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Karakia

E te Kaihanga e te Wahingaro

E mihi ana mo te ha o to koutou oranga

Kia kotahi ai 0 matou whakaaro i roto i te tu waatea.
Kia U ai matou ki te pono me te tika

| 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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CONFLICTS OF INTEREST






Conflicts of Interest 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:

o Being a party to, or deriving a financial benefit from, a transaction.

o Having a financial interest in another party to a transaction.

o 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.

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

o 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.

o 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.

o 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.

o 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/

























CONFIRMATION OF MINUTES

- WEDNESDAY 17 FEBRUARY 2010
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6.1 Planning and Funding Summary Report
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IMPROVEMENT ACTIVITIES

7.1 DAP Projects Report
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Goal 1: Lift the health of people living in Auckland city

/

¢ D € D> ¢

High Level Strategy Objective

Strategies to achieve objectives

( Reduce inequities in health status )

. Rangatiratanga - Maori Health Equity Framework

Reduce Maori DNA rates.
Increase enrolment of Maori in PHOs

1.
( Maori ) < Increase access to services > 2.
3
( Pacific ) C Build healthy communities > ;

w

. Healthy Village Action Zone (HVAZ) evaluation

Implement and monitor revised KPIs for HVAZ Parish Community Nurses
Healthy Village Action Zone leadership and coordination

( Improve outcomes in priority areas )

- Achieve agreed Ministry of Health immunisation
(Chlldren & young people) targets (focus Maori & Pacific)

PONPE

Increase PHO/primary care involvement in managing immunisation
Practice level reporting

Practice nurse NIR training

Maori immunisation initiative

< Improve oral health outcomes for children )

NP

Auckland DHB wide oral health promotion
Implement new service model

)

Older People ) < Streamline access to older people’s services

C

. Create a single point of entry to services

. Develop clinical triage according to need (direct referral to community support)
. Establish new Home Based Support Services

. Increase packages of care available

. Restorative care process implemented

C

Mental Health )

Increase effectiveness across primary, secondary
& tertiary services

pLONPE

Eating Disorder Services

Reconfigure Maori Mental Health Services

Reconfigure current level 3 & 4 residential rehab services

Implement share care project (PROGRESS+) Primary /secondary integration

( Palliative Care > Implement revised service model to align with
client need

(S

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

AR TR TR T TR YA YA

W NP

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

Support whanau and self resilience

C

=

Increase efficiency, capacity and options of self-management approaches

Proactive planned coordinated care

Grevent & manage long term conditi0n9 (Strengthen community participation and action)

C

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

C Intensive support for people with high needs >

w

oo (2

N e

. Develop workforce for Kaupapa Maori cardiac rehabilitation

Pilot case management
Increase the percentage of people utilising cardiac rehabilitation
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Goal 2: Performance Improvement (Better, Sooner, More Convenient)

N>

C
C

High Level Strategy

¢

Objective

D €

Strategies to achieve Objective

Healthcare System

C

Primary healthcare

Cmprove the effectiveness & efficiency (D

Improve Primary Secondary
system efficiency -decrease total

system cost

Implementation of PHO-DHB primary healthcare plan ) C

[y

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

Improve access to after hours primary care

. Develop after-hours services including palliative and residential care

Improve information availability across system

Improve access & efficiency of service delivery

. Increase access to diagnostic tests in primary care
. Transfer some services to primary/community

. e-referrals, health event summaries and electronic outpatient letters

throughput

(

Improve hospital efficiency /

)

Reduce waiting times for electi
services

:

Improve the performance of ED

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

NE (WP P

Improve the acute capacity management

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

Improve Cardiac Surgery Throughput

1. OPJ Cardiac surgery project

Increase elective services to National Intervention rates

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

/\/\\/\/\/\/\\/\/‘\/\

Achieve Radiation Oncology intervention rates and reduce

NAUA U UAUIAAWY.,

waiting times for both radiation & medical oncology

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

m

D)

prove Outpatient Management for Surgical Patients while

improving patient satisfaction

N

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

Reduce unmet need for elective services

1. Establish a new elective services centre

C Improve Leadership Capability

Improve clinical quality &
professional governance

C

Clinical leadership model: implement, monitor and evaluate

Improve senior leadership team performance

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

Implement sector wide clinical networks

1. Develop GP network (collaborative) with primary care

Improve safety and quality of care

1. Implement NQIP Medication Safety, Infection Prevention & Control,

Mortality Review, Incident Management

2. Increase the number of GP practices with Cornerstone accreditation
hen the health K Improve clinical staff retention 1. Targeted recruitment ICU, Midwives, RMOs, OR staff
Strengthen the health workforces 2. Define, train and implement new workforce roles
Healthy workplace . . .
3. Review performance based incentive programs
Develop response to Long Term Services Plan 4. Improve the ease of application and entry
. Improve resilience and availability of core IT systems 1. Implement the resilience improvement plan
Information management - -
Regional Strategic Plan 1. Regional Strategic Plan development in alignment with NZ HIS 2009
Pl . ) Improve Capacity Management 1. Implement dynamic planning process (right beds, staff, facilities)
anning
Long Term Services Planning 1. National 2. Regional 3. Local

