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KARAKIA 





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

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





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

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

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

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

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

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

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

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

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

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

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

- 18 NOVEMBER 2009 
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ACTION POINTS 
 

- 18 NOVEMBER 2009 
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PLANNING AND FUNDING 
PERFORMANCE 

6.1 Planning and Funding Summary Report 

6.2 Planning and Funding Indicators List and Exception 
 Report 

6.3 Planning and Funding Indicators (Full set) 
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IMPROVEMENT ACTIVITIES 

 

7.1 DAP Projects Report 





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

Reduce inequities in health status

Pacific

Improve outcomes in priority areas

Increase access to services

Build healthy communities

Strengthen community participation and actionPrevent & manage long term conditions

Improve oral health outcomes for children

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

Implement revised service model to align with 
client need

Streamline access to older people’s services 

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

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

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

High Level Strategy Objective Strategies to achieve objectives

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

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

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

Increase effectiveness across primary, secondary 
& tertiary services

Maori

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

Mental Health

Older People

Children & young people

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

Palliative Care

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

Proactive planned coordinated care

Support whanau and self resilience

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

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

 



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

Improve the effectiveness & efficiency of 
Healthcare System

Improve Primary Secondary 
system efficiency -decrease total 

system cost

Improve hospital efficiency / 
throughput

Improve Leadership Capability

Strengthen the health workforces

Information management

Planning

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

Improve Cardiac Surgery Throughput

Improve Capacity Management

 Long Term Services Planning

Improve Outpatient Management for Surgical Patients while 
improving patient satisfaction

Improve clinical quality & 
professional governance

Clinical leadership model: implement, monitor and evaluate

Improve senior leadership team performance

Develop response to Long Term Services Plan

Improve clinical staff retention

Improve safety and quality of care

Reduce unmet need for elective services 

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

2.  Increase the number of GP practices with Cornerstone accreditation

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

1. National    2. Regional  3. Local

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

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

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

High Level Strategy Objective Strategies to achieve Objective

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

Improve resilience and availability of core IT systems 

Healthy workplace

Regional Strategic Plan

1. Establish a new elective services centre 

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

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

Implement sector wide clinical networks

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

Primary healthcare

Improve access & efficiency of service delivery

Improve information availability across system

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

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

Reduce waiting times for elective 
services

Implementation of PHO-DHB primary healthcare plan

Improve access to after hours primary care

Improve the performance of ED

Increase elective services to National Intervention rates

Improve the acute capacity management

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

1. Implement the resilience improvement plan

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

1. OPJ Cardiac surgery project

1. Develop GP network (collaborative) with primary care 

 



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

High Level Strategy Objective Strategies to achieve Objective

Manage Revenue

Reduce Administration Cost

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

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

Manage Cash
Optimise stock holding

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

Sustainable Cash Management Plan

Improve Productivity

Achieve procurement savings

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

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

Improve Clinical Effectiveness

 Health Service Process Improvement

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

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

 

8.1 Primary Care Business Cases 

8.2 DAP and SOI Update 

8.3 Youth Health Improvement Plan Finalisation 

8.4 Review of Funding Contracts Using the Results 
Framework 

PAPER IN PUBLIC EXCLUSION 

8.5 Health Select Committee Response 

8.6 Auckland Regional Public Health Service Funding 



































 



 

Community and Public Health Advisory 
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Date Wednesday 27 January 2010 

To Community and Public Health Advisory Committee 

From Dr Denis Jury, Chief Planning and Funding Officer 
Level 8, Building 13, Greenlane Clinical Centre 
Phone: ext 8071 
Email:  denisj@adhb.govt.nz 

Author Carol Stott, Planning and Funding Manager, Children, Youth and Women’s 
Health. Phone: ext 4341. Email: carols@adhb.govt.nz 

Ruth Bijl, Projects Manager, Children, Youth and Women’s Health, Planning and 
Funding. Phone: ext 27920. Email: RBijl@adhb.govt.nz 

Functional Group Planning and Funding 

Subject Youth Health Improvement Plan finalisation 

1 Purpose 
 
In May 2009 you approved public consultation on a draft Youth Health Improvement Plan. This 
paper describes how that feedback has been incorporated into a final draft Plan. Finalising this 
Plan will reflect the importance of and recognition for young people’s needs in ADHB. While no 
new funding is anticipated to deliver against the Plan it is expected that benefits will accrue to 
youth as a consequence of stating youth health priorities, clarifying expectations and encouraging 
youth friendly health services provision. You are requested to: 
 
‐ Approve finalisation and dissemination of the ADHB Youth Health Improvement Plan. 
 

2 Recommendations 
  DAP DSP Budget 
 Approve finalisation and dissemination of the ADHB Youth 

Health Improvement Plan. 
   

     
3 Description of Solution (Option)  

 
It is proposed to finalise the Youth Health Plan. This will be accompanied by a launch in April 
2010. 
 

4 Background 
 
The draft Youth Health Improvement Plan you approved for consultation was well received. The 
quality of submissions from 15 submitters was high. Several were generally supportive of the plan 
and commended the process used to develop it. They all provided feedback as to how the plan 
could be improved, the issues on which the plan should be focused, and what should be done to 
ensure its implementation was a success. Overall, the feedback highlighted some key issues to 
be addressed or given greater emphasis: 
 
‐ Healthy sexual development (not only focusing on heterosexual development and/or sexually 

transmitted infections)  
‐ Minimising the cost of, and maximising access to clinical services, especially in primary care 



‐ Clinical leadership and knowledge about youth health 
‐ Preventing violence and provision of support for victims 
‐ Mental health and well-being (by supporting stable relationships, a sense of belonging and 

achievement and connectedness) 
‐ A safer, more supportive social environment  
‐ Better information through more youth accessible channels, including clearly sign-posting 

pathways for accessing health services. 
 
There were also some common points of view about the keys to making the Youth Health Plan a 
success: 
 
‐ Strengthen the linkages between ADHB and other agencies advancing Youth health, including 

current providers, NGOs and educational institutions.  
‐ Engaging youth in the development of youth services. 
 
In response to the consultation feedback the Plan has been revised, in particular by the inclusion 
of a set of defined outcome measures. These will be refined over time but highlight the key 
domains and encourage a systematic approach to monitoring performance of the health and 
associated systems for our young people. We expect to report to you on this more in the future.  
 

5 Options Considered 
 
Due to ADHB’s current funding constraints and the general economic climate, consideration was 
given to leaving the Plan in draft. However, it was felt that this approach could be damaging in 
terms of relationships with the large number of people and organisations who provided input into 
the Plan. In addition, it is considered that many initiatives may improve youth health without 
requiring additional funding. Even publishing the Plan can be expected to help focus attention on 
the needs and expectations of young people. For these reasons, finalising and publishing the 
Plan was deemed appropriate. Launching the Plan will be used as an opportunity to celebrate the 
workforce who are committed to meeting the needs of young people living in Auckland as well as 
to reinforce best practice in youth health for specialist youth health and generalist health 
practitioners. 
 

6 Issues and Risks for Chosen Option 
 
Publishing the Plan may create expectations that additional funding will be delivered to youth 
health initiatives. This is not proposed at this time, although may be considered in the future.  
 

7 Budget Implications 
 
There are no budget implications. Minor costs (less than $5,000) associated with disseminating 
and launching the Plan will be delivered within existing funding.   
 

8 Regional / National Implications 
 
There are no regional or national implications although it is hoped that this Plan will contribute to 
regional and national planning strategies for youth health.  
 

9 Appendices available from the Author on request 
 
‐ Final Draft Youth Health Improvement Plan 
‐ Consultation feedback report. 
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Date Wednesday 27 January 2010 

To Community and Public Health Advisory Board 

From Denis Jury 

Chief Planning and Funding Officer 
Greenlane Clinical Centre 
Phone: 8071 
Email:  denisj@adhb.govt.nz 

Author Paul Bohmer, Manager Population Health 

Functional Group Planning and Funding 

Subject Review of Funding contracts using the  Results Framework 

1 Purpose 
This paper is to update CPHAC on progress to review contracts held by Planning and Funding, 
in order to ensure alignment with our objectives and to try and ensure the most efficient use of 
health resources. 
 

2 Recommendations 
CPHAC is asked to: 
 
1. Note this paper and attached draft assessment tool  
 

  DAP DSP Budget 
 1 X  X 
     
3 Description of Solution (Option)  

CPHAC has already been informed of ADHB Planning and Funding Team’s intention to review 
contracts in order to  maximize use of our scarce health resources 
 
This paper presents a proposed tool against which to assess contacts held by Planning and 
Funding that are under our control. 
 
The criteria used it the tool are the same as those used in our prioritisation process, which has 
been well tested in previous decision making regarding allocation of resources. 
  
To date letters have been sent to potentially affected providers of service informing them that a 
process is to be undertaken. 
 

4 Background 
ADHB is facing a financially tight situation with this year’s budget and indicated relative budget 
reduction in the next financial year. 
In order to maximize use of our health resources it was  proposed to the last CPHAC meeting 
that all contacts held by Planning and Funding, and paid for from the ADHB budget (as 
opposed to e.g. direct Ministry funding), will be reviewed against a framework. 
 
This update informs CPHAC of progress to date.  In order to be as fair as possible to potentially 
affected providers, the P&F team will need to work to a timeline to ensure adequate notice of 
any changes is communicated to providers in good time (at least 3 months notice).  A proposed 
timeline and responsibility chart is attached:                                                                                    



 
TIMELINE, ACTIONS & RESPONSIBILIY  CHART 
Date Action to be completed Responsibility 
6 Jan 10 Meet with CMDHB and WDHB to discuss Paul 
27 Jan 10 Paper presented to CPHAC meeting CPHAC / Denis
Mid-March 
 
31 March 

Stakeholder engagement step 2 
Notice is sent to affected providers by P&F manager 
involved. 
All P&F managers to ensure communication regarding 
service change has been received in writing by affected 
providers  . 

Tony  
P& F managers 
P& F managers

April 2010 Preparations and discussions with affected parties as 
required 
Stakeholder engagement step 3 

P& F managers
Tony 

May 2010 Preparations and discussions with affected parties as 
required 

P& F managers

30 June 10 Contracts expiring on the day  and that have been given 
notice will cease 

P & F 
managers  

1 July 10 
onwards 

Contracts identified as requiring some changes will have 
specs / amalgamation / other arrangements put in place 
progressively as reviews are completed 

P & F 
managers 

 
5 Options Considered 

A “do nothing” option is untenable as we are facing a relative decrease in funding and it will not 
be possible to continue the current level of service delivery within in available funding. 
An alternative would be to assess all contracts for performance and terminate services not 
performing well.  This would reduce waste but not ensure best use of resources in maximising 
our health outcomes. 
Another alternative would be to use an alternative framework but this will require substantial 
work to develop and will delay decisions regarding possible service reductions. 
 

6 Issues and Risks for Chosen Option 
Providers who are identified as requiring major service change or service reduction or 
curtailment may be unhappy and use the political and other routes to lodge objections to the 
process and/or outcome of the process. 
To mitigate the risk, it is intended that providers will be kept informed of the process and that 
the process will be as transparent, fair and equitable as possible.  The potential use of an 
independent panel will reduce the risk, more so if there are outside people on this panel. 
 

7 Budget Implications 
No request is being made for funding this initiative at this time.  The process may identify 
potential savings, may be cost neutral or may identify some potential gaps in funding and 
service delivery. 
 

8 Regional / National Implications 
We have discussed this process to some extent with WDHB and CMDHB who are keen to align 
processes and communication as closely as possible.  CMDHB has already embarked on a 
large piece of work to review all services across NGOs, primary care and the Provider Arm.  
The have shared their methodology and a number of templates with us.   
 
Some regional decisions will need to be taken at the Regional Funding Forum (RFF) in regards 
to decisions about providers that work across more that one DHB and also services that have 
inter-district flow (IDF) implications. 
 

9 Appendices available on request 
Draft assessment tool and scoring sheet. 
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CONFIRM 

 

9.1 Action Points for next CPHAC Meeting 

9.2 CPHAC Feedback to Board 



 

Use Forms at  beginning of  Meet ing  Pack 
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GENERAL BUSINESS 
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APPENDICES 

 

11.1 Planning and Funding Contract Review Process 

 



 





 



 

Auckland District Health Board 
 

Planning & Funding Contract Review Process 
 

Draft v3 for CPHAC, Jan 2010 
 

Purpose 
This document serves to outline the process to be used by the Auckland District 
Health Board (ADHB) Planning and Funding (P&F) Team to review contracts held by 
the P&F division (excluding Mental Health contracts) in order to make better 
decisions regarding the effectiveness and efficiency of services delivered through the 
contracts 
 
Back ground 
Indications are that ADHB will face a substantial relative reduction in funding in the 
2010/2011 financial year.   This will require a process for relative funding cuts to the 
pool of resources available for the funding of health services. 
 
The P&F team manages a range of contracts with the Provider Arm and with the 
NGO sector and these contracted services will likewise require review.   
 
The P&F team is committed to a transparent and informed process that will make 
best use of the limited resources.  The P&F team will comply with legal and other 
requirements and will inform contracted service providers of the outcome of the 
process in a timely manner. 
 
Proposed methodology 
It is proposed that multistage process be adopted: 
Phase 1 
A spreadsheet of contracts has been developed.  This will allow contracts to be 
viewed from multiple angles through use of pivot tables.  Essentially non negotiable 
contracts will be highlighted so that a complete picture of all contracts may be 
obtained. 
Phase 2 
Using the spreadsheet, all current contracts will be examined.  Those services 
obviously not performing or not fitting with our strategic direction may be given 
notice of termination at the end of the current contract term, provided such notice is 
given at least three months before the contract termination date. 
Phase 3 
All remaining contracts will be assessed and scored using an adaptation of the 
prioritisation tool that has been used by the P&F team for allocation of new 
resources.  Contracts will be progressively reviewed, especially as they come up for 
renewal, to determine: 

 Current fit with objectives 
 Efficiency and effectiveness of the services provided 



 

 Whether there are overlaps in service provision 
 Opportunities to re‐align contracts for more targeted service delivery 
 Opportunities to amalgamate or streamline services to better deliver on 

desired outcomes. 
It is proposed for this work that contracts will be grouped according to service, for 
example, all immunisation related contracts will be looked at in a bunch. 
 
A copy of the proposed tool is attached as Appendix 1.  The scorning template to be 
used is attached as Appendix 2.  This will provide a ranked list of contracts against 
the specified criteria.  A decision may be made to give notice to very low scoring 
contracts. 
 
We may seek external validation of aspects of the work, for example, from people at 
School of Population Health. 
 
This is show diagrammatically in this flow chart: 
 

Contracts not 
delivering 

All other 
contracts 

Given 3 months 
notice and 

terminated when 
expired

Reviewed with 
adapted 

prioritisation tool 
and scored

Contracts not 
delivering 

Contracts not 
meeting 
objectives 

Given 3 months 
notice and 

terminated when 
expired

Strategically 
reviewed by 

service area for 
best use of 
resources 

Contracts 
terminated or 
amended over 

time

Contracts 
spreadsheet 

 
 
 
Legal and other issues 
[To be checked by ADHB Legal including any obligations, etc] 
The P&F team acknowledges that certain legal and other requirements, for example, 
direction from the Minister or Ministry of Health, will require that some contracts 



 

are excluded from this process.  These services will be highlighted on the 
spreadsheet of contracts as essentially non negotiable contracts. 
 
Legal advice 
Legal advice to date confirms that three months notice must be given for non‐
renewal of a contract and that contracts can not be exited before their expiry date 
other than in exceptional circumstances, for example serious performance issues or 
mutual agreement between parties to terminate the service. 
 
Maori partner involvement 
Tihi Ora will need to be involved at the earliest stage of this process. 
 
Consultation 
It has been suggested we should have a three‐stage stakeholder engagement 
process shared across the Auckland metro DHBs, if not more widely (he 4 Northern 
DHBs or all DHBs?).  This would consist of: 

1. An external expert advisory group to assess a) the process followed and b) 
the tools used. 

2. The same external expert advisory group to assess a) the proposed set of 
contracts selected for disinvestment and b) the set selected for continuation. 

3. Engage the consumers of services proposed to move through to 
disinvestment to ensure they have alternative choices to ensure 
disinvestment would not be counter‐intuitive, including but not limited to a 
cost‐saving point of view.   

See timetable over for where these engagement steps fit into the project timeline. 
 
Communication 
We will need some good communication work at an early stage.  Someone will need 
to draft up press releases and info packs so that we have high quality expertise 
around the messaging, especially the debate re rationing.  This is pretty skilled work 
and we likely need help here.  
 
Risks 
There are a number of potential risks.  These include: 

 Consultation requirements and timeframe to complete this  
 Complaints to the Minister 
 Negative public perceptions 
 Lack of regional consistency 

Risk mitigation 
In order to mitigate risks as far as possible the following are proposed: 

 Appropriate consultation (see above) 
 Openness and transparency 
 Use of our validated prioritisation tool, adapted for use for this process 
 Sharing information and process, as far as possible, with Waitemata and 

Counties DHBs I have engaged with WDHB and CMDHB who agree that it 
would be good to coordinate as far as possible ‐ both have suggested this be 
raised at next RFF meeting.) 



 

 An appeals process 
 
Timelines 
In order to be as fair as possible to potentially affected providers, the P&F team will 
need to work to a timeline to ensure adequate notice of any changes is 
communicated to providers in good time (at least 3 months notice).  A timeline and 
responsibility chart is attached:                                                                                                                         
 
TIMELINE, ACTIONS & RESPONSIBILIY  CHART 

Date  Action to be completed  Responsibility 

6 Jan 10  Meet with CMDHB and WDHB to discuss  Paul 
27 Jan 10  Paper presented to CPHAC meeting  CPHAC / Denis 
Mid March 
31 March 

Stakeholder engagement step 2 
Notice is sent to affected providers by P&F 
manager involved 
All P&F managers to ensure communication 
regarding service change has been received in 
writing by affected providers   

Tony  
P& F managers  
 
P& F managers 

April 2010  Preparations and discussions with affected 
parties as required 
Stakeholder engagement step 3 

P& F managers 
 
Tony 

May 2010  Preparations and discussions with affected 
parties as required 

P& F managers 

30 June 10  Contracts expiring on the day  and that have been 
given notice will cease 

P & F managers 

1 July 10 
onwards 

Contracts identified as requiring some changes 
will have specs / amalgamation / other 
arrangements put in place progressively as 
reviews are completed 

P & F managers 

 



 

Appendix 1:  Tool for assessing contracts (based on prioritisation tool) 
 
PLEASE NOTE:  Use a minimum font size of Arial 10.  As a rough guide your 
template should be no more than 3‐4 pages long.  Do not exceed 5 pages. 
 
Address each of the subtopic areas unless not appropriate to the service, in which 
case sate not applicable and a brief description as to why no applicable. 

Description of contracted service for review 

Name of person completing this template – 
include  name, contact details and email 
address:  

 

Date of completion of this template   

Name of provider  

Agreement name  

Agreement number  

Type of provider, e.g. NGO, etc.  

Annual value of Agreement (GST exclusive)  

Number of FTEs employed to deliver the 
service 

 

Termination date for contract  

Brief description of the project, programme or service 
What is the purpose and objective(s) of the project, programme or service? 

To which population group/s does it deliver? Is the service delivering to the Region / is it 
part of a National Agreement? 

Any critical impact on the population serviced if this contract is terminated? 
Any impacts on other programmes/services if this service is terminated? 

 

Template criteria – please complete ALL sections to the best of your ability 

1. Alignment to our strategic direction (either nationally, regionally or locally) and to 
the health outcomes we are seeking for our population 

Does the service focus on the ADHB population? 

Does it align to the  current direction of ‘better, sooner, more convenient’ 
Does it align to the Minister’s health targets 

Does it support any of Our Health 2020 objectives? 

Is the service acceptable to service users and key stakeholders? 

Does the service appropriately consideration of Maori, Pacific and other high needs 
populations? 

Does it demonstrate collaboration?  

Is it in line with the strategic funding environment that supports reconfigurations in primary 



 

care? 

 

 

 

2. Whanau ora 

Has the service reflected active Maori involvement in planning, development, delivery and 
decision-making? (You may wish to incorporate findings from  audit reports to answer this) 

Has it improved the health status of Maori and whanau, or improve independence of Maori 
with disabilities? 

Has it reduced health status inequalities between Maori and Pakeha? 

Does it demonstrate how Maori cultural concepts, values and practices are safeguarded?  
(Again, you may wish to use findings from audit reports here). 

Have family / whanau been involved in service delivery? 

 

 

3. Equity 

Has the service demonstrated improvements in inequalities in health status? 

Has the service demonstrated improved service delivery for Maori and other high needs 
groups? 

Does it specify the health status inequalities, service gaps or access issues that the service 
has been trying to address in general and for Maori and Pacific people in particular? 

Has the service advanced the New Zealand Disability Strategy 

Has the service provided ways for measuring reductions in inequalities?   

Has the service demonstrated use of the health equity assessment tool (HEAT)? (see the 
HEAT tool and information on the Ministry of Health website at: 
http://www.moh.govt.nz/moh.nsf/indexmh/health-equity-assessment-guide) 

 

 

4. Effectiveness (includes evidence or informed judgement that the service is 
working) 

Is there strong evidence that the service has directly addressed the identified problem(s) / 
issue(s) in a timely manner (expected within timeframe – for example public health type 
outcome may be longer term whereas a clinical service may be expected to have a more 
immediate timeframe)? 

Is there a demonstrated scientific / medical justification for the service? 

Has the service demonstrated a significant increase in the health status of the population and 
/ or the standard of care? 

Has the service consistently provided monitoring reports?  (The Agreement Management 
System (AMS) can provide information here.  Ask Simon for help if required). 

 

 

 

5. Population impact / impact 

Has the service demonstrated that the problem / issue being addressed is significant for the 
people of Auckland City? 

Has the service demonstrated a significant impact on the health status of the people of 

http://www.moh.govt.nz/moh.nsf/indexmh/health-equity-assessment-guide


 

Auckland City? 

Does the service have an impact on a significant proportion of the population? 

 

 

6. Resources value for money 

Have all possible funding streams available being considered in the funding of this service? 

Have all costs, workforce, resources, been managed appropriately? (Audit reports may be 
provide some useful information around financial management systems etc.) 

Does the service demonstrate cost effectiveness (amount of change in health status / quality 
per amount invested)? 

Where appropriate Is the cost benefit of this service clearly linked by evidence to the service 
objectives? 

Does this service demonstrate added value to current and / or other initiatives in the area? 

 

 

 

7. Feasibility 

Has the service demonstrated measurable results in a timely manner? 

Has the service been fully implemented as intended? (Audit reports may be able to provide 
useful information). 

Has the service met identified key milestones? (Check audit reports). 

Has the service demonstrated how risks to the success of the service have been identified 
and addressed? (Audit reports focussing on implementation of the risk management plan or 
business plan may help) 

Does the service have provision for continual project evaluation and modification as 
necessary?  

Has the service demonstrated how collaborative action has assisted with implementation or 
running of the service? 

What would be the longer-term sustainability of this organisation if funding were withdrawn? 

 

 

 

8. Acceptability 

Has the service consistently met the values and expectations of the people / community for 
whom it has been provided? 

Does the service demonstrate that it is accessible to all members of the community and to 
Maori, Pacific and other high needs groups in particular? Has the service considered and 
addressed any safety issues? 

Has it demonstrated how stakeholders involved in any collaborative issues or actions have 
been engaged and are supportive (this must be demonstrated as a real engagement not just 
assumed because its targeted at a particular group that it has actually been acceptable)? 

Have there been any complaints against this service provider? (Audit report checks that 
providers have complaints processes and means for client feedback in place) 

 

 

 



 

9.       Risks 

What are the possible short, medium or long term impacts if this contract was terminated 
(consider unintended consequences, impacts on other services)? 

 

 

 

 

10. Other considerations? (not to be scored but for noting in final decision making) 

Are there other significant issues for consideration regarding this service? 

What significant opportunities are available to improve the way in which this service currently 
addresses the health needs of Maori, Pacific and high needs groups? 

 

 

 

 



 

Appendix 2: Scoring sheet for assessing services against criteria 

Each category of the template should be evaluated and rated using only the rating of 
0 – 5 as follows (there are to be no alternative scores used, for example 0.5): 
 

5 – Service meets all of the specified criteria very comprehensively and is a leader in 
the field 

4 – Service meets the specified criteria very well 

3 – Meets the specified criteria well 

2 ‐  Meets the specified criteria somewhat 

1 ‐  Meets the specified criteria poorly 

0 – Does not meet the specified criteria at all   

Or only 0 – 3 as score? 
 

Service assessed 

Contract number   

Contract name   

Criteria scoring 

Category  Rating 

1. Alignment to our strategic direction (either nationally, 
regionally or locally) and to the health outcomes we 
are seeking for our population* 

Comments 

 

 

 

 

2. Whanau ora   

Comments   

 

 

 

3. Equity   

Comments   

 

 

 

4. Effectiveness (includes evidence or informed judgement 
that the service is working) 

 



 

Comments 

   

   

5. Population impact / impact 

Comments 

 

   

   

6. Resources/value for money 

Comments 

 

   

   

7. Feasibility 

Comments 

 

   

   

8. Acceptability 

Comments 

 

   

   

9. Risks 

Comments 

 

 

10. Any other considerations?   

Comment 

 

 

Score allotted to the proposal by the prioritisation group  Final score 
(out of maximum 
of 30‐ 50 points) 

Final recommendations and comments of the P&F team   
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