n ~~ af'I ent education and foot care, and places greater demand on general 

practic . ...-<IV 
1~. o prioritise the quality standards, DHBs ranked the following as the highest priorities: 

ic care, self-management and assessment: 

r()\ i. People with diabetes should be assessed for the presence of psychological problems 
\:::::!) with expert help provided if needed. 

ii. They should receive high quality structured self-management education that is tailored 
to their individual and cultural needs. They and their famil ies/whanau should be 
informed of, and provided with, support services and resources that are appropriate 
and locally available. 

iii. They should be offered, as a minimum, an annual assessment for the risk and 
presence of diabetes-related complications and for cardiovascular risk. They should 
participate in making their own care plans, and set agreed and documented 
goals/targets with their health care team. 

b. Management of diabetes complications 

i. All people with diabetes should have regular checks of renal function (eGFR) and 
proteinuria (ACR) with appropriate management and/or referral if abnormal. 

ii. They should be assessed for the risk of foot ulceration and, if required , receive regular 
review. Those with active foot problems should be referred to and treated by a 
multidisciplinary foot care team within recommended timeframes. 
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c. Management of diabetes and cardiovascular risk 

i. Those who do not achieve their agreed targets should have access to appropriate 
expert help. 

d. Special groups 

i. Vulnerable patients, including those in residential facilities and those with mental health 
or cognitive problems, should have access to all aspects of care, tailored to their 
individual needs. 

16. The Ministry is exploring ways to support DHBs to address service needs and gaps identified in the 
self-assessments. Th is includes faci litating DHB-to-DHB peer relationships and options to connect 
with other Ministry work programmes. For example, a possible link with the mental health team to 
support the prioritised quality standard on providing assessment and support for people with 
psychological problems. A workshop for the sector to review and discuss key findings from the self
assessments is being planned for the next long term conditions conference in February 2019 (refer 
point 20 below) . 

Implementation of the diabetes plan is variable across the sector 

17. Since March 2018, the Ministry diabetes team has visited two further DHBs and teleconferenced 
with one where travel was not possible. The team has now met with 19 out of 20 DHBs since mid-
2016 to discuss and support the implementation of the diabetes plan. We will visit the fina l DHB in 
October 2018. DHB visits have proved invaluable in objectively assessing progress and 
establishing good working relationships with the sector. There has been a substantial improvement 
in the quality and completeness of quarterly reports and annual plans. 
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18. DHB visits and the self-assessments have indicated there continues to be a wide variation across 
the country in implementing the diabetes plan. Although there is an improved focus on improving 
services and outcomes for vulnerable groups, there remains an equity gap in terms of measures of 
care and diabetes-related outcomes for some DHBs. Overall progress in implementing the 
diabetes plan has been slow for four DHBs in particular. 

19. Over the next six months the Ministry plans to work closely with DHBs where challenges 
implementing the diabetes plan remain. Paper-based reviews to support the higher performing 
DHBs will continue over 2019. The Ministry wi ll facilitate mechanisms to improve collaboration and 
integration for DHBs to enable them to meet the objectives of the diabetes plan by 2020. 

Ministry-led work to support the implementation of the diabetes plan 

20. 

21. 

22. ~ · ns team is currently planning a conference on 
~ians. This aims to showcase innovative work from 
us on operationalising improving equity in health outcomes 

END. 

im commu ·t or. The proposed theme is "keeping it real", aiming to link 
ed pol"&ind s y directly with implementation. The conference will include 

,.,,.~'V"'•',,._v of pa · t- e tr s rvices with an emphasis on improving equity. There will be three 
es-s ifi ~ . You have agreed to open the conference. 

issioned exploratory work to identify the support needs of young people (and 
1 type 1 diabetes, with a focus on support needed to enable a seamless transition 

nagement of the condition. We have received an evaluation report showing that type 1 
etes is challenging for young people and their parents/caregivers, though especially for those 

aged 18 to 20 years as they move out of home and away from paediatric services. Emotional and 
psychological support becomes increasingly important with age but is not always available. 
Diabetes services vary across the country, and young people would benefit most from regular face-
to-face contact, judgement-free services that assess a young person's holistic wellbeing. 
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Appendix 1: Data tables to show progress against the measures in the diabetes plan 

Table 1: Number of diabetes-related am ethnicit and ear of dischar e, 2011-2017 

Ethnicity Year of discharge 

2011 2012 2013 2014 2015 2016 2017 

European/Other 440 509 576 532 558 550 653 

Rate er 1,000 eo le. with diabetes 3.1 3.5 3.8 3.4 3.5 4.0 

Indian 15 18 28 15 25 

Rate er 1,000 eo le with diabetes 1.2 1.4 2.0 1.0 

Maori 166 204 177 

Rate er 1,000 eo le with diabetes 5.4 6.2 

79 78 

eo le with diabetes 3.0 3.0 

clinical code and year of discharge, 

Year of discharge 
2011 2012 2013 2014 2015 2016 2017 
223 311 315 315 335 339 399 
203 218 270 212 235 244 302 

0 0 0 0 0 1 0 
0 1 1 0 0 0 1 
6 8 10 13 9 7 10 

30 23 31 25 44 39 39 
87 105 107 94 95 102 96 
2 1 2 1 3 1 0 

143 138 140 149 127 130 142 
0 2 0 0 1 0 0 
1 0 0 0 0 0 0 
5 2 1 0 0 1 0 

700 809 877 809 849 864 989 
Notes: Diabetes related amputation procedures are only counted if the discharge contains the procedures listed above and a 
diagnosis of diabetes mellitus. Further to this , procedures are not counted if the discharge contains any diagnosis of trauma or a 
diagnosis of lower limb cancer. 
Multiple amputations occurring within the same hospita l discharge are counted each time. 
Source: NMDS 
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Figure 1: Rates of total, minor and major amputations in people with diabetes, 2011-2017 

0.40% 

0.35% 

0.30% 

0.25% 

0.20% 

0.15% 

0.10% 

0.05% 

0.00% 

1.20 

1.00 

0.80 

0.60 

0.40 

0 20 

0.00 

Amputation rates - total, minor and major 
Total procedures 

2011 2012 

and without diabetes, 2010-2016 
2012 2013 2014 2015 2016 
249 270 293 269 269 
264 287 262 289 290 

485 513 557 555 558 559 
1.0 1.2 1.2 1.3 1.1 1.1 

2010 2011 2012 2013 2014 2015 2016 
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Table4: Pro le with HbA1c 2:1 01 mmols in 2016/17 and 2017/18, b ethnicit 
2016/17 Quarter 2 2017/18 Quarter 4 

Ethnicity Proportion of people in each HbA1c Proportion of people in each HbA1c 
cate o cate o 

!564 65-80 81-1 00 2:1 01 !564 65-80 81 -100 2:1 01 
mmols mmols mmols mmols mmols mmols mmols mmols 

European/Other 54% 10% 4% 2% 56% 13% 2% 
5% 
6% 

Maori 44% 11% 8% 3% 46% 15% 
Pacific 41% 13% 11% 2% 45% 17% 
Total 51 % 11% 6% 2% 52% 14% 3% ~ 

een ~ ~ ' " '"~If~ '""P'~~ 

r 
1 mata 

est Coast 
Whanganui 
All DHBs 

95 
89 
105 
79 
87 
87 
81 

93 
96 
101 
85 
83 
90 
83 

June 2018, 

Note: The following data collection issues have been reported by DHBs: unable to provide results f rom all PHOs, only able to 
report on patients who have had an annual review, data is not restricted to patients within the specified age range, only 
providing data for the current month rather than for the quarter/year to date, and other data integrity issues. 
Source: 2017/18 Quarte r 4 HbA 1c report. 

T bl 6 R t a e a es o f d" b t I t d d th 1a e es-re a e ea s an d d th . "th d" b t N Z I d 2014 2016 ea sin peop e w1 1a e es, ew ea an -
Age 

25- 30- 35- 40- 45- 50- 55- 60- 65- 70- 75- 80-
29 34 39 44 49 54 59 64 69 74 79 84 

DID 7 12 19 37 93 178 259 405 62 1 81 4 1098 1287 

ORD 5 9 14 27 65 119 165 238 326 360 370 272 

% 73 73 73 72 70 67 64 59 53 44 34 21 
Notes: DID= number of deaths 1n people with diabetes, ORD = number of deaths attributable to d iabetes 
Source: VDR and Mortality collection, 201 4-2016; Min istry of Health 

85-
90 + 

89 

1319 1058 

106 -1 7 

8 -2 

Tota l 

7207 

2058 

29 
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Table 7: Diabetes-related deaths rate ratios (RR). Comparison of ethnic groups with the European/Other 
cateQorv, 2014-2016 

Age 25- 30- 35. 40- 45. 50- 55- 60- 65- 70- 75- 80-
29 34 39 44 49 54 59 64 69 74 79 84 

Asian 0.3 0.2 0.7 0.4 0.8 0.7 1.0 1.1 1.4 1.1 1.0 1.2 

Maori 3.2 3.8 6.0 9.2 5.1 7.2 5.5 6.5 5.9 4.5 3.4 2.7 

Pacific 4.0 3.4 5.2 11.4 7.4 8.5 5.9 7.1 6.5 5.3 4.2 3.4 
.. 

Notes: Rate ratio - ethn1c1ty rate of diabetes-related deaths I European or Other rate of diabetes-related deaths 
All rates are per 100,000 population 
Source: VDR and Mortality collection, 2014-2016; Ministry of Health 

Table 8: Number of eo 

2010 27,257 22,143 
2011 29,003 23,799 
2012 30,827 25,649 
2013 32,634 27,296 
2014 34,355 29,001 
2015 35, 769 30,445 
2016 36,978 31,480 
2017 38,620 32,406 

Note: People that were either not enrolled in a PHO or 
Source: VDR Dec 2010-2017 (v686) <(=\'\ 
Figure 3: Diabetes prevalence (0/~~ and ye 

12 ~ 

10 

I I 

0 
2010 2011 2012 2013 2014 

VDR 

• • 

2015 2016 

~European/Other ~Indian Maori ~Pacific people ~Total 

Source: VDR Dec 2010- 2017 (v686). NHI 

• 

2017 

85-
90 + 89 

1.9 1.5 
2.0 1.7 
2.7 2.2 
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, 2010-2017 
Year 

2010 2011 2012 2013 2014 
European/Other 2.6 2.7 2.8 2.8 2.8 
Indian 9.2 9.5 9.7 9.9 10.1 
Maori 6.2 6.4 6.6 6.8 6.9 
Pacific 9.6 9.9 10.3 10.7 11.1 
Total 3.3 3.5 3.6 3.7 3.7 
Increase year-on- 0.2 0.1 0.1 0 
ear 

Note: rate has been standardised using the WHO population and is per every 100 people 
Source: VDR Dec 2010-2017 (v686) 

Table 10: Number of 

Year 

2014/15 

Rate per 1,000 people with diabetes 

2015/16 

2015 2016 2017 
2.8 2.8 2.8 
10.1 10.0 9.8 
6.9 6.9 6.8 
11.3 11 .3 11.1 
3.8 3.8 3.8 
0.1 0 0 

24.1 

5,894 

22.7 

3,980 6,273 

19.5 23.6 
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1. Background 
A one-day Diabetes Workshop was held on Monday 2nd May 2016 in Rotorua by the Ministry of Health with 
organisational support provided by Health Navigator Charitable Trust. 

The main purpose of this workshop was to bring DHB and PHO funders, planners and clinical leaders 
together, to hear from national experts involved in recent guideline development and move towards improved 
consistency in the purchase and provision of diabetes services across the country. 

In support of this purpose the workshop aimed to: 

• Bring diverse groups of DHB/PHO management and clinicians together ~ ~ 
• Discuss a number of resources, guidelines and supporting frameworks that h~c ti n © 

developed ~ 
• Provide advice to assist with the annual planning process ~ ~ 
• View and discuss variance reports about current service provi · 0 ~i \:> 
• Discuss the barriers and enablers for optimising care and h a c for dia ~"\)~c 

2. Evaluation process ~@ <.::(\\@ 
An evalu~tion questionnaire was provided tow sh ic ants with~~~ the end of the day as 

hard copies. ~\~ 
• A total of 59 response~d g~·vin ~s a e of 69% (if 85 is used as the 

denomi~ator since~ I gator t 1 i of Health staff were excluded from 

responding). '::eJ ~ 
• The s :>' mm~~ e <esponses and analyse the data Is Question Pro, ac 

ecognize \) online survey system. 

~ senior managers and CEOs. © \S • Cllnlcal leads from primary and secondary care for diabetes services. 

The total number registered was 95 people with 90 attending. Reasons for attending are shown in the figure 
below with participants able to select multiple options: 

Diabetes Workshop 2"" May 2016 - Evaluation Report - Draft 1.0 
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Figure 1: Reasons for attending this workshop 

Answer Count Percent 20% 

To improve our planning process 39 24 53% 

For networking 30 1887% 

Interest 1n the workShop top·c 23 14 47% 

To represent my organisauon 31 195% 

Expectaloon to attend 

To be able to contnliute to national discussions about 

diabetes sefV\ces 

Other 

S9 

For this table, 2 people ticked very unsatisfactory for all 5 responses yet there were no negative comments 
anywhere else on their forms and their overall satisfaction with the day was ticked as very satisfied or 
somewhat satisfied. Their results have been included however such responses would suggest they may have 
ticked very unsatisfactory in error. 

Workshop venue, timing & location: 
• One person commented that the "Venue very cold on left hand side of the room" 
• Rotorua was seen at difficult to get to by a number of respondents "a challenge to get to Rotorua. Up 

at 4.30am, home after 8.30pm" 
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• "Needs to be at easily accessible city - I had to get up at Sam to make flights and was still late and 
had to leave early. " 

• "Programme needs to consider flight availability. If finishing earlier. most could have caught last flight 
out tonight." 

• "Please have these meetings in more accessible locations. Rotorua difficult and expensive." 
• "the Ministry of Health workshop - is vital I ? the location of Rotorua or Tauranga because it is central 

NZ, would like to see it run over two days instead of one." 

Workshop organisation (registration process) 
• 83% or respondents were very satisfied or satisfied. 

O•g:n;s::::::::: 
0

::~::~:n;~::~::~:.~=~~;:::'. ea,i;e, " a.~ ~~{r>~ 
• 95% or respondents were very satisfied or satisfied. (Q\ \.) ~ t> ~ 
• One person commented that "the site registration not straig~~ 

Facilitator style and approach ~~ ~ 
• Facilitator for the day was Dr Janine Bycro igator~~ a as being able to 

link conversation and presentations to io s 1 · , progra~s ~ e nts happening around 

the country. ~ 
• 95% or respondents we~rv ®d o isfied. 

Value of the presentation u ~rga~~ 
• 92% or respo n e sat~r sat~ 
• "Morn(1t?;\Jft,w ot s~in ~ . fternoon" 

Ov~el e ~roup disc~'\i ions 
sponde~we~~ ~ tisfied or satisfied. 

~ alwa~s ~~get the right balance between group discussions, group feedback and \S'! prese 1 . \> 
• " 1 e o · formation read today was just read from the MoH so no real discussion " <0<:f!!!i e g." p w°'k and d;scuss;on would ha'e bmken up /he day and encou,aged m°'e naUona/ 

@\> Learnings and district collabora tion 
When asked, "Will learnings from this workshop encourage greater collaboration between stakeholders in 
your district/region on diabetes integration planning?" 

• 81.5% answered Yes or Possibly, {this is comparable with the 82% reported for the Diabetes 
Workshop from 2014) 

• Two people chose No (3.7%) chose No, and 
• Eight participants (14.8%) said they are already doing this well. 
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Answt-1 Co uni P91ce1n 

., .. ·\l 

• 

Total 100 .. 

• Increased consultation with all stakeholders 

• Focus on key areas 
• voice - keep it out there: consumer voice 

• Link Diabetes into L TC Service specifications when see the new version/integration 

• Stronger links with Diabetes NZ. Local person vice president 

• "Considerations for further co-design 

• Review information available from other PHOs 

• Reconvene DHB SLAT (data focus) 

• Pull together Diabetes working group within L TC Alliance network 

• Utilising stats, take one or two areas of need and implement an action plan to address these. Do this well 
and effectively. 

5 
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• Without increase in resource and workforce - hard to see what can be done differently 
• Add 'personal stories' to encourage/promote people to value their health. 
• Look at how reporting back to general practice" 
• Look at the new MOH L TC toolkit. 
• Look at making improvements in service gaps that have been identified. 
• Review nursing resource and try to arrange resources to get best bang for bucks. 

• Locality planning. 
• try to get greater visibility on what others are doing so we don't replicate services 

Annual planning & funding 
• This workshop should be held earlier in the year to align with annual planning cycle. An n are in ~ 

draft currently 

• Is this too late to include this work for 16117 - most DHBs have done plannin~ {F5 A 

• Annual planning already completed. However knowledge will informa~io o up going~{:_~ ~ 
• diabetes audit day = make info available wider and share across re · i7<::i>i ee to i~for nn 1t.P, 
• Set up strategic plan to try and cover the obvious gaps we hav 

• Review how our funding can be re-prioritised to target hi ~ () 

• Upstream investment , V 
• Not able to comment as require funding to cha e too co eg prediabetes) 

• 
• Reassess how we can offer servi~r ntract - h · · · there. 

:tocktake and quality gaps ) '{:;?; ~ 
: seN;;e ~~w best to :dd<es:::e: ::::.:::~we ace drnng. 

u I Stan);;;i.ds stocktake into the Diabetes Workplan 
lude in our GAP analysis against the 20 diabetes standards 

r. stocktake against MOH quality diabetes standards. Ensure the HQSC data is 
anning 

sal of data and determination of gaps 

e closely at data collection 

ediabetes 

Focus on pre-diabetes 
• Focus work on pre-diabetes 
• Look at pre-diabetes self-management program 
• consider testing for urine microalbuminaemia in prediabetes 
• Include focus on improving communication of simple message for patients & pre-diabetes reversing 

workshop as per Nelson case study. 
• Relook at health promotion activities in relation to pre-diabetes 

• expand our pre diabetes program, more consumer input 
• pre diabetes information 
• I will look at prediabetes 
• Focus group prediabetes and plan for prediabetes model of care service dev? 
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DSME 

• Set up 5-M working party to discuss how we can increase facilitators for Diabetes specific self
management groups 

• Connect with Hutt valley PHO re: SME 

• Want more willingness from DHB to refer to DSME assist PHO to meet contracts. 

Retinal screening services 
• Retinopathy screening service - need to develop a better model for patients 
• work on shift capacity retinal screening to community 
• Review service specifications of current contracts and align with changed L TC specificati~uality 

standaffis and ReUnat S"een;ng Gu;det;nes. "5\\5:::> ~ 

~o,::::• 'eUnal saeen;ng contracts. ~\s\) ~© 

• ask Te Awakairangi about their diabetes nurse training pathway,~<()\ \0 ~ t> 
• Put more into workforce planning/ education ) _\)V 
• Continue nurse led specialist clinics in primary care @ @ 
• Prom_oting role or nurse champion in each practice~u l~ o s t~nd · ~ t care for 

practice m my expenence ~r.~ 

• W"'k more closely w;th reg;onat d;a~~ s~ ,.~~~ 

8. ost ~\) 

t/offl 0t<A1i1:1r1 the wor the responses were difficult to read and when unclear, are 
rks. 

ist 2 or 3 actions you plan to undertake following this workshop?" 

o to focus on easy wins from stocktake results 
eview standards stocktake. Look at pre-diabetes - what are we doing? 

Consider focus on feet, kidney and eye health in line with stocktake of standards, provider and 
consumer feedback 

• Data focus at a local level 
• Commit to '20' QA standards" 
• Nursing education updates 
• Gap analysis 
• Meeting with our local Whana Ora 
• Look at pre-diabetes sessions out of hours 
• Revisit our planned strategic local plan 
• Organise visit for clinical team/practice support members to Nelson 

• Work with regional diabetes service to support providers to strengthen workforce confidence in insulin 
stats and management" 

• work closely with ALT and DHB + diabetes specialist teams. Pre diabetes program 
• Continue with current focus of insulin initiation in primary care. This is my role for 1 year 
• Greater analysis of HBA 1 C - type 1 and 2 
• Link gestational diabetes with child milestones 

7 
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• Use labs bulletin 

Collect better data 
• Stocktake of workforce" 
• Look at stocktake data again 

• 
• 
• 

Get a better understanding of our local data and how we need to re-design out system utilising this 
data 
Refocus operational/strategic groups 
Review ? Actions or outcomes? 

Stocktake 
Contemplate, discuss create action plan, stocktake 

Discuss re: best practice DAR form & add referral for DSME as part of action p~lan ~ ~ 
Discuss retinal screening pack and add referral to DSME as part of guidance c t © 
Complete stocktake report and service manager ~ 
check out retinal screening in pregnancy for type 1 and 2 diabetes ~ 

• 
• 
• 
• 
• 
• 
• 
• 
• 

Review data - all ?patients with bed days 0 \/ 
Stocktake to be completed 

ave more investment in staff development 

connect with ? 
data collections, linkages with community, more case studies 
Set up meeting between DHB and PHO to work on plan 

• set up meeting with DBH and PHO to work on plan 
• look more at how best to support high needs in practices 
• standardize data collection across region , establish diabetes and pre diabetes register. Workforce 

development pathway 
• DAR information checks; 
• Appropriate referrals; 

• Plan ways to promote DSME" 
• 1) stocktake & analyse, 2) Then identify gaps,3) Pilot to improve prediabetes care 
• 1)Need programme as per point 1, 2) coding issues need sorting 

• 1) Coding for prediabetes, 2) inpatient dedicated team 
• ?Re-evaluate current type 2 classes and review prediabetes class 
• Consider ability to provide specialist care more widely to primary care 
• Depends on what final plan is. 
• Consider how to hold pre-diabetes workshops for patients. 
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• 1: 1 SME 
• 1) Carry on with SLAT (workplan), 2) complete stocktake. 
• Meeting and debriefing with managers and portfolio managers. 
• Looking at strategies to improve rates and data from VDR. 
• Advising and stocktaking diabetes in our DHB. 
• Review our draft diabetes workplan for 2016 
• Find out if annual checks are happening for Pl community clinic attendees. 
• Do pre-diabetes education in Pl community. 
• Get together an all PHO diabetes SLAT 

• No SLAT without data ~ 
• Virtual care - compliant patients. reallocation to Maori & Pacifika. ~ ~ 
• Change contracts connect with Hutt Valley PHO. Share learnings. {F5.,.. 
• Feed back to team. Do ouc due d;t;gence bef°'e ;mp/ement;ng new 'end~~ 'P 'man~~ 

• ~~:;::; w;th ophthalmology dept Follow up wock a/ceady un~~e'd>.be~~'~ 
9. Overall satisfaction @~ r('._))\>~ 
Overall satisfaction was high with 98% respondi ~ed e ~fied when 

AnSWf'I 

'w••ry .1 I 

~:::.: ~w ~ ; : .~ . 

~~©~~~ ~ " 
IOO'H> 

40~ 

~~~rest in future workshops 
rr:\'\~en asked, "Do you think further Ministry of Health workshops would assist DHBs/PHOs to continue to 
'0improve their diabetes planning and delivery? The maiority were 1n favour with a total of 96% responding as 

very likely or somewhat likely. 
• 64.15% responded very likely (up from 47.8% in 2014) 
• 39. 1 % responded somewhat likely 

An~tr Cou1\I Pe1cenl .... 
fr-11' 

II f/ l»:n\ 

371 .. . 

Tot~ 100 .. 

If yes, who should the target audience be and what topics would you recommend covering? 

Diabetes Workshop 2"' May 2016 - Evaluation Report- Draft 1.0 
9 



• c ' ,y--
Health l_Navigator 

Many thought current audience was appropriate 
• Target group invited was appropriate 
• As today 
• Same audience as today 
• Same target audience 
• I think that the audience is relevant who ever attends. Different perspectives add to the conversation 
• Target audience - who is interested - if there is a passion they will learn 
• Same audience, but ensure all planning and funding teams attend. 
• Same as today re audience. 

If yes, who should the target audience be and what topics would you recommen c n <:::( 
Senior Managers & decision - makers ~ rr:5/\ ~ 

• a cross section of the community including community representativ her agen~ ~ 

: ~=ild include consumers <0 \0 ~'\\ ~ 
: ~:a~:r:~~~s~l~:~;s, consumers ~@\;:?~~@~"'0 
• Clinical teams ~ ~ , ~ 
• PHOs, DHBs, MoH ~ 
• Practice support facilitators w ~ 
• funders, practice manag~r \\ ~ 
• DNS ,V 0 

: ~~n,;::;~~ "(0©) 
: ~~te:m'~ 
~d;ng . ' ~~ome 'mall contract pmv;,;on to help them ma;nta;n v;ab;t;ty and 

~~~;;::;;.~;;;;;;,~~::: at'0ady happen;ng w;th MoH able to pmv;de W~at;on ''om 

• Need to get clinical leadership from other professionals involved in diabetes care 
• Need to replicate the workshops on a local level 
• A workshop day on obesity target - cross sectoral - diabetes, oral health, child health, education, 

health sectors 
• Data - national level 
• Case presentations from different areas 
• Reduce variation in templates 
• Standardisation of expectation of reporting 
• Self management 
• Integration" 
• innovative idea sharing 
• Research and outcomes 
• How to do effective research 
• examples in relation to diabetes 

• Services outside of general practice 

10 
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• 
• 
• 
• 
• 
• 
• 
• 
• 
• 

• 
• 
• 
• 

• 

• 
• 
• 
• 
• 

Gestational diabetes management 
Reducing incidence amputations 
Relevant and appropriate sectors invited . 
MoH provided a global view, was great . 
Stats provided a picture of national activity 
more focus on integration and locality work 
Useful to have enough notice so area is better represented 
None of the stakeholders from our area attended 
Good sessions today 

~ ~ 1 i•· 

Health~igator 

Would have been good to have Practice Nurses CE from PHO here ~ 

it 1s imperative to have managers and fund holders ?pressure as well as clinica~st ~ 

cost 'v' complication 
DHB planners and funders motivated by cost savings. What low cost inte~e · r e 1 ) can© 

Managers - look for gaps and ways to close these. ~ ~ 
Present QI initiatives. @O ~ 
Update on ARI etc . 

Those DHBs/PHO that a'e seen to be most ;n nee os ng c~'© m ement and 

t daros ~~ac•ty '°' sendces 

~7'f'r .. h•~ >~ 
a es 

n.r;.cwrresi:~'(]1f'N.m7J t was presented today and alignment with diabetes 

o influence allocators of funds to meeting minimum standards 

11. Any other Comments 

• Focusing into actions is a great way to brain storm and generate ideas 

• Thank you for inviting me 

• How does all this link with the pharmacy action plan and Medicines NZ so that there is better use of 
pharmacy care workforce ? 

Diabetes Workshop 2"" May 2016 - EYaluation Report - Draft 1.0 
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• Too much focus on PHOs and GP teams which excludes other important aspects of primary care 

• Co-design is a key but how do you remunerate consumers - no funding to allow for this 

• Workshops can assist DHBs/PHOs to continue to improve if there is out of the box sustainable 
funding. 

• Would be good to have information on how to apply the HEAT tool to Maori Diabetes. 

• I feel that the data was slightly misleading. Would be good to have definitions of den 

• That the MoH identify sustainable strategies across the board as a bench 
can work in their regions. The benchmark provides consistency ( eg. r 
ceased) 

• 

• 

• 

to indicate what organisations participants represented, the following ratios were obtained. 

Counl - .... 
.... • '?'< 

f 'l t') 

... .. 0 

NI. ( 
6""' -

ro"" "'' 
Pl••"' Indicate the organlsatlons you work for (select all tllAt apply):. Text DatA for Other (ploase sp<OCl!y) 
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Conclusion 
Overall satisfaction with this Diabetes Workshop was very high with 98% responding as very satisfied or 
somewhat satisfied with the day and the majority of comments were positive and constructive. Many 
participants appeared to be well engaged and energized by the day with an impressive list of action points 
and changes to diabetes service planning listed. 

To assist with workshop planning and allowing sufficient lead time to reach the right audience, a nger lead 
time for programme development and communication would be helpful. While some people · e ~ 

to rotate the venue between the largest centres to give more people an opportun~\ e art educe 
workshop being before the NZSSD conference, others found the location difficult to re a c\lt e us~e 

travel distances from the regions. ~ \) ~ 

~@~~~©~ 
~@~~~~ 

~~~®~~@ 
~~~~~ 
<0~~© 

@\S 

Diabetes Workshop 2 .. May 2016 - Evaluation Report- Draft 1.0 
13 



. ~ . '' 
Health{N:vigator 

Appendix 1: Workshop Programme 

Time Item Presenters 

9:00 - 9.30 Arrival & registration - Tea and coffee 

0930 - 1000 Introduction: Aims of the day Dr Helen Rodenburg 
Overview: National Direction for Diabetes Services & Management 
in NZ Dr Paul Drury 

1000 - 11 00 Auckland and Waitemata DHBs - Matching diabetes services 
against the 20 Quality standards 

DHBs and PHOs to have the opportunity to discuss their own stocktake 
against the Standards and feedback to the group on strengths and 
weaknesses 

1100 - 1115 Morning tea 

1115 - 1215 Interactive session - Using baseline information to redu 
and drive improvement 

1215 -1300 LUNCH 

1300-1330 Retinal Screening-update of 2011 

1400 - 1500 

reporting requirements. 
Case study: Compass 

es ogramme 
al activity, equity approach and 

rn111"1\A7j:m by report back 

s - Take home action plan 

p and feedback for Ministry 
e iew of points agreed and actions to be taken. 

Diabetes Workshop 2"' May 2016 - Evaluation Report - Draft 1.0 
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1 October 2013 

Fourth Omnibus Variation to the 2012/13 Crown 
Funding Agreement 

VARIATION (NO. 4) OF THE CROWN FUN~~~E~ 

BETWE \) fb~ ©~ ~ 
HER TH N 

IN RI ENT 

Acting by an .... ~n-o,~ al Director, National Health 
· stry of Health ~~ B 

~~~~~~~ AND 

@\!J;\!J;~© Auckland District Health Board 



VARIATION (NO. 4) DATED 1 October 2013 ("Variation"), varying the CROWN 
FUNDING AGREEMENT between the Auckland DHB and the Minister of Health, under 
section 10 of the New Zealand Public Health and Disability Act 2000. 

This Variation is between: 

HER MAJESTY THE QUEEN 
IN RIGHT OF HER GOVERNMENT 
IN NEW ZEALAND 
Acting by and through the National Director, 
National Health Board, Ministry of Health 
(the "Ministry") 

AND 

In Variation (No. 4), the CROWN FUNDING AGREEMENT between the DHB and the 
Minister of Health is referred to as "the Principal Agreement". 

1July2009 



VARIATION SELECTION 

The following table lists all the variations within this Omnibus. 

Please indicate which variation(s) you would like to accept by placing a tick in the 
"AccepUDecline" box(s) below. 

Page Variation name Variation Accepted 
number number /Declined 

5 

16 

19 

Electives Initiative and Ambulatory Initiative 
Variation 

Diabetes Care Improvement Package (DCIP) 

Rapid Response Sore Throat Primary and 
Community Services 

1 October 201 3 

851 
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THE PRINCIPAL AGREEMENT - VARIATION TABLE 

This section lists all variations that have been signed and dated by the Parties. Every 
variation to the Principal Agreement agreed by the Parties will be listed in the appropriate 
tables below. 

The summary table will be updated to reflect each signed variation and each signed variation 
will have an updated summary table attached to it. 

Variations 

1st Omnibus variation to the 
2012/13 CFA 
2nd Omnibus variation to the 2 
2012/13 CFA 
3rd Omnibus variation to the 3 
2012/13 CFA 
4th Omnibus variation to the 4 
2012/13 CFA 
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BACKGROUND AND PURPOSE OF THIS VARIATION NO. 4 

A. The Parties have entered into the Principal Agreement. The Principal Agreement was 
deemed to commence on 1 July 2012. The Parties have agreed to extend the term of 
the Principal Agreement, by variation, to 30 June 2014. 

S. The Parties wish to vary the Principal Agreement in order for the OHS to provide the 
additional services included in this Variation, and in return the Ministry will fund the 
OHS to provide the additional services set out in the schedules below. The Parties 
have agreed to enter into this agreement to record the terms. 

TERMS OF THIS VARIATION NO. 4 ~~~ \> ©~ 
Commencement and Expiry of this Variation No.4 \0 ~ ~ ~ 
This Variation No. 4 was deemed to have co ~Y~@~~pires on 

30 June 2014 unless otherwise stated in fol O ~~~\0 \) 
Disclosure of this Variatio~ ~ ~ v 

In accordance with~~f the n Funding Agreement, copies of any 
variations to~\ · g;.:~ neld by both parties and will be publicly 
available. ');9 ~ 

~~~~~~~ 
<0~~© 

@\S 
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Schedule 851: Electives Initiative and Ambulatory Initiative Variation 

1. Introduction 

1.1. The Ministry of Health ("the Ministry") is providing funding for the delivery of 
additional elective services by the District Health Boards ("DHBs"). The primary 
objective of the funding is to improve access to publicly funded elective services. 

1.2. 

2. Service description 

2.1. 

procedures (NAPs) as agreed and specified in Table 3 of 
ne ("Agreed NAPs"); paid in accordance with clause 7.5 of this 

Community referred tests (CRTs) as agreed and specified in Table 4 of 
Appendix One ("Agreed CRTs"); paid in accordance with clause 7.6 of this 
schedule 

2.1.5. Quality improvement (Quality Improvement) as agreed and specified in 
Table 5 of Appendix One ('Agreed Quality Improvement"); paid in 
accordance with clause 7 .11 of this schedule 

2.1.6. Bariatric programme (Bariatric) as agreed and specified in Table 6 of 
Appendix One ("Agreed Bariatric"); paid in accordance with clause 7.7 of this 
schedule 

2.1. 7. Provide at least 13,499 total elective discharges in surgical services. 

2. 1.8. Provide at least 17 ,312 total FSAs in the surgical services. 

2.1 .9. Manage Elective Services Patient Flow Indicators ("ESPI") results at an 
overall DHB level, as reported to the National Booking Reporting System 
("NBRS") in accordance with clause 6.3 of this Schedule, and in section 12 
of the Elective Services Policy Framework: Elective Services Funding. 
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3. Term 

This Schedule commences on the date it is duly executed by the Parties and expires 
on 6 October 2014 unless the Principal Agreement is terminated earlier, in which 
case this Schedule will end on such earlier date. 

4. Service Requirements 
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5. Funding 

5.1. The Ministry will pay the DHB up to a total amount of twenty eight million, thirty two 
thousand, two hundred and eighty nine dollars ($28,032,289) (excluding GST) 
("Total Electives Funding") for providing the Services. 

5.2. The DHB's Total Electives Funding has been allocated to the Agreed CWDs, Agreed 
FSAs, Agreed NAPs, Agreed CRTs, and Agreed Bariatric identified in Tables One, 
Two, Three, Four, and Six in Appendix One of this Schedule; and for Quality 
Improvement as required under clause 2.1.5 of this Schedule, and as identified in 
Table Five of Appendix One of this Scheaule. 

5.3. 

5.4. 

5.5. 

6. 

6.1. 

The Agreed CWDs, will be funded at the Unit Price ("Unit Price") of f~housand , 
six hundred and fifty five dollars and forty three cents ($4 ,655.43)~e GST). <:::? 
The Agreed FSAs, Agreed NAPs, Agreed CRTs and Agree~) r' e fund6?"A \> 
at the Unit Price identified in Tables Two, Three, Fou~Si\S pendix ~~ 
this Schedule. \'0~ ~VV 
Quality Improvement will be funded up~ ~~~unt id ~E le Five 

in Appendix One in this Schedul~ ~ '\:?' ~~ \) 

0 
In accordance · .1 o~ e, the DHB will, within the Agreed 

6.~. ~~ m~"<; cement procedures, as defined in Appendix One 

Services, p~ ~win . ~ 

\'0~~is Sched .... '\) ast 21.0per10,000 of population. 

\()\~. A ~-~·"·-ract procedures, as defined in Appendix One of this Schedule, 
~ rr>~~~per 10,000 of population. 

~~~~IR for cardiac surgery procedures, as defined in Appendix One of this <0\i'\S Schedule, of at least 6.5 per 10,000 of population. 

r?\')\S 6.1.4. A SIR for percutaneous revascularization , as defined in Appendix One of "0 this Schedule, of at least 11 .9 per 10,000 of population. 

6. 1.5. A SIR for coronary angiography, as defined in Appendix One of this 
Schedule, of at least 33.9 per 10,000 of population. 

6.2. As defined in the Elective Funding Policy 2013, ESPls are: 

6.2.1. Compliant when green 

6.2.2. Non-compliant with no funding penalty when yellow 

6.2.3. Non-compliant and at risk of funding penalty when red. 

6.3. Where the DHB has an ESPI that becomes red for four consecutive months, the 
Ministry will withhold funding in accordance with the Table One below; 

6.3.1. Funding will be withheld from the first day of the month in which the ESPI 
results shows the ESPI is red for the fourth consecutive month 
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6.3.2. Funding will recommence on the first day of the month in which the ESPI 
results show the ESPI is green or yellow for two consecutive months. 

Table One 

Months Months of 

ESPI is red 
Withdrawn 

Funding 

Percentage of 
Withdrawn 
Funding per 

month 

Amount of 
Withdrawn 

Funding deducted 
per month 

Total Withdrawn 
Funding 

4 2 5% $1,401 ,614 $2,803,229 

5 3 7% $1,962,260 $5,886,781 

6 4 

7 5 

8 6 

9 7 

6.3.3. 

~· 0 

() v Year to Date Period Date activity is to be Date payment will 
coded be made 

1July2013 - 30 September 2013 Friday, 25 October 2013 4 December 2013 

1 July2013-31 December2013 Friday, 24 January 2014 4 March 2014 

1July2013 - 31 March 2014 Friday, 25 April 2014 4 June 2014 

1July 2013 - 30 June 2014 Friday, 1 August 2014 4 September 2014 

7.2. The amount payable for each year to date ("the Period") for the delivery of Agreed 
CWDs, Agreed FSAs, Agreed NAPs, Agreed CRTs, and Agreed Bariatric will be 
determined by: 

7.2.1. The actual Agreed CWDs, Agreed FSAs, Agreed NAPs, Agreed CRTs, and 
Agreed Bariatric planned in the Agreed Production Plan required as per 
clause 4.1.3.2 of this Schedule 
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7.2.2. The DHB continuing to have access to Total Electives Funding, in accordance 
with clause 6.3 of this Schedule. 

7 3. The amount to be paid for the Agreed CWDs will be determined by: 

7.4. 

7.5. 

7.3.1. Deducting the planned Total Agreed Baseline CWDs for the Period, as 
identified in the Agreed Production Plan, from the total actual CWDs. The 
number of actual CWDs provided in addition to the Total Agreed Baseline 
CWDs is the maximum CWDs that will be funded for the DHB for the Period. 

7.3.2. In the Agreed Services, deducting the Agreed Baseline CWDs planned for the 
Period from the actual CWDs provided. 

7.3.3. 

7.4.2. 

7.4.3. 

7.7. The amount to be paid for the Agreed Bariatric will be determined by deducting the 
planned Agreed Baseline Bariatric for the Period, as identified in the Agreed 
Production Plan, from the actual Bariatric provided. 

7.7.1. Payment will be for the actual Agreed Bariatric, or the planned Agreed 
Bariatric for the Period, whichever is lower. 

7.8. Following the end of the term of this Schedule, the final actual volume of Agreed 
CWDs, Agreed FSAs, Agreed NAPs, Agreed CRTs, Agreed Bariatric delivered by 
the DHB for the 2013/14 financial year will be confirmed from the data submitted to 
NMDS and NNPAC as at 1 August 2014. 

7.9. If the final Agreed CWDs, Agreed FSAs, Agreed NAPs, Agreed CRTs or Agreed 
Bariatric delivered is less than the number identified in Tables One, Two, Three, 
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Four and Six of Appendix One of this Schedule, then this will become the Revised 
Agreed Number ("Revised Agreed Number"). When the Revised Agreed Number 
has been determined , the parties will multiply the Revised Agreed Number by the 
Unit Price to determine the final amount payable. 

7.10. Any adjustment for Agreed CWDs, Agreed FSAs, Agreed NAPs, Agreed CRTs or 
Agreed Bariatric paid but not delivered will be effected through an adjustment to the 
next Cash Profile payment. 

7.11. 

7.12. 

7.13. 

8. 

8.1. 
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Table Three 

Period Results DHBs provide Assessments 
available to Quarterly completed and 
DHBs and Exception final rating 
Exception Report assigned 
Report 
requested 

1July2013 - 30 September 2013 4 November 2013 11 November 2013 15 November 2013 

1 July2013 - 31 December2013 3 February 2014 10 February 2014 14 February 2014 

1July2013- 31March2014 5 May 2014 12 May 2014 

1 July2013 - 30 June 2014 4 August 2014 

8.2. 
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Appendix One 

Table One - Agreed Elective Inpatient Case weighted Discharges 1 

Purchase Agreed Service 
Agreed 

Agreed 
Agreed 

Agreed Unit 
Elective 

Baseline Baseline CWDs 
Unit Descriptions 

CWDs 
CWDs 

Discharges 
Discharges Price 

Value 

0 01.01 226.00 0.00 496 0 $4,655.43 $0 
M10.01 548.00 0.00 528 0 $4 ,655.43 $0 
S00.01 1,578.44 1.545.80 1,918 1,423 $4.655.43 $7.1 96,364 
MS02016 0.00 0.00 0 0 $505.03 $0 
S05.01 Anaesthesia Services 0.00 0.00 0 $0 
S1 5.01 Cardiothoracic 451 .00 859.90 121 
S25.01 Ear Nose and Throat 1,341 .17 232.00 0 
830.01 1,082.61 424.00 3, 02 
835.01 357.00 119.00 53,996 
S40.01 693.99 649.80 $3,025,098 
S40.01A 0.00 $0 
S45.01 1,626.78 ~ .655.43 $8,655.189 
8 55.01 $4,655.43 $0 
S60.01 $4,655.43 $0 
870.01 156 $4,655.43 $428,300 
S75.01 101 $4,655.43 $842,633 
TOTAL 4 ,704 $27,758,747 

1 All dollars are rounded to the nearest attendance whole number 

1 October 2013 12 



Table Two - Agreed First Specialist Assessments 

Purchase 
Agreed 

Agreed 
Total 

Unit 
Agreed 

unit 
Agreed FSA Services Description Baseline 

FSAs 
Agreed 

Price 
FSA 

FSAs FSAs Value 

S00002 General Surgery (incl Vascular Surgery) - 1st attendance 188 0 188 $285.76 $0 
S00006 General Surgery (excl vascular surgery) - 1st attendance 2,530 0 2,530 $410.55 $0 

S00009 Breast Op Proc - 1st Attendance 0 0 0 $364.85 $0 

S00011 
Surgical non contact First Specialist Assessment - Any health 
soecialtv 0 0 0 $150.00 $0 

S15002 Cardiothoracic - 1st attendance 20 0 20 $429.37 $0 
S25002 Ear Nose and Throat - 1st attendance 3,340 0 3>¢> $295.92 - $0 
S30002 Gynaecology - 1st attendance 2,863 0 \).~~ j) ~$370.36 /<so 
S35002 Neurosurgery - 1st attendance 130 A "v./"\ 1 .3o:. v$333.76= D \\so 
S40002 Ophthalmology - 1st attendance 3,092 - V\O., \ \3,t92 ~.~~ () vso 
S45002 Orthopaedics - 1st attendance 2,5As:' 10 l._ °'- 2.5~ H~~ [./ $0 
S50005 Spinal - 1st attendance <u' I\\\.> 0 ~),)' g;Qfa.02 $0 
S55002 Paediatric Surgery Outpatient - 1st attendance - < v<'-\\o~ [) V' 14'. [",. "\ \ 5.~ l> $224.96 $0 
S60002 Plastics (incl Burns and Maxillofacial) - 1st attendance /'.... \ \ r-...\JJzn /'}(\ Q' ) ) ~7 $244.79 $0 
S70002 Urology - 1st attendance (\ \ """'\ I\\/" 1 . 11Jl. · ~\ \ ~ ~1 .110 $262.12 $0 
S75002 Vascu lar Surgery Outpatient - 1st attendance \ \ \ \ \) ./"\ 5~: 1:'-~\\ '6 581 $376.82 $0 
TOTAL SURGICAL SPECIALITIES ~ \_ "-'l ~ \1\x~' 2( r...? 0 17,312 $0 
M00002 General Medicine - 1st attendancfr"./ \ \ ) ) ./-:::\ . \-..~ \~~ 0 626 $375.80 $0 

M00010 Medical non contact First S~~e~nt -~aul'i .. 
specialty ( . ~ _ · ['\ \\ \ \ 

~~ 
0 0 0 $150.00 $0 

M10002 Cardiology - 1st atten~a.Q~ ~) "" <<""-"'\ \) Iv- 1,937 0 1,937 $433.31 $0 
M10006 Specialist Paap{~ c\:i 1'6ia<)1 st A~°ar\~ -< '----"' 244 0 244 $766.11 $0 
M15002 Derma_W~v - 1'$t~ance (\\ ""''\ \V 1, 195 0 1, 195 $243.71 $0 

M20002 En<(t)~-:"- .i.. ~Vatten~ce \ \\) - 830 0 830 $500.12 $0 

M20004 < v<8iab\t~S<attend~ \ \ ./"\ \.;"' 1,311 0 1,311 $413.41 $0 
M20008 ~~o::x.;~i~tPaedi~ci :i\[Jq__~gy - 1st attendance 121 0 121 $562.70 $0 
M25002 &?istroe~ef~':\ ~ :\fttendance 1,529 0 1,529 $596.19 $0 

M30002 Ha~G,iogy~y~endance 570 0 570 $517.46 $0 

M40002 ,, ~~~~~'ob.eases (incl HIV/Aids) - 1st attendance 219 0 219 $553.22 $0 

M450~ 't{etjr'o.JJ>gy - 1st attendance 1,099 0 1,099 $607.37 $0 

M45Q o~ \ ~urology - Metabolic - 1st Attendance 5 0 5 $486.15 $0 

M490~ Specialist Paediatric Neurology Outpatient 1st attendance 389 0 389 $599.42 $0 

M50020 Medical Oncology 1st Attendance 601 0 601 $632.26 $0 

M50022 Radiation Oncology 1st Attendance 601 0 601 $632.26 $0 

M54002 Specialist Paediatric Oncology - Outpatient 1st attendance 20 0 20 $429.33 $0 

M55002 Paediatric Medical Outpatient - 1st attendance 1,586 0 1,586 $404.62 $0 

M60002 Renal Medicine - 1st attendance 594 0 594 $515.79 $0 
M65002 Respiratory - 1st attendance 1,043 0 1,043 $479.63 $0 

M65008 Specialist Paediatric Respiratory 1st attendance 39 0 39 $628.56 $0 

M70002 Rheumatology (incl immunology) - 1st attendance 1,043 0 1,043 $576.71 $0 

M70005 Immunology (excludes rheumatology) - 1st attendance 0 0 0 $502.86 $0 

M87001 Clinical Genetics - 1st attendance 442 0 442 $884.81 $0 

MS02013 
Non contact First Specialist Assessment - Any health 
soecialtv 0 0 0 $150.00 $0 

PC0001 Pain Specialist assessment 307 0 307 $537.86 $0 
PC0007 Pain comprehensive assessment (trip le assessment) 0 0 0 $805.86 $0 
TOTAL MEDICAL SPECIALITIES 16,351 0 16,351 $0 
TOTAL 33,663 0 33,663 $0 
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Table Three - Agreed Non-Admitted Procedures 

Purchase 
Agreed 

Agreed Unit 
Agreed 

unit 
Services Description Baseline NAPs Price 

NAPs 
NAPs Value 

001002 Outpatient Dental treatment 3,328 0 $237.55 $0 

M25004 - ERCP 84 0 $1 ,721 .16 $0 
M25005 0 0 $943.34 $0 
M25006 1,228 0 $0 

M45004 305 0 $0 

M65005 0 
M802003 
M802004 
M802005 
M802006 
M802007 
M802016 $0 

800004 $0 

800005 $0 

800008 $0 
825006 0 $221 .89 $0 
830008 0 $543.30 $0 
840004 0 $222.21 $0 

840004A 0 $222.21 $0 
840005 696 0 $213.93 $0 

810 0 $477.61 $0 

36 0 $5,050.26 $0 
63 0 $393.40 $0 

9,215 0 $0 

Agreed 
Agreed Unit 

Agreed 
Services Description Baseline CRTs 

CRTs CRTs Price 
Value 

C801001 Commun it Radiolo 36,777 0 $69.44 $0 
C804001 Commun it 191 0 $283.63 $0 

C804002 Commun it referred Tests- neurolo 105 0 $377.83 $0 
C804003 Comm unit referred Tests- audiolo 5,004 0 $176.81 $0 

C804004 Comm unit 55 0 $568.57 $0 

C804005 Commun it 2,394 0 $179.33 $0 

C804007 Communit 0 0 $131.26 $0 
C804008 Communit referred Tests- respirator 382 0 $193.19 $0 

Community referred Tests- Pacemaker 
C804009 h siolo CRTs 4 0 $354.52 $0 
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Table F tve - Qualit Im y provement 
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Schedule 852: Diabetes Care Improvement Package (DCIP) 

1. Introduction 

1.1. On 16 May 2013 the Minister of Health announced as part of Budget 2013 that $12.4 
million dollars will be made available nationally over four years to implement the 
Diabetes Care Improvement Packages (DCIP) and support the achievement of the 
national health target More Heart and Diabetes Checks in primary care. 

1.2. The DCIP services are multi-disciplinary services usually, but not always, provided in 

a primary care or community setting . Each DHB's DCIP services~re · nt, based~ 
on local need, and it is intended that the Budget 2013 money b I a to each 
DHB to purchase additional DCIP services, or increase th~ · s exis@"" 

DCIP programme ~ '\) ~~ 

2. Service Description and Requireme~ns \) ® <\@~ 
2.1. The DHB must, during the term ~ t~ , pro ·4~g services (the 

"services"): ~ \>~\S 
(a) maintain exi · @f DCIP 13/14 as provided by the DHB 

in 2012/ , d ~n 

A ~j . th1ss . 

2~·~:~~ to be provided by the DHB during 2013/14 are as 

~(a) ~~of podiatry services in the community. This service will take the 
~\\~~ of a public/private partnership with the DHB and local private podiatrists. 

©<-ff!!;\§~selection of service providers is at the discretion of the DHB. 

3. Term 

This Schedule commences on 1 October 2013 and, unless terminated earl ier in 
accordance with the Principal Agreement, will expire on 30 June 2014. 
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4. Funding 

4.1. The Ministry will pay the DH8 three hundred and twenty eight thousand, one hundred 
and ninety three dollars and sixty six cents ($328, 193.66) (excluding GST) to provide 
the Services under this Schedule 852 ("the Funding"). 

4.2. The DH8 agrees that it will only use the Funding for the purposes of performing the 
Services. 

Date payment 
will be made 

A ril- June2014 10A ri l 2014 20A ri l 2014 
TOTAL 

Amount 
Payable 
(excluding 
GST) 

$ 82,048.42 
$ 82,048.42 
$ 164,096.83 
$ 328, 193.66 

4.4. Notwithstanding this Schedule 852, in accordance with section 10 of the Public 
Finance Act 1989 (or any amended or substituted section which is of the same 
effect) , both Parties acknowledge that any future agreements and payments to the 
DH 8 for services of the type covered by this Schedule 852 beyond the 2013/14 
financial year are contingent upon the appropriation of adequate levels of funding 
under an Act of Parliament for that financial year. 
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4.5. The Funding will be applied to the following purchase unit code as outlined in Table 
Two below: 

Table Two 

PU Code PU PU Definition PU Measure 
Description and Definition 

AH01006 Podiatry Specialist podiatry services provided 
in an outpatient or community setting 
for people with at risk high/ risk feet. 

5. Reporting 

5.1. The DHB is required to report on diabetes services ........ "l"Y'Y·

reporting checklist specifies a quarterly narrative 

5.2. 

clause 2.2 for th~~ed 
vicky_shuk:!@~~ b© 

~~~~~~~vided by the DHB under this 
0~ctiv~~od in writing by the Ministry and the DHB. 

Schedule will be 

<0\fg~© 
(Q)\S 
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Schedule 853: Rapid Response Sore Throat Primary and Community Services 

1. Background 

1.1 Reducing rheumatic fever is one of ten Better Public Services results the 
Government has committed to for improving the lives of New Zealanders. The 
Government's target is: to reduce the overall incidence of rheumatic fever by two
thirds to 1.4 cases per 100,000 people by 2017 (the Target). 

1.2 

o ars. A review will 
place for the third and 

1.3 

Target Distribution Funding fo r Funding for 
population (%) 2013/14 2014/15 

children (80% of those 
not not c overed by 

covered school based 
by throat throat 

Services .. swabbing swabbing 
program programme) 

me 

domicile 
Jul 2013 

30,963 1.076 29,887 23.910 26% $587,735 $783.647 
Auckland 
DHB 32,671 4.304 28.367 22.694 25% $557,844 $743.792 
Counties 
Manukau 
DHB 75,098 24,787 50.311 40.249 44% $989,379 $1 ,319,171 
Capital and 
Coast DHB 
(Porirua, 
Elsdon and 
Titahi Ba ) 7,795 1,945 5.850 4,680 5% $115.042 $153,389 

Total 146,527 32, 112 114,415 91 ,532 100% $2,250,000 $3,000,000 

•• Based on planned number of children included in throat swabbing services 
(based on March 201 3 Ministry of Education school roll return data) 
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Table 2. Provisional acute rheumatic fever incidence and rates, financial year 2012/13 

1.4 

1.5 

1.6 

Number of ARF Rate per 100,000 
fin year DHB incidence pop 

2012/13 Auckland 14 

2012/13 Capital and Coast 7 

2012/13 Counties Manukau 72 

2012/13 Waitemata 11 

Note· 

1. ARF incidences are estimated based on ARF first hospitalisations. 

2 12113 hospital data is provisional as there may be a small number of late subm1ss1ons. 

3. Hospital data are sourced from public funded hospital data collections (NMDS). 

3.0 

2.4 

14.1 

2.0 

4. Pop,l•tioo '"' ;, '"'' oo SNZ pop"l't'°" p<0j~tioo• 2012 "Pd•t• ~ 

The Rheumatic Fever Prevention Programme is designed t~~incid~f ~ 
rheumatic fever, encourage best practice health s~ d~ery~i ~ 
performance against the Target. \0 W 
The Government has allocated fund~· ~~W,~s ~ ication and 

management of sore throats a~o · pog~· s i~ua and metro 
Auckland through the provision resp e ~ roat primary care and 

community based se~ic Se . 

The goal o~the sup~ nt of the Target by providing timely 
and free s ~'I ess~ r ent for high risk populations. High risk 

~~:~ c~~o people who are (but are not limited to) 

<6\WMaoi. r ~ 
\)'> • I 

~~ nrolled in a school taking part in the rheumatic fever prevention programme. 

(F\,~ The DHBs have considerable experience and expertise in supporting the health 
\:::::!) sector in rheumatic fever prevention, given the large number of high risk children 

within the selected catchments of metro Auckland and Porirua. 
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2. Service Description and Requirements 

2.1 In delivering the Service the DHBs must: 

• contract with Service providers (the Providers) to deliver a free, timely Service in 
the metro Auckland and Porirua areas; 

• ensure that Providers deliver the Services in accordance with the Service 
requirements; 

• 

• report to the 
Specification. 

3. Service Planning 

3.1 

3.2 

programmes; 

ervices to be delivered and outline the 
and outputs that the Providers will be 

• information and reporting systems to support the Services being provided; 

• clinical guidelines for the Services; 

• (in Auckland) clear co-ordination arrangements across the Auckland region to 
ensure alignment, accountability and transparency between the DHBs and the 
Providers that they contract; 

• training of front-line health and community workers. 

3.4 Auckland DHB will submit each Annual Action Plan to the Ministry in accordance with 
the requirements and due dates detailed in the Deliverables table below. 
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3.5 The contents of the Annual Action Plans for the following two years of this Agreement 
will be agreed between Auckland DHB and the Ministry, and will depend on several 
factors including, but not limited to, progress made towards achieving the Target. 

3.6 The Ministry will review the Services, their implementation and the progress towards 
the Target as an indicator of progress. 

3.7 After two years from the commencement of the Service, the Ministry will review the 
total Service provision, and the progress towards the Target. 

3.8 The Auckland DHB must, during the term of this Schedule deliver the 
accessible locations such as shopping centres, general practices, c 
led services, community pharmacies, secondary schools or co 

4. Scope of Services 

4.1 

• rimary and community health 

• 

Service Support 

4.2 Auckland DHB will ensure that the following systems and Services are delivered: 

• communication plan outlining the new services with other DHBs, PHOs, 
providers, the target communities and the general public in the Auckland region 
and Porirua; 

• information systems to support the Services; 

• referral pathways established to manage referrals to and from other agencies 
and programmes or individuals; 

• (in Auckland) co-ordination arrangements across Auckland to ensure Services 
are aligned across Providers; 
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• clinically appropriate protocols and auditing processes for the Services; 

• clinical leadership in relation to rheumatic fever prevention for the primary and 
community sector (including PHOs, DHBs, general practice and community 
based health services); 

• data availability to enable the provision of information and advice to the Ministry 
in relation to the Target. 

5. Focus 

5.1 Auckland DHB has an average incidence rate of 3.2 per 100,00 t 
over the 2009/10 to 2011 /12 three year period. A number of GJ.:n·urr,ucH"{}C::i; 

5.2 

5.3 

people are estimated to be in the 'high risk' group 
school that is part of the sore throat Rheumatic 

National 
Rheumatic 
Fever 
Programme 

PU Definition 

The service 
is a sore 
throat 
service for 
prevention of 
Rheumatic 
Fever 

6. Term 

Services are supplied in the 

PU Measure PU 
Measure 
Definition 

Service 8179 

This Schedule commences on 01 October 2013 and, unless terminated earlier in 
accordance with the Principal Agreement, will expire on 30 June 2015. 

7. Funding 

7.1 Auckland DHB agrees that it will only use the Funding for the purposes of performing 
the Services. 
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7.2 The Ministry will pay Auckland DHB one million three hundred and one thousand, six 
hundred and thirty six dollars, ($1,301,636) (excluding GST) to provide the Services 
under this Schedule ("the Funding"). 

7.3 The funding for the services will include the purchase and provision of any 
swabbing and antibiotics. 

7.4 Auckland DHB must invoice the Ministry for the payment of Funding. Where a valid 
invoice is received 10 working days before the payment date, payment will be made 
according to the table set out below. If an invoice is not received 1 O working days 
before the payment date, payment will be made 12 working days afte~ipt of the 

invoice. The invoice must be addressed to: ~~ <::( 

Dr Chrissie Pickin <::(~\) ~{r?/\ ~ 
Chief Advisor @>: ~ \:> ~ 
Population Health 
Ministry of Health 
PO Box 5013 
Wellington 6145 

$185,948 
$185,948 
$185,948 

20 October 2014 $185,948 

20 Jul 2015 $185,948 

7 .5 Notwithstanding this Schedule, in accordance with section 10 of the Publ ic Finance 
Act 1989 (or any amended or substituted section which is of the same effect), both 
Parties acknowledge that future agreements and payments to the DHB for Services 
of the type covered by this Schedule beyond the 2015 financial year is contingent 
upon the appropriation of adequate levels of funding under an Act of Parliament for 
that financial year. 
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8. Reporting 

8 1 In addition to the reports required under the Principal Agreement, Auckland DHB will 
provide reports (Monthly Progress Reports) to the Ministry's Rheumatic Fever team 
by email to: 

chrissie_pickin@moh.govt.nz 

Reporting frequency will be reviewed after the first six months. Monthly Progress 
Reports will collate information from all providers and will constitute quantitative data 

that measures activity. It is expected that the Providers will maintain a ~se with ~ 
a minimum patient dataset and make it available if requested for~ ses by 

the Ministry of Health. ~\)\) I> © 

Y ar two - Annual Action Plan completed and 
agreed 

The DHB will develop a draft Annual Action plan 
as the basis for joint discussion with the Ministry. 

Year two - Monthly Progress Reports 

Monthly progress reports will be submitted to the 
Ministry at the end of each of the month. 

1 October 2013 

First report due 30th 
November and on this date of 
every following month 

30/11/13 
31/12/13 
31/01/14 
28/02/14 
31 /03/14 
30/04/14 
30/06/14 

First report due 31 July and 
on this day of every month 
following 

31/07/14 
31/08/14 
30/09/14 
31/10/14 
30/11/14 
31 /12/14 
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8.2 Certification by the DHB's GM Planning and Funding that Auckland DHB has met the 
Service requirements as set out in this Service Specification is required. In the case 
that the DHB has not met the requirements as set out in clause 2, an exception 
report, which includes state requirements of exception report e.g. statement of why 
the requirements have not been met, what is being done to meet the requirements, 
when the requirements will be met and/or other appropriate reports , is required. 

9. Variation 

Any proposed variation in the Services to be provided by Auckland DHB under this 

~~:.dule must be discussed and agreed in writing by the Ministry ~uckland ~ 

~~~~© 
~<@~~~©~ 

~<@~~~~ 
~<fb~® ~~(!)) 

~<fii ~~~ 
<0~~© 

@\S 

1 October 2013 26 



~~~~~ ©~ 

~~~ ~WJff<f» 
(Q)\f\f~©~~~ 



MINI\! RY CH 

HEALTH 
M .~NKI 0 H J\l l ()RA 

July 2014 

Auckland District Health Board 



This Seventh Variation ("Variation"), varying the CROWN FUNDING AGREEMENT 
("CFA") between Auckland District Health Board and the Minister of Health, is in 
accordance with section 1 O of the New Zealand Public Health and Disability Act 2000. 

This Variation is between: 

Si?l~h~J. e . 
(A\/.sed sy atory) 

Gt:J lt1'\ G llvJ 
Name 

Date r I 

(Together described as "the Parties") 

This Seventh Variation to the 2012/13 CROWN FUNDING AGREEMENT ("CFA") between 
the DHB and the Minister of Health is referred to as "the Principal Agreement". 



BACKGROUND AND PURPOSE OF THIS VARIATION 

A. The Parties have entered into the Principal Agreement. The Principal Agreement 
was deemed to commence on 1 October 2012. 

8. The Parties wish to vary the Principal Agreement in order for the DHB to provide the 
additional services included in this Variation, and in return the Ministry will fund the 
DHB to provide the additional services set out in the schedules belo~he Parties 

have agreed to enter into this agreement to record the t:m~~~ ~~ 



[ THE PRINCIPAL AGREEMENT - OMNIBUS TABLE 

This section lists all omnibus variations that have been signed and dated by the Parties. 

Every variation to the Principal Agreement agreed by the Parties is listed in the table 
below. 

Omnibus Variations 

Omnibus Number 

1st Omnibus variation to the 2012/13 CFA 

1 October 2013 

5 1 February 2014 

6 1May2014 

7 1 July 201 4 



INCORPORATED VARIATIONS 

The following table lists all the variations within this Omnibus. 

Please indicate which variations you would like to accept in the appropriate boxes below. 

Variation Name 

84 School Check 

Well Child I Tamariki Ora Services 

Rural After-hours and After-hours Funding 

Primary Care Services Funding, VL~°"~"' 
Under 6s and Free After Hours~~·· ~··~ 

Schedule 
number 

C1 

n/a 

Accepted 

23 

26 



Schedule C1: 84 School Check Funding 2014/15 

1. Background 

1.1 . The 84 School Check ("the Check") is the twelfth and final core Well Child contact. 

v1s1on hearing concerns, 
emotional/behavioural and developmental status. 

1.2. The purpose of the Check is to promote health and well 

1.3. "the DHB") is to foster strong 
ong the agencies involved in the 

made. To do this, the DHB will need 

, education and social service providers, with the 

n:~ s or interventions as early as possible. 

nn1i;;p/1\IA.'"lrrr1p 1on and Requirements 

~ must, during the term of this Schedule, provide the following services 

~~\&he Services"): 

© a. Ensuring the delivery of a high quality and nationally consistent Check, in 
accordance with the service requirements set out in clause 2.2.a through 2.2.c 
of this Schedule; 

b. Providing a Check programme that mainta ins a strong focus on serving high 
deprivation populations; 

c. Ensuring the minimum data requirements , as specified in the current version 
of the '84 School Check Minimum Requirements' , of all Checks provided are 
entered into the National 84 School Check Information System; and 

d. Monitoring the appropriateness and timeliness of referrals, impact on referral 
pathways, and the availability of referral services. 
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2.2. In providing the Services, the DHB must: 

a. Provide the Check to all eligible 1 children and families free of charge. This 
includes the process of referring children and their families for further 
assessment and/or intervention. 

b. Deliver the Check in a clinically, culturally and socially appropriate manner and 
setting that respects the privacy and developmental needs of the children and 
their families. 

Consistent content 
j. Provide the components of the Check as specified in the current version of 

'Well Child I Tamariki Ora Programme Practitioner Handbook' (published by 

1 Eligible children must be four years of age and eligible for publicly funded health services according to the Ministry of 
Health eligibility criteria (www.moh.govt.nzleligibility). 
2 As defined in the New Zealand Public Health and Disability Act 2000. 
3 These target population numbers have been calculated on the basis that the DHB has agreed to a target of providing 
the Check to 90% of its eligible population (NZ Deprivation Index Quintiles 0-4) and lo 90% of its eligible high deprivation 
population (NZ Deprivation Index Quintile 5). Data on the DHB's eligible population has been sourced from the 
capitation based funding database. 
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k. 

I. 

the Ministry of Health) available online (www.moh.govt.nz), including but not 
limited to: 

i. informed consent; 
ii . child health questionnaire including immunisation; 
iii. hearing and vision screening; 
iv. oral health screening and promotion; 
v. identification of developmental and emotional/behavioural problems 

using the Strengths and Difficulties Questionnaire for Parents and 
Teachers ("SDQ-P" and "SDQ-T") and the Parental~uation o~f 
Developmental Status ("PEDS"); 

vi. growth measurement and monitoring. 

the Check has identified a need for f ent a tions. 

Enter and store at least the set, rrent version of 

Ministry of Health),~ i ool f ion System. 

m. Ensure tha~~'] e,~ tered and completed4 in the B4 
School Ch~~: ion ~Vvvro er than 7 days after the child's fifth 

~~ .2.j.(iii) of this Schedule), using Registered Nurses (or other 
:\\\\ ~~\1a':'registered health professionals) who have a background in Public 

~~ th, Well Child or Primary Care ("Registered Health Professionals"). 

rF\:\~~· Provide the Registered Health Professionals with training, prior to the delivery 
\0 of any Checks, in: 

i. the content of the Check from a trainer who has received Ministry
approved Train-the-Trainer training (or equivalent); and 

ii. child development, behaviour and speech and language from a Senior 
Clinical Advisor/Paediatrician. The DHB will need to assess the child 
development knowledge of Registered Health Professionals and provide 
adequate training to ensure appropriate understanding among the 
Registered Health Professionals delivering the Check. 

4 A Check is able to be recorded as 'Completed ' in the 84 School Check Information System once clauses 2.2 j . to 2.2. j . 
m. of this Schedule have been fulfilled. If the child attends an early childhood education service, this includes either the 
return of a completed SDQ-T or formal notification to the provider by the early childhood education service that they are 
declining to complete the SDQ-T. A check can be closed once the referral outcome information in clauses 3.1.18-3.1.20 
has been stored and entered into the Information System. 
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p. Ensure the Registered Health Professionals have access to: 

i. a Senior Child Health Clinical Advisor (e.g. developmental/ community 
paediatricians, General Practitioners or Senior Nurses) to provide 
guidance on clinical issues; and 

ii. a range of other multidisciplinary specialists to support them in making 
referral decisions. 

q. Deliver the hearing and vision screening component of the Check (see clause 
2.2.j.(iii) of this Schedule), using appropriately qualifi~d Vi · Hearing 
Technicians ("the VHTs"). c:( 
Provide the VHTs with regular in-service training f~) ·ologist a ~ \> 
Ophthalmologist/ Optometrist in the national ~~g ~d ision s · 
protocols in accordance with the lates~ver · ' I Chil~a i 1 ra 
Programme Practitioner Handbook ' (p e Mi · Ith). This 
training must be provided prior to I Ch ould also be 
entitled to attend annual re i · nal · or workshops to 

r. 

are supported natio 

s. Where VHT ilab <@ 1 e hearing and vision screening 
compo t eek ~a 2.2.q of this Schedule, this component 
ca ~· b~t 1 d Health Professionals. If the Registered 
H fessio'\\~ aged to deliver the hearing and vision screening 

\'0 ~ npn ey ~ ceive training equivalent to that of a VHT, and be able 
<()\~ dem t qu1valent (or better) levels of competency. The DHB must 

~~~ egistered Health Professionals to maintain competence and 

rr\)~~kages and Referral Pathways 
\::::::!) t. Ensure that clinically appropriate referrals are made as close as possible to 

the time of the Check. It may be necessary in some cases to perform a 
secondary screen (as defined in the 'Well Child I Tamariki Ora Programme 
Practitioner Handbook) to confirm the need for a referral. 

u. Follow up referrals to confirm that a referral service provider has assessed and 
accepted the referral. . If a referral is declined, then the provider must 
undertake best efforts to re-engage the family with another service. 

v. Enter and store the information on the timing and outcome5 of any referral(s) in 
the 84 School Check Information System and ensure that the Check is closed . 

5 'Outcome' he re refers to if a referral is declined , the provider must undertake best efforts to re-engage the family with 
another service 
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2.3. 

w. Facilitate engagement with primary health care and early childhood education 
services, including: 

i. encouraging and supporting parents/guardians to register children with a 
general practice if they are not already; and 

ii. encouraging and supporting parents/guardians to register chi ldren with 
an early childhood education service if they are not already. 

Quality 
x. Comply with all legislative requirements in the provision ~e Check~ 

including, but not limited to: ~ ~ 
i. The Privacy Act 1993; ~~\) ~(F>~ 
ii. The Health Information Privacy Code ~9 O : \0 ~ \> ~ 
iii. The Code of Consumer Healt~ ·11 ~e n mers' 

Rights 1996; 

iv. The Children, Young P~r · Fam~) ; 
v. Section 125 of the e I 1956,~~l\)e ect to the medical 

examination o~ · <~,J\:\\ v 
vi. The Publi~~ct 200(6\W v 

u~y t @~supplied in the following table: 

PU Definition 

A universal, comprehensive 
screening and health education 
service for four year old 
children/tamariki and their 
parent(s) and/or guardian(s). It 
includes measurement of height 
and weight, screening for vision 
and hearing concerns, oral health, 
and an assessment of behavioural 
and developmental status, and 
appropriate referrals if required . 
The check cannot be counted until 
it is com lete. 

PU 
Measure 
Check 

3. Term 

3.1. This Schedule commences on 1 July 201 4 and, unless terminated earlier in 
accordance with the Principal Agreement, will expire on 30 June 2015. 

Page 5 



4. Funding 

4.1 . The Ministry will pay the DHB up to a maximum of eight hundred and forty nine 
thousand four hundred and sixty nine dollars and sixty five cents ($849,469.65) 
(excluding GST) to provide the Services ("the Funding"). 

i le population funding Eligible population High deprivation 
o be paid quarterly based funding to be paid at funding to be paid 
on perfonnance against the the end of the year at the end of the 
eligible population target based on additional year if the DHB 
(maximum funding minus ten percent for achieves its high 
10% and minus additional checks over 80 deprivation target 
ten percent for checks over percent coverage (10% of the 
80 percent coverage and up and up to 90 percent maximum funding) 
to 90 rcent covera e covera e 
$755,033.58 $9489.11 $84,946.97 

Maximum funding the 
DHB is eligible for 
delivery of B4 School 
Checks during 
2014/15 

$849,469.65 

6 The Ministry will audit decline data at our discretion to ensure declines are being accurately recorded in the B4 School 
Check lnfonnation System 
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4.6. If the DHB does not meet its high deprivation target by June 2015 (for the term of 
this schedule), the Ministry may at its discretion, pay ten percent of the maximum 
funding at the end of the year or pay a proportion of this amount. The Ministry may 
take the following factors into account when considering the amount of payment: 

4.7. 

i. Prior discretionary payments made by the Ministry to the DHB; 

ii. The DHB's growth trajectory in achieving the target; 

iii. 

iv. 

The percentage the DHB was short in meeting the target; 

Other relevant information. 

clauses 2.2.f and 2.2.g will be obtained by the · · the ~ 11 ck 
Information System. This information will b · Clays~ of each 

quarter, and will be provided to the D i · or~~~r e end of the 
quarter as per the table below7

. ~ \) \) 

Quarter mstry will advise the 
tN•'\R~)l)tmttion coverage for the 

· invoices for the Funding once advised by the Ministry of the 

4.9. Notwithstanding this Schedule, in accordance with Section 10 of the Public Finance 
Act 1989 (and any subsequent amendment to it which is of the same effect), both 
Parties acknowledge that future agreements and payments to the DHB for Services 
covered by this Schedule beyond the 2014/15 financial year are contingent upon 

7 For the purposes of this clause, the population coverage each quarter will include Checks recorded in the B4 School 
Check Information System as 'Completed' during that quarter. Checks where consent was declined after an informed 
consent discussion will also be included in the population coverage each quarter. A Check is able to be recorded as 
'Completed' in the B4 School Check Information System once clauses 2.2.j to 2.2.m of this Schedule have been fulfilled. 
If the child attends an early childhood education service, this includes either the return of a completed SDQ-T or formal 
notification lo the provider by the early ch ildhood education service that they are declining lo complete the SDQ-T 
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5. 

5.1. 

5.2. 

5.3. 

5.4. 

6.1. 

the appropriation of adequate levels of funding under an Act of Parliament for that 
financial year. 

Reporting 

HB has not met twenty five percent of its 
o;a.\.l.V\ ...... cn..-.19V"and twenty five percent of its eligible population 

e DHB must provide an exceptions report outlining any 
in the high deprivation target and eligible population target, 

mitigate these risks/delays. These reports will be submitted 
istry's web-based DHB Quarterly Reporting Website, in accordance 

1ng timeframes. 

Any proposed variation in the Services to be provided by the DHB under this 
Schedule must be discussed and agreed in writing by the Ministry and the DHB. 
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Schedule C3: Well Child I Tamariki Ora Services 

1. Background 

1.1. From 1 July 2011, the Ministry of Health is responsible for funding Well Child I 
Tamariki Ora ("WCTO") services in each DHB district via the Plunket national 
agreement and through DHBs via specific CFA arrangements outside the 
Population Based Funding Formula. 

1.2. 

2. 

2.1 . 

s described in detail in the WCTO Tier 2 service specification 
I Child I Tamariki Ora National Schedule - four to six weeks, to five 

" e National Schedule"). The National Schedule divides WCTO care into 
re parallel streams, which are to be delivered as an integrated package of care 

or each child and their family or whanau: 

• Clinical Assessment: the universal health and development assessments that 
are undertaken at every core WCTO contact; 

• Interventions: the health interventions and referrals to services that will be 
offered and documented in response to the specific clinical assessments and 
care plan agreed with the family or whanau; 

• Health Education: the range of health education activities that should be 
delivered appropriate to the core contact age bands. Health education will be 
undertaken in response to professional judgement and the needs assessment 
and care plan that is reviewed with the family. 
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2.3. The National Schedule and this Schedule describe the core assessment, 
surveillance, education and support entitlements (including timing). 

2.4. The National Schedule and this Schedule include seven WCTO Core Contacts to 
be delivered to enrolled children in accordance with the National Schedule as 
fo llows: 

WCTO core contact -----
Core 1 

Contact to be delivered within age bands 
4-6 weeks 

g~~= ! - - ~:~ o~~~:~: -=- -- <.:(~ r?~ 
Core 5 9-12 months ~: i\S\) ~~ 

I Core 6 15-18 months (0 \0 \> 
Core 7 2-3 years ~~ 

2.5. This Schedule also include-s Add~tio ~ ~~$'<6)nrolled children 
in accordance with the Natio di'-le ~ ~~~ier 2 service 
specification. Additional c · e pr · e r 1ng to assessed individual 
need at any time fr nt~p c ing age 5, where there is an 
assessed need · al vi s ort so that health outcomes are 
improved. N~ ssmen~c e process. A range of inter-related factors 
such ~~ de~~breastfeeding difficulties, infant/parent bonding 
~~ social ~~ re considered when making decisions about the 
~~'(YY:dditio~TQ) 1sits and/or referral to other services. 

2.\)'\::fhis I ~ des the WCTO Core Contact 8, i.e. the 84 School Check, which 

~~~ c separate CFA Schedule. 

~~\dHs must, during the term of this Schedule provide the following services 
~\) (the Services"): 

a. Maintain the same levels of Core WCTO service coverage according to the 
WCTO National Schedule in 2014/15 as provided by the DHB via its 
contracted Service providers (Providers) in 2013/14; 

b. Allocate and deliver additional contacts to children and their whanau/families, 
via its Providers, where there is an assessed need for intensive additional 
support and where this need can be met by a WCTO provider; 

c. The selection of Provider/s to deliver WCTO services is at the discretion of the 
DHB; 

d. The proportion of face to face, telephone and group additional contacts as a 
percentage of total additional contacts may be agreed at local level between 
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the DHB and WCTO Providers and defined in the Provider agreement 
specifics. 

2.8. The purchase unit that appl ies to this Service is supplied in the following table: 

PU PU Description PU Definition 
Code 

C01016 Well Child I Well Childffamariki Ora 

3. 

3. 1. 

Tamariki Ora 
Services 

screening, survei llance, 
education and support services 
fo r all NZ children from birth to 
five years of age, and their 
whanau/famil . 

PU Unit of Payment 
Measure Systems 

Sector 

4.1. This Schedule commences on 1 July 2014 and, unless terminated earlier in 
accordance with the principal Agreement, will expire on 30 June 2015. 

5. Funding 

5.1. The Ministry will pay the DHB the maximum amount of two million, one hundred and 
ninety thousand, eight hundred and twenty eight dollars ($2, 190,828.00) (excluding 
GST) to provide the Services under this schedule ("the Funding"). 

5.2. The DHB agrees that it will only use the Funding for the purposes of performing the 
Services. 
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5.3. The DHB must invoice the Ministry for payment of the Funding. Where a valid 
invoice is received 10 working days before the payment date, payment will be made 
according to the table set out below. If an invoice is not received 1 O working days 
before the payment date, payment will be made 12 working days after receipt of the 
invoice. The invoice must be addressed to; 

Jillian Bartlam 
Public Health Group 
National Services Purchasing 
Ministry of Health 
PO Box 5013 
Wellington 6145 

Quarter of Service 

6. Reporting 

Date of 
Receipt of 
Invoice 
M 

unt 
aya.ble 

(excluding GST) 

$547,707.00 
$547,707.00 
$547,707.00 
$547,707.00 

$2, 190,828.00 

6.1. In addition to the reports required under the Principal Agreement, the DHB will 
report (Certification Reports) to the Ministry's National Health Board in relation to 
this Schedule. Certification Reports are to be submitted through the Ministry's web
based OHS Quarterly Reporting Website ("Database"), on a quarterly basis in 
2014/15, in accordance with the following table. Certification Reports are due, in the 
following format, on the 20th of the month following the end of each quarter. 
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Reports required for contracted Services (totals for all contracted providers) 
Total number of enrolled children at end of quarter 
Number of new babies enrolled during quarter 
Number of c linical FTEs deliverin the Service 
Number of non-clinical FTEs delivering Services 

Number of core contacts delivered during quarter 
Number of Early Additional Contacts (EACs) delivered during quarter 

• Number of antenatal contacts 
' 

• Number of face to face contacts 
• Number of telephone contacts 
• Number of contacts in a rou settin 

Number of Standard Additional contact (SACs) deliv~r · 
• Number of face to face contacts 0 
• Number of te lephone contacts 
• Number of contacts in a rou 

Number of Joint Care Planning 
during quarter 

Reports required f 
Total number o 

Number of 

• Number of face to face contacts 
• Number of telephone contacts 
• Number of contacts in a roup settin 

Number of Joint Additional contact (JACs) delivered during quarter 
Number of Joint Care Planning and Coordination (JCPCs) sessions delivered 
during quarter 
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6.2. For the last quarter of 2014/15 the Certification Report to be submitted through the 
Ministry's Database by 20 July 2015 must also include an annual report (Annual 
Report) detailing the contracted providers that delivered WCTO services during the 
year and the annual funding paid to each provider for WCTO services, in the 
fo llowing format: 

Provider 
name 

Agreement 
number 

WCTO (I.e. 
C01016) contract 
price for 2014115 
(GST excl) 

Wash-ups 
deducted for 
2014115, If 
appllcabt. 

Net price paid 
for2014115 
(GSTexcl) 

$ 
$ 

Total all 
roviders 

$ 

6.3. 

' < 
\Reports Required 

Reporting in accordance with 
section 11 of the WCTO Tier 2 
service specification 
Reporting in accordance with 
section 11 of the WCTO Tier 2 
service specification 

7. Variation 

GSTexcl 

certification by 
s met the Service 

DHB has not met the 
n report which includes a 

met, what is being done to meet 
be met, and/or other appropriate 

Date Reports Due 

2om of January following the end of the 6 
months from 1 July 2014 - 31 December 
2014 
201

n of July following the end of the 6 
months from 1 January 2015 - 30 June 
2015 

7 .1. Any proposed variation in the Services to be provided by the DHB under this 
Schedule must be discussed and agreed in writing by the Ministry and the DHB. 
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1. 

1.1. 

1.2. 

1.3. 

1.4. 

1.5. 

1.6. 

Schedule C4: Rural After-hours and After-hours Funding 

Background 

The DHB is a party to the Primary Health Organisation Services Agreement. 

The DHB has confirmed that the PHO has completed Back to Back Agreements 
with Contracted Providers.1 

The DHB funds rural services and the PHO provides, or arrang~s ide, those~ 
services in its district or region. ~\ ~:>/\ \) 

The Ministry of Health and the DHB acknowledge th e Ju~g~r r ral · 
wil l devolve to DHBs to the effect that the Mini the lu sum 

(and not pay Contracted Providers direct) f . (\ {()) 

Funding will devolve to DHBs fro~ ~ r th~~: 
a. Rural after hours; ~ ~ ~ (\:\\['> 
~: ~~~~1~~u~~ina~~~. ; and ~WJv 
The M~~<\1> is re · Q the appropriation to fund the Services. 

1~ inistry) fund the DHB for the Services according to 

HB must, during the term of this Schedule provide the following services: 

a. Rural after hours; 
b. Rural sustainability support; and 
c. After hours. 

2.2. The Services must be provided in accordance with the PHO Services Agreement. 

2.3. The purchase units that apply to these services are supplied in the following table. 

1 Model Back To Back Agreement (Template) 2013 http://www.dhbsharedservices.health.nz/Site/PSAAP/Default.aspx 
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Services 

Rura l after-hours 

Rural sustainability 
support 

After-hours 

PU Code 

PHOR0034 

PHOR0037 

COOC0020 

PU Description PU Definition 

Rural Premium 
Services 
Rural 
sustainability 
support 

Practice 
Development 

Top-up funding for practice 
viabilit 
Add itional funding for DHBs 
who agree to establish rural 
Services Level Alliances to 
support rural primary health 
care service delive 
Minor personal he 
expenditure: o 
health no 
classif 

4.2. Rural sustainability support will be available to the DHB when a Rural Services level 
Alliance Team has been established and complies with Part D of the PHO Services 
Agreement. 

AttJ .- A 
4.3.,...,-~ural after hours funding is not available for rural service level alliance discussions./ 

2 Part H (PHO Services Agreement]; Schedule 2 [Alliance Agreement] 
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4.4. Funding may only be used in accordance the PHO Services Agreement.3 

4.5. The Ministry will pay the DHB nine hundred thirty one thousand six hundred sixty 
nine dollars and forty cents $931,669.40 (excluding GST) to provide the Services 
under th is Schedule ("the Funding"). 

4.6. The DHB will pay the PHO, for the Services according to the following tables: 

Rural after hours Rural sustainability After hours 
SU Ort 

$86,402.32 $17,021.08 $828,245. 

3 Part O, Schedule 021 and 0 2;, 04; Part F, Schedule F2.2A, F 2.2B 
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Schedule CS: Primary Health Care Services 

1. Background 

1 .1 . The DHB is a party to the Primary Health Organisation Services Agreement. 1 

1.2. The DHB is also a party to an Alliance Agreement.2 

1.3. The DHB has confirmed that the PHO has completed Back to Back Agreements 

with Contracted Providers. 
3 

/\ \\ 0/\ c::( 

1 .4. The Minister of Health is responsible for the appropriation t~~es. © \> 
1.5. The Minister wil l (through the Ministry of Health ~ ~B ~~s 

according to that appropriation, and make pa t ~~ ~h 
this Schedule or the PHO Services Agr~~ ~~\QJ 

2. Service Description and ~~s ~~~ 
2.1 . The DHB will pr~~~ria~~~ ~Flexible Funding Pool which is 

ca lcu lated ace r~~~O ~reement.4 

2.2. The D \:> e a · PHO, according to the PHO Services Agreement, 

~~ ces.
5 ~ 

~HBQo.~~ Integrated Performance and Incentive Framework (IPIF) 
\)'lccor · ~\.)~Services Agreement.6 

2(a · aule must be read with the PHO Services Agreement and the Alliance 

~\S re ment. ©. Terms used in this Schedule have the meaning in the PHO Services Agreement or 
the Alliance Agreement. 7 

2.6. The following Services and payments apply to this Schedule by:8 

2.6.1. Using the funds that have been devolved to the DHB for funding PHOs for: 

1 
Model PHO Services Agreement [Version 2] - http://www.dhbsharedserviceshealth.nz/Site/PSAAP/Default.aspx 

2 Model Alliance Agreement (Standard) [28 May 2013]; and completed Alliance Agreement [DHB Website] -
http://www.dhbsharedservices.health.nz/Site/PSAAP/Default.aspx 
3 

Model Back To Back Agreement (Template) 2013 http://www.dhbsharedservices.health.nz1Site/PSAAP/Default.aspx 
4 

Part D, Schedule D1 
5 Part E, Schedule E1 
6 Part G 
7 

Part H [PHO Services Agreement); Schedule 2 [Alliance Agreement] 
8 Part C, Schedules C1 to C6 [PHO Services Agreement] 
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a. First level Services and Urgent Care Services; 
b. General Medical Services; 
c. Immunisation Services; 
d. Special Support Services for former Saw Mill Workers exposed to PCP; 
e. Health Support Services for Dioxin-Exposed People; 
f. Management Services, Health Promotion Services, Services to Improve 

Access; and 
g. Free After-hours Care for Under Sixes. 

2.6.2. ~~1ng funds provided by the Ministry for funding PH~~cial ~~ 
a. VerylowCostAccess; @>: \) ~~ 
b. VLCA Sustainability Support; <0 \ ~<\\ ~ 
c. Zero Fees For Under Sixes; @~\S? (r\'J~"V 
d. Patient Access.Subsidy; and ~~ \) ~\:\~ 
e. Care Plus Services. (\ \\ \),"V ~ \> '\$ 

2.7. The purchase units th ~toW.ervi~~~2.6.2 are supplied in the 
following table. >'W 0 ~ 'V 

PHOS0016 

d. PH00017 

e. PHOC0011 

under 6 year 
olds 

Very Low Cost 
Access 
sustainability 

a ment 
Patient Access 
Subsidy 
Payment 

Care Plus 
Service 

rst contact to Primary Care 
Health Services for a Practice 
complying with specified 
schedule fee limits within a 
PHO. 
First Contact to Primary Health 
Care Services for a Non-VLCA 
Practice complying with zero fee 
limits for under six year olds 
within a PHO. 
VLCA sustainability payment to 
support eligible VLCA practices 
as specified in the PHO 
a reement 
Payments to practices to 
support access for high needs 
patients in new practices formed 
as a result of ractice mer ers. 
The provision of low or reduced 
cost Primary Health Care 
Services for people who have 
hi h health needs. 

PU Measure 

Person enrolled 

Person enrolled 

Service 

Service 

Percentage of 
population enrolled. 
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3. Term 

3.1 . This Schedule commences on 1 July 2014 and unless terminated earlier in 
accordance with the Principal Agreement, will expire on 30 June 2015. 

4. Funding 

4.1 . The DHB will use the funding according to the terms of: 

a. the PHO Services Agreement; ~~ ~ 
b. the Alliance Agreement; O ~\)v ~ © \) 
: :~:: ::~:::1:nt; and ~~~ ~~ ~ 

4.2. The Ministry will pay the DHB, on~ will ~~War the Services 

according to the PHO Services A~),i>~\\;\~ 
4.3. For Very Low Cost A~@ces, z~'t:lnder Sixes, and Care Plus the 

Ministry will: ~~ ~\)'> 

a. ~f · I. ; ont~~ paid to DHBs based on historical 

~ ~id~~on~~ash to DHBs through the SCI Cash Profile which is paid 
~o t~°'~'Q...~ 4th of each month (or the previous working day) to enable 

~~ ake payments to their PHOs; 

~ or the actual expenditure based on the PHO enrolment register and 
::>\S J t the future monthly payments to DHBs to reflect actual payments; and © d. Conduct a reconciliation at the end of the financial year of cash provided to 

DHBs and actual payments to PHOs (including manual adjustments). Adjust 
the final payment of the year accordingly. 

4.4. The Ministry is expecting to pay the DHB twenty six million, nine hundred and forty 
seven thousand, eight hundred and forty eight dollars ($26,947,848.00) (excluding 
GST) for Very Low Cost Access Services, Zero Fees for Under Sixes, and Care 
Plus for this financial year. The total estimate for your DHB is outlined in the table 
below: 

9 Part F, Schedules F1.1 - F3.1 
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ESTIMATE FOR 2014/15 

$26,947,848.00 

4.5. For the Very Low Cost Access Sustainability Initiative the Ministry will: 

a. Calculate a PHO's per capita allocation based on the enrolled population in 

VLCA practices with over 50% higH needs enrollees as at 1~July. 

b. Adjust the amount quarterly to take account eligib practicd 
movements, between PH Os and out of the VLCA sch~ © \) 

4.6. For the Very Low Cost Access Sustainabil it~#~ will:~ ~ 
a. Agree with the PHO how~he i~¥e ~~~le VLCA 

practices that have more th · eeds ients; 

b. Agree with the PHO \ruai · · y su o \> 
c. ~ 

4.7. ~e'); · Acces~ eMinistrywill: 

(Q\~\<.;;es~a.liQ~~r::;s funding on a case by case basis; and 

\)'-b. ~~~plications an amount (after receipt of an invoice) based on: 

~\\~¥Very Low Cost Access payment that was paid to the Former VLCA <0\.g\5. Practice in the quarter immediately before the merger (or a higher amount, 
~\S if agreed by the Ministry) minus the amount that the New Practice receives 
\::::::!) as a Zero Fees for Under Sixes payment (in accordance with the PHO 

Services Agreement), in respect of the members of the New Practice's 
Enrolled Population who were enrolled with the Former VLCA Practice. 

4.8. For the Patient Access Subsidy the DHB will Agree with the PHO, how the funding 
will be used to support access for high needs patients. 
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4.9. Notwithstanding this Schedule, in accordance with section 1 O of the Public Finance 
Act 1989 (or any amended or substituted section which is of the same effect), both 
Parties acknowledge that future agreements and payments to the DHB for services 
of the type covered by this Schedule beyond the 2014/15 financial year is 
contingent upon the appropriation of adequate levels of funding under an Act of 
Parliament for that financial year. 

5. Reporting 

5.1 . No direct reporting is required under this variation. 

6. 

6.1 . 

Schedule must be discussed and~ · ·1 by t~ i d the DHB. 

~\§) ~~W> 
~~~@~~© 

~®~~~ 
<0~~© 

(Q)\S 
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Schedule C6: Diabetes Care Improvement Package (DCIP) 

1. Background 

1.1. On 16 May 2013 the Minister of Health announced as part of Budget 2013 that 
$12.4 mill ion dollars will be made available nationally over four years to implement 
the Diabetes Care Improvement Packages (DCIP) and support the achievement of 
the national health target More Heart and Diabetes Checks in primary care. 

1.2. The DCIP services are multi-disciplinary services usually, but not 

2. 

2.1. services 

PU Code PU Description PU Definition 

COGP0051 Diabetes Care Community/ primary health care quality improvement 
Improvement programme for people diagnosed with diabetes to 
Package (DCIP) improve their specific clinical outcomes. 

Excludes services already funded: COGP0006, 
COGP0013, COGP0015, COOC0012, M20, M20025, 
M20006, M20007, MAOR0106. 
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.. 

3. 

3.1 . 

4. 

4.1. 

4.2. 

4.3. 

Term 

This Schedule commences on 1 July 2014 and unless terminated earlier in 
accordance with the Principal Agreement, will expire on 30 June 2017. 

Funding 

e scanned and emailed to vicky_shuker@moh.govt.nz. 

ate of Receipt of 
Invoice by Ministry 

10 Se tember 2014 
10 January 2015 
10 A ril 2015 
10June2015 

10 June 2016 

10 June 2017 

Date payment will be 
made 

20 Se tember 2014 
20 January 2015 
20 A ril 2015 
20 June 2015 

20 June 2016 

20 June 2017 
TOTAL 

Amount Payable 
(excluding GST) 

$82,048.42 
$82,048.42 

$82,048.42 
$82,048.42 
$82,048.42 
$82,048.42 
$82,048.42 
$82,048.42 
$82,048.42 
$82,048.42 
$82,048.42 
$82,048.42 
$984,581.04 
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4.4. Notwithstanding this Schedule, in accordance with section 1 O of the Public Finance 
Act 1989 (or any amended or substituted section which is of the same effect), both 
Parties acknowledge that future agreements and payments to the DHB for Services 
of the type covered by this Schedule beyond the 2016/17 financial year is 
contingent upon the appropriation of adequate levels of funding under an Act of 
Parliament fo r that financial year. 
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Schedule B: Crown Funding and Payments 

Schedule B relates to devolved Services. 
For non-devolved Services, refer to Schedule C which will be forwarded separately. 

A Total Crown Funding 

A.1 

2014/2015 

TOTAL GST Exclusive 

B 

B.1 financial statements as detailed in 

Period 
1 Jul 2014 to 30 June 2015 
$0 

~\f!!: B Cash Disbursement Profile for the Funding Period of this Agreement 

~ The Crown will pay the Crown Funding to the DHB in payments as per the following 
tables. Payment will be provided by the Ministry of Health by way of direct credit 
into a DHB bank account operated by the DHB for this purpose. 
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CASH DISBURSEMENT PROFILE 

ANNUAL CASH PROFILE 
GST INCLUSIVE AMOUNTS 

Date GST Inc) $ 

4 July 2014 89,548,212 '?:/ \j\\) 'f4 July 2014 I 102,980,443 
102,980,443 

4 August 2014 89,548,212 ) v I /\ I \ 'f~~9ust 2014 I 102,980,443 
102,980,443 

4 September 201 4 89,548,212 ~~ I - l~'~-"mber 2014 I 102,980,443 
102,980,443 

3 October 2014 89,548,212 S-;::8A > 13 (\Q\Ob~014 I 102,980,443 
102,980,443 

4 November 2014 89,548,212 ~~ov~2014 I 102,980,443 

102,980,443 
4 December 2014 89,548,212 102 ,980 ,443 

89,548,212 102,980,443 
2 January 2015 89,548,212 102,980,443 

89,548,212 102,980,443 
4 February 2015 89,548,212 102,980,443 

89,548,212 102,980,443 
4 March 2015 89,548,212 

89,548 ,212 102,980,443 
3 April 2015 89,548,212 

89,548,212 102,980,443 
4 May 2015 89,548,212 

89,548,212 102,980,443 
4 June 2015 89,548,212 4 June 2015 

Total Cash Paid 

89,548,212 0 102,980,443 

1,07 4,578,540 Total Cash Paid ~321 
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