(
(

Y Y Y Y YY) VYV

slalalatanY Yol el e/l e

NN AN A A A A N AN AN AN/

WA WAL ANVAUANIA WANEPANEP AN WANDANPANEPA WA




C

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

¢

High Level Strategy

) @

Objective

D

( M R ) < Ensure revenue received for services provided
anage Revenue

Improve Productivity

Reduce Administration Cost

Improve Clinical Effectiveness

Health Service Process Improvement

Achieve procurement savings

(

Manage Cash

Optimise stock holding

) C

Sustainable Cash Management Plan

¢

Strategies to achieve Objective

. IDF annual agreements ensure we are paid for what we do.
. Participate in National pricing process

N =

. Improve HR payroll processing and leave management

Reduce back office cost (regional shared services)

. Manage administration of M&A FTE cap

[N

. Improve clinical resource utilisation
. Reduce variation in Clinical Practice

. Implement improvement programs to reduce waste, improve flow and

enhance the patient experience.

Leverage national/regional procurement initiatives

Refine procurement strategy

Deliver direct treatment cost savings

Deliver indirect treatment cost savings

Monitor and collect rebates within contracts for supplies and services

. Revisit replenishment parameters
. Improve supply chain systems and processes

N N NN NN Y

. Asset Management Plan alignment with the Long Term Services Plan

Improve prioritisation process for new capital
Long term financial modelling process is implemented

NP NP N N N/ N/ N
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Goal Level Summary Report (planning and Funding)

DAP Projects
Total Projects: 35

Post
Current Phase On Time On Budget Expected Outcome Implementation
DAP Number | Started Finished Cenen®
GO AL #) #) Plan Do/Check| Act )
Fully Partially Not

Define | Measure | nalyse | improve Control | Cancelled | Green|Orange | Red | Green {Orange | Red deliver | deliver | deliver Green | Orange | Red
1) Lifting the
;':2;2 ?r: }fuecklan N 25 5 2 7 6 2 0 24 | 1 |o| 25 o |o]| 2 0 1 3 2 0 0
City
fgﬁgfg{/‘;%"::tce 10 10| s 0 3 1 0 0 9 1 o] 10 o o] 10 0 0 1 1 0 0
sl)e:'r‘]’;”g within our | 0 0 0 0 0 0 0 0 o o] o o o] o 0 0 0 0 0 0
Totals # 35 35 10 2 10 7 2 0 33 2 0 35 0 0 34 0 1 4 3 0 0
Totals % 100%b | 100%6 | 29%0 6%0 29% 20% 6%0 0% 94% | 6% |0%]100%| 0% (0% ]| 97% 0% 3% 11% 9% 0% | 0%

http://dap.adhb.govt.nz/Pages/Reports/HighLevel/IMFPack DAP.aspx?IMF=Planning and Funding 10/03/2010
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High Level Summary Report
Goal 1 Lift the Health of the people in Auckland City

DAP Projects
Total Projects: 25

Post
Current Phase On Time On Budget Expected Outcome Implementation
DAP Benefits
Number | Started Finished
HLS # #) Plan Do/Check| Act i .
Control | Cancelled | Green| Orange | Red | Green |Orange | Red Fully Partially Not Green | Orange | Red

Define [Measure | Analyse | Improve deliver | deliver | deliver

1.1 Reduce

inequalities in 5 5 0 0 3 2 0 0 5 0 0 5 0 0 4 0 1 0 0 0 0
health status
1.2 Improve
outcomes in 14 14 3 1 4 3 2 0 14 0 0 14 0 0 14 0 0 1 1 0 0

priority areas

1.3 Prevent and

manage long term 6 6 2 1 0 1 0 0 5 1 0 6 0 0 6 0 0 2 1 0 0
conditions

Totals # 25 25 5 2 7 6 2 0] 24 1 0 25 0] 0 24 0 1 3 2 0 0
Totals % 100% | 100%6| 20% | 8% 28% 24% 8% 0% |96%| 4% |0%|100%]| 0% |0% | 96% 0% 4% 12% | 8% 0% | 0%

http://dap.adhb.govt.nz/Pages/Reports/HighLevel/IMFPack DAP.aspx?IMF=Planning and Funding 10/03/2010
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Goal 1 Lift the Health of the people in Auckland City

Review

Overall good progress with implementation of a range of initiatives. The MoH initiated primary care EOI process and the subsequent business plan development work for the successful EOls has
impacted on the timeline for implementation of some projects (particularly the DAP plans regarding service Long Term Condition management, and other initiatives related to primary care).

Objectives:
Objective Objective Owner Comment

1.1.1 Increase Maori access to services Naida Glavish (ADHB) This objective has 3 major DAP projects, DNA reduction, Increasing Maori enrollments in PHO and the Maori health outcomes
Framework. All projects have siginificant challenges however all projects are currently on track with the exception of the Maori
enrollments in PHOs due to improved data analysis which has revealed that the current rate is below those reported in the DAP
and therefore the target set for the objective is unachievable.

1.1.2 Build healthy Pacific Communities  Hilda Faasalele (ADHB) Good progress with all HVAZ initiatives. HVAZ Evaluation continues according to timeline. Support of EOI processes with input into
the Pacific PHO Business case.

1.2.1 Achieve agreed Ministry of Health  Denis Jury (ADHB) Great progess. Immunisation coverage for 3 months ended Feb was 85%
children and young people’s
immunisation targets (focus Maori and

Pacific)

1.2.2 Improve oral health outcomes for  Denis Jury (ADHB) Good progress. First two mobiles are now operating, and successful tenderer selected for one site build (Sylvia park) and tenders
children and young people are currently open for Point England

1.2.3 Streamline access to older people’s Denis Jury (ADHB) Overall good progress, but some pressure in meeting deadline for development of funding modell to support packages of care for
services 2010-11. Will review and devlop contingency funding approach over the next month

1.2.4 Increase effectiveness of mental Denis Jury (ADHB) Good progress over all projects. EDS for adults RFP developed and met the required Feb 28 dealine.

health services across primary,
secondary and tertiary services

1.2.5 Implement revised palliative care  Denis Jury (ADHB) Good progress, particularly access in primary care. Procare process now being out across all ADHB PHOs. Steering Group will be
service model to align with client need considering work to date and formal release of the Palliative Care Strategy during their early March meeting.

1.3.1 Strengthen community Celia Palmer (ADHB) To date one project is funded under this objective and this is progressing well. There are other projects which could be potentially
participation and action linked to this objective e.g. HVAZ. Further projects should be planned to fully deliver on this objective

1.3.2 Support whanau and self resilience Naida Glavish (ADHB) This is a component of the ADHB long term condition management framework and the intent was to develop initiatives with the

PHOs during the year. The subsequent Eol process took precendent, and will altimately cover much of this work. Several other
initiatives, including Snug Homes, ASBH Foundation funding and health assessments for children in care were grouped in here all
of which have been completed.

1.3.3 Proactive planned coordinated care Celia Palmer (ADHB) There is no funding attached to the care pathways project yet this has huge potential to deliver on the objective. It may be that
this can be linked to the devolution work in order to make sure the work is linked to some resource otherwise it will not be able to
deliver .

1.3.4 Intensive support for people with  Denis Jury (ADHB) Kaupapa Cardiac Rehab and Long Term Condition management completed and progress continues with review of general cardiac

high needs rehab.

1.1.3 Increase refugee population access Denis Jury (ADHB) Progressing with using ADHB GP collaborative methodology to share learnings across practices serving significan refugee

to services populations.

http://dap.adhb.govt.nz/Pages/Reports/HighLevel/IMFPack DAP.aspx?IMF=Planning and Funding 10/03/2010
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Exceptions:

Short Name Coverage Phase On Time On Budget Expected Sponsor Review

Outcome
Develop Care Pathways for ADHB Define Q O G The telehealth project is almost complete. It is an exciting development into potential for the future. Other discussions
people with Long Term on alternate mechanisms for improving information sharing and role integration being investigated.
Conditions
Increase enrolment for ADHB Analyse Q Q {} Project will not meet intended target as data has revealed that current rates are below reported benchmark (85%)
Maori in PHOs

outlined in the DAP. New analysis reveals that enrollemnt was between 71% to 74% from June 2007 to December 2009.
Data trends outline that a target of 95% enrollment will not be achieved by June 2010.

http://dap.adhb.govt.nz/Pages/Reports/HighLevel/IMFPack DAP.aspx?IMF=Planning and Funding 10/03/2010
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High Level Summary Report

Goal 2 Performance improvement

DAP Projects
Total Projects: 10

Post
Current Phase On Time On Budget Expected Outcome Implementation
DAP Number | Started Finished Benefits
HLS #) #) Plan Do/Check| Act Full N
] control | Cancelled | Green|Orange | Red | Green |Orange | Red uty Partially ot Green | Orange | Red
Define | Measure | Analyse | Improve deliver |\ hver |deliver

2.1 Improve the
effectiveness &
efficiency of the 4 4 2 0 2 0 0 0 4 0 0 4 0 0 4 0 0 0 0 0 0
healthcare system-
primary care

2.2 Improve the
efficiency and
effectiveness of the
healthcare system— 4 4 2 0 1 1 0 0 3 1 0 4 0 0 4 0 0 0 0 0 0
decrease total system
cost- primary secondary
interface

2.3 Improve the
efficiency and
effectiveness of the
healthcare system -
hospital

efficiency /throughput

2.4 Improve the
efficiency and
effectiveness of the
healthcare system —
reduce waiting times for
elective services

2.5 Improve leadership

http://dap.adhb.govt.nz/Pages/Reports/HighLevel/IMFPack DAP.aspx?IMF=Planning and Funding 10/03/2010



IMF Pack Page 6 of 9

capability 0 0 0 0 0 0 0 0 0 o o] o o o] o 0 0 0 0 0 0
2.6 Improve leadership

performance in clinical 1 1 1 0 0 0 0 0 1 o o] 1 o o] 1 0 0 0 0 0 0
quality& professional

governance

2.7 Strengthen the 0 0 0 0 0 0 0 0 0 o o] o o o] o 0 0 0 0 o |o
health workforce

2.8 Information 1 1 0 0 0 0 0 0 1 o o] 12 o o] 1 0 0 1 1 0 0
management

2.9 Planning 0 0 0 0 0 0 0 0 0 o o] o o o] o 0 0 0 0 0 0
Totals # 10 10 5 0 3 1 0 0 9 1 o] 10 o o] 10 0 0 1 1 o |o
Totals % 100% [1009%|50% | 0% | 3096 | 1006 | 0% | 0% |90%| 109 |096]|1009%6| 0% |096[10096| 096 | 096 | 109 |1096| 096 |06

http://dap.adhb.govt.nz/Pages/Reports/HighLevel/IMFPack DAP.aspx?IMF=Planning and Funding 10/03/2010
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Goal 2 Performance improvement

Review
Overall good progress, with continued activity to support the primary care business plan process the 1 March dealine foe submission to the MoH was met by all Eol goups.

Objectives:

Objective Objective Owner Comment

2.1.1 Implementation of PHO-DHB primary Celia Palmer (ADHB) Work is progressing on implementing the plan in line with the new government initiatives.

healthcare plan

2.1.2 Improve access to after hours primary care Celia Palmer (ADHB) Essential background work and linking to key stakeholders is being undertaken and on track

2.2.2 Improve access and efficiency of service Celia Palmer (ADHB) Projects progressing well. We may want to see devolution as an objective rather than a particular project where it does
delivery not seem to fit.

Exceptions:

Short Name Coverage Phase On Time On Budget Expected Sponsor Review
Outcome
Devolution of services ADHB Define G O G Funding available for radiology and palliative care and these are going ahead. For other areas planning in progress.

http://dap.adhb.govt.nz/Pages/Reports/HighLevel/IMFPack DAP.aspx?IMF=Planning and Funding 10/03/2010
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Functional Group

Planning and Funding Functional Group

Subject

Planning to meet the needs of an Ageing Population — the impact of Dementia

1

Purpose

The purpose of the paper is to:

e Outline the statistics associated with Dementia in Auckland City

e Understand future demand trend concerning dementia beds and services within the ADHB

e Project the prospective costs of dementia for the next years

o Present a tentative course of action drawing on best practice from other countries

2 Recommendations
That the Committee
e review the attached report
e agree the proposed recommendations outlined in concluding sections of the report
3 Background
In recent years dementia has become a major policy issue in New Zealand, with a significant
proportion of our older population suffering from this disease. Aging of population plus longer life
expectancies will increase these implications. Most of the persons affected require long-term
support and care.
The economic and social implications of dementia are substantial for patients and their caregivers
and above all health and social care systems. DHB'’s are now beginning to examine the potential
impact that this burgeoning condition will have on service planning and delivery, and this paper
highlights some of the key considerations for the Auckland DHB as we look to plan for safe,
appropriate and affordable services for this important population group.
4 Introduction

Dementia is a syndrome caused by disease of the brain, usually of a chronic or progressive
nature, in which there is disturbance of multiple higher cortical functions, including memory,
thinking, orientation, comprehension, calculation, learning capacity, language, and judgement.
Although consciousness is not clouded, impairments of cognitive function are commonly
accompanied and occasionally preceded by deterioration in emotional control, social behaviour,
or motivation. These present in the occurrence of Alzheimer's disease, in cerebrovascular
disease, and in other conditions primarily affecting the brain.



mailto:lgestro@adhb.govt.nz

Dementia produces an appreciable decline in intellectual functioning, and usually some
interference with personal activities of daily living, such as washing, dressing, eating, and
personal hygiene. Memory loss also contributes greatly to the increased risk for personal safety
associated with Dementia, which combined with a decreased ability to undertake activities of daily
living contributes to the very significant burden that this condition is placing on health services
within our district.

Summary of Facts

»  The population of Auckland City will rise steadily in the next years. Consequently the
number of people Age 65+ will increase from 45,020 in 2011 to 64,450 in 2021 and to
92,710 in 2031

» In Age class 65+ the proportion of female population is larger than the male population.
Unfortunately dementia has a greater prevalence among women than among men

»  The prevalence of dementia increases exponentially with increasing age. In the age group
65-70 the prevalence rate is under 2%, whereas in the age group 80-84 it is about 11%

»  Dementia cases Age 65+ will increase from about 4,000 in 2011 up to 5,300 in 2021 and
8000 in 2031

»  Half of dementia patients suffer a mild form of dementia

»  Current supply of dementia beds from ADHB is just enough for one third of severe dementia
cases in Auckland City. This is even worse for the Day Care

»  Costs of dementia are large, especially informal costs for carers and the whole economy of
a country

»  Aperson in arest home costs ADHB about $ 70 per day, Dementia Day Care about $ 31 a
day

»  All countries have deficits in Dementia Care, but all try to provide a huge variety of services

Dementia Services within ADHB

»  Less than 6 % of people suffering dementia in Auckland City live in a special dementia rest
home (but more than 60% of people living in residential care suffer some form of dementia)

»  There are just enough dementia rest home beds for one third of severe dementia cases, not
to mention the moderate cases

»  The current demand for rest home places for dementia patients is probably considerably
larger than the supply

> But: ADHB had in June and July 2009, 243 contracted dementia beds in rest homes. Just
220 respite. 219 of them have been occupied. Reason for this might be the high client
contribution

»  In August 2009 about 11% (~ 15 beds) of the non-subsidised beds were occupied by
dementia cases

»  About 2 % of all people suffering dementia receive Dementia Day Care, compared with
around 12 % of people with severe dementia in Auckland City

»  The amount of provided Day Care decreased from July 2008 to July 2009

Funding for Dementia Financial Year 2008/09




Monthly Year
Community Services $19,445.83 $ 233,775
Dementia Beds in Rest Homes $ 5,000,619
Dementia Day Care $ 24,150" $ 289,800
Inpatient Care ACH $ 1,336,118
Sum $ 6,859,881
7 Future demand trend
»  To provide for the average percentage of people with dementia a rest home bed (5.47%)
and Dementia Day Care (1.91%) would need the following numbers of beds available for the
number of people to receive Dementia Day Care:
Service / Year 2010 | 2011 | 2012 | 2013 | 2014 | 2015 | 2016 | 2021 | 2026 | 2031
Rest home Beds 220 225 231 237 244 252 259 301 365 444
Day Care 77 78 81 83 85 88 90 105 127 155
For providing
- rest home beds for all severe dementia cases
- Dementia Day Care | (5 hours a day) for half of the moderate dementia cases
- Dementia Day Care Il (10 hours a day) for half of the moderate dementia cases
the following number of beds need to be available with the following number of people to receive
Dementia Day Care
2010 2011 | 2012 | 2013 | 2014 | 2015 | 2016 | 2021 | 2026 | 2031
Rest home Beds 603 617 | 634 |651 |669 |690 |711 |s2a |00 | L%
Day Care | 603 617 |634 | 651 | 669 | 690 | 711 | 824 (1)*00 é’21
Day Care Il 603 617 |634 | 651 | 669 | 690 | 711 | 824 (1)*00 é’21
8 Projected Future Costs of Dementia
Assumptions:
o Costs per day will continue to increase with 1.84% per year
o Costs per month base on a month with 30 days
o All severe cases have a rest home bed
number of costs per costs per day costs per
Year severe cases day all cases month (30days) Costs per year
2010 603 $ 71.61 $ 43,160 $1,294,787.08 $ 15,537,444
2012 634 $ 74.26 $ 47,111 $1,413,324.29 $ 16,959,891
2014 669 $ 77.01 $ 51,534 $1,546,013.87 $ 18,552,166
2016 711 $ 79.86 $ 56,767 $1,703,012.81 $ 20,436,153
2021 824 $ 81.33 $ 67,015 $2,010,458.45 $ 24,125,501
2026 1000 $ 82.82 $ 82,822 $2,484,667.85 $ 29,816,014
2031 1216 $ 84.34 $ 102,561 $3,076,821.95 $ 36,921,863
» It can be seen that dementia Bed Days (stay in rest homes) are more expensive than the
alternative where people stay at home at least over night

! Assumption: Average Jul-08 and Jul-09 costs apply for every month




»  The costs of Bed Days increase faster than the costs for Day Care, Carer Support and
Home-based Support

»  From an economic point of view it makes sense to expand Dementia Day Care and
introduce a specific Home-based Support for people with dementia and reduce the number
of Dementia Bed Days.

»  The numbers in this section are not exactly applicable for New Zealand or Auckland City,
but they give an idea about the huge economic impact of this disease

»  These studies do not include the negative health effects of dementia caregivers, which
shouldn’t be underestimated (e.g. depression, exhaustion)

Examples of International Good Practice
Respecting freedom of movement (Norway)

Staff at a Norwegian residential home developed a procedure designed to respect individual
freedom of movement whilst at the same time taking measures to promote safety. People with
dementia with sufficient capacity can, with the head of the unit, sign a written agreement which
outlines the conditions for going out alone. Then, whenever they go out, they tell staff when they
will be back. If they are not back by the agreed time, steps are taken to find them (calling, looking
for them, contact relatives, contact police).

Respecting individuality and different rhythms of life (France, Germany)

Offer of individualised, tailored activities at night which take into account people’s wishes and
different rhythms of life e.g. baking a cake with a former baker. This is reported to have resulted in
calmer nights with less anxiety and a reduction in the use of sleeping tablets.

Social contact and holidays for people with dementia and carers (Luxembourg, Germany)

The supervision service is available under the long-term care insurance in these countries, which
also provides a means to break the isolation of people with dementia, who live alone and monitor
their general well-being and needs. Long-term care insurance in Luxembourg covers excursions
and social activities.

Alzheimer’s Cafes (Netherlands)

This idea has already been set up in several European countries. It is an informal meeting place,
where dementia people and carers can get together, socialise, exchange experiences, learn how
to cope with the disease better and benefit from support and advice from professionals. It is kind
of a ‘protected environment’ where they can relax without fear of criticism.

Outing for couples (France)

An Alzheimer’s Association organise days out for couples where one partner has dementia. Once
a month, a day care facility with a professional carer is made available for them. Meals are
provided and a trip to a nearby town is organised. This enables the couple to get out of the house,
socialise and share their experiences, but it also serves as a very gradual introduction to day
care.

Keeping a friendly watch on elderly people (Malta)

The idea is to motivate neighbours to keep a friendly and regular watch on the elderly person.
Some neighbours provide actual assistance whereas others simply alert the relevant authorities to
the possible need for service. Furthermore, specially trained persons delivering ‘meals on wheels’
inquire whether the person needs anything and keep an eye on the environment. They report
anything unusual to the service organisers.

Whilst the privacy of the users must be protected, this may help detect abuse, neglect or simply
the need for additional services.

Alternative living arrangements (Germany)
Living communities are being set up for people suffering dementia. It involves 6 to 8 people




sharing an apartment or house. Each person has their own room and shares common facilities. If
support and service are needed, they can be provided in the form of home care whereby certain
needs (cleaning, prepared food) can be pooled but individual needs are nevertheless also met.
There is no permanent live-in carer, but round the clock care can be coordinated if needed.
Carers are expected to play an active role in the daily lives of the inhabitants as the community
living is considered to be the actual home of the inhabitants and not as residential care.

10 Consultation

Through consultation with our families and providers, we understand that the wants and needs of

these groups are the following:

» Investment in training to attract professionals to this domain

»  Examination and promotion of relief for carers

»  Increased respect for the rights and dignity of demented people through the purchase and
provision of services which maintain dementia patients’ autonomy and safety

»  Increased social support which takes into account the wishes, individuality and usual daily
routine of the person with dementia and the possible need for care at any time of the day or
night

»  Access for carers to affordable respite during the day and for varying periods of time

»  Bring the problems of dementia into focus and increase helpfulness, donations and the
number of volunteers

»  Dementia patients and carers should have access to counselling, psychological support and
training for daily activities

» Increased flexibility in the provision of short or long-term residential care should be
encouraged in order to respect autonomy and changing needs; maximise independent living

»  Rehabilitative approach on a multidisciplinary basis in collaboration with patients and carers
should be provided

»  Social contact, exercise and mental stimulation to help maintain the existing capacity should
be recognised and appropriate support provided

»  Day and night care in centres

»  Semi-residential and alternative forms of residential care should be developed which
maximise the potential of independent living

»  General information service to direct and assist patients and carers and ‘Dementia contact
person’ in every community

11 Recommendations and strategies for ADHB

Timely diagnosis

» ADHB has to make sure that the diagnosis is made as early as possible

» GPs need to be trained to recognise dementia and to tell the person that he or she is
suffering from dementia

Immediate Information

>

>

>

After the diagnosis the affected person and family have to get general information about the
disease itself and how they can get help and support

Best solution is to instruct GP to transfer them immediately to an appropriate facility, e.g.
Alzheimer Auckland Inc.

Moreover the family has to get prepared for the new situation. If possible the family has to
get involved in care and to receive special training

Improve the situation of families/carers in order to increase the willingness and




possibilities to care for a dementia patient at home
»  Improve psychological support for carers
»  Exchange with other persons concerned e.g. ‘Alzheimer’s Café’, ‘Outing for couples’

»  Improve situation regarding long-term and short-term respite care e.g. ‘respite care in the
home’

»  Compensate carers for their services
Make sure that only severe dementia cases are in rest homes

»  Dementia patients should not end up in general hospitals; this is inappropriate and very
expensive

»  Physical burden on carers is usually high because of the enormous impairment of the
patient’s cognitive functions

Individuality and freedom of people with dementia has to be taken into account

»  Not only has this a positive affect on their well-being, but also it makes the situation for the
carer easier, e.g. “Respecting individuality and different rhythms of life” — approach

Patients stay at home as long as possible and strengthen alternative living-arrangements
e.g. community living

»  People don't lose social contact and decline if cognitive abilities slow down

»  This decreases need for expensive residential care




Introduce atight network of care

»  Dementia people and their carers need different amounts of help and care depending on the severity of the course of their disease

»  ADHB should introduce a tight network with many different levels of care so that everyone get as much help as necessary

Stage of Dementia

Form of Care

Comments

At the very start

Keeping a friendly
watch on elderly
people” —approach

Might be helpful to detect the disease and to provide enough support at home for the onset

of the disease

Once a day someone passes by and looks after the elderly person

Mild

(carer available)

Increasing home help

Increasing Day Care

Package 1

Home help once a day for 30
minutes

Day Care twice a week for 2
hours

Package 2

Home help twice a day for
30 minutes

Day Care three times a week
for 3 hours

Package 3

Home help twice a day for
45 minutes

Day Care three times a week
for 5 hours

Moderate

(carer available)

Home help
Day Care

Package 1

Home help twice a day for 60 minutes

Day Care 5 days a week for 8 hours

Package 2

Home help twice a day for 60 minutes

Day Care 7 days a week for 8 hours

Alternative:
Mild and Moderate
(no carer available)

Alternative living
arrangements

Community living, 6-8 persons

Mild form of dementia: Three times a day a carer is available for 60 minutes

Moderate: see chapter VII, c: examples of alternative living arrangements

Severe / end-state-
dementia

Rest home

Sever dementia cases need rest home accommodation
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Date Wednesday 17 March 2010
To Community and Public Health Advisory Committee
From Denis Jury
Chief Planning and Funding Officer
Greenlane Clinical Centre
Phone: 8071
Email: denisj@adhb.govt.nz
Author Dr. Mazin Ghafel
Public Health Physician
MBChB, DPH, MSc (CDC), FAFPHM, FNZCPHM
Public Health Medicine Analyst
MazinG@adhb.govt.nz | (09) 630 9943 ext 26584 (021) 924027
Functional Group Planning and Funding
Subject ADHB Needs Analysis Update and Cost Demographic Relationships
1 Purpose
1. Note the changes in structure of the population that will impact on the provision of health
services for ADHB population.
2. Note the age range of people who have hospital stays.
3. Note the contribution hospital services make in the last year of someone’s life whatever
their age.
2 Recommendations
It is recommended that
1. That the information is used for planning purposes both in the provider arm as well as
ADHB planning and funding team
2. That further work should be undertaken across metro-Auckland to supplement population
projections with information about the implications and actions that may need to be taken.
3 Description of Solution (Option)
Currently the data is being presented. There is already considerable information about the ADHB
population and how they use health services but these projections are presented to inform future
planning. No solutions are being proposed at present.
4 Background
The select committee has requested that we provide information as to how we will manage in a
constrained environment and with the impact of an ageing demographic. We are presenting this
data to the Board in the first instance to provide an insight into the situation with current data.
5 Budget Implications
There is likely to be an impact on budgets of an increasing elderly population. The severity and
complexity of the health problems are increasing as people age. The number of long term
conditions for example that people have increases proportionately with age. The type of
conditions will also affect the management of hospital care e.g. dementia.
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Regional / National Implications

The changing demographics will affect all DHBs and it would be worthwhile to collate any work
currently undertaken and decide as to what further work is required to ensure we plan for the
demographic change appropriately.

Appendices
- ADHB Needs Analysis Update
- Cost Demographic Relationships
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Date 17 March 2010
To Auckland District Health Board
From Denis Jury, Chief Planning and Funding Officer
Level 8, Building 13, Greenlane Clinical Centre
Phone: 630 9943 ext 8071
Email: denisj@adhb.govt.nz
Author Julie Helean Ext 4390 jhelean@adhb.govt.nz
Functional Group Planning and Funding Functional Group
Subject 2010-2013 Statement of Intent
1 Purpose
To present the draft Statement of Intent
2 Recommendations
DAP DSP Budget
That Committee members give their attention to the document and
note areas where changes may be required
That the Committee approve that the Statement of Intent, following
any changes arising at this meeting
That final sign off be delegated to the Board Chair and to Denis Jury
(in his role as acting CEQ) with the document presented to the
Ministry of Health for their review on 18 March
3 Statement of Intent
The Statement of Intent is due with the Ministry of Health on 19" March. A draft of the document is
presented for consideration and discussion. This will be distributed under a separate cover on Monday 15
March. Changes recommended and agreed at the CPHAC meeting will be made prior to the submission to
the Ministry of Health.
The Statement of Intent is derived from the District Annual Plan, is shorter and orientated to a very specific
audience i.e. Office of the Auditor General and Members of Parliament. It is not intended as a primary
document for the public and as such makes reference to other DHB material without elaborating. The key
component of the Statement of Intent is the Statement of Service Performance which tries to encapsulate in
a few cornerstone target measures what the Auckland DHB will achieve over the three year period from
2010 to 2013.
4 Appendices available on request
The Statement of Intent is being circulated to Committee members under a separate cover on Monday 15
March.
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CONFIRM

9.1 Action Points for next CPHAC Meeting

9.2 CPHAC Feedback to Board
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11.1 Contract Review Tood



APPENDIX 11.2

CONTRACT REVIEW TOOL
Review of contracts for efficiency and effectiveness
Instructions to Planning and Funding Mangers

Task Outcome Due
Date
Identify all contracts - prioritise for those expiring end June 2010 — use spreadsheet of contracts to assist: All contracts Done
http://spreadsheets.google.com/ccc?key=0AmgEBavKPpdLdFhFbOIPREJIRGO3SWERJV XctTzdrbmc&hl=en | identified
PB and TOC discuss process and tool with Advisory Group (Toni Ashton (Health Economist), Raina Elley DJ, PB and TOC | Done
(GP and Senior Lecturer in General Practice), Sue Wells (Epidemiologist / Public Health Physician), John finalise process
Paerau (Tihi Ora MaPQ)) and tool
Portfolio Managers assess all contracts expiring end June 2010 in their portfolio — complete Template and Template and 12
Score Sheet Score sheets March
completed and
submitted to
Assessment
Group
Assessment Group (Denis, Celia) reviews scores and recommendations and discusses with Portfolio Manger | Assessment 19
and CD of affected service area Group arrive at March
recommendations
Denis and Celia discuss recommendations with the Advisory Group Advisory Week
Group’s views of 22
sought on March
application of
tool and

recommendations
for change



http://spreadsheets.google.com/ccc?key=0AmqEBavKPpdLdFhFb0lPREJlRG03WERJVXctTzdrbmc&hl=en

MOH Account Manager informed about draft cut. Advice taken as to whether Minister needs to be informed | Prepare paper for | 26

and/or Public Consultation is required April meeting of | March
CPHAC, MHAC,
PHAC, DSAC

If full public consultation is not required recommended changes taken to Committees Committees’ 21

If full public consultation is required take draft consultation material to Committees recommendations | April
made to CF&PO

If full public consultation is required notify public of consultation Late

If full public consultation is not required notify providers of changes April

Repeat cycle for contracts coming expiring after 30 June, etc.




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.

Answer each of the subtopic areas unless not appropriate to the service, in which case
state 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?

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 it align to the Minister’s health targets?

Does it support any of Our Health 2020 objectives?




2. Impacts of potential service and / or contract change

Any critical impact on the population serviced if this contract is terminated?

Any impacts on other programmes / services / DHBs / providers if this service is terminated?

3. 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)? Include any references.

Is there a demonstrated scientific / medical justification for the service? Include any references.

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

4. Resources value for money

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

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?

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 Auckland
City?

6. 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 reduced health status or disability 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).

7. Equity

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

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)

8. Feasibility

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

9  Acceptability

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

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

10. Risks

What are the possible short, medium or long term risks (consider unintended consequences,
impacts on other services)?

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

Are there other significant issues for consideration regarding this service?




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

Service assessed

Agreement number

Agreement 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. Impacts of potential service and / or contract change

Comments

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

Comments

4. Resources/value for money

Comments

5. Population impact / impact




Comments

6. Whanau ora

Comments

7. Equity

Comments

8. Feasibility

Comments

9. Acceptability
Comments

10. Risks

Comments

11. Any other considerations? (not scored)

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

Final recommendations and comments to the P&F team and
CP&FO
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21,361 more people with drinking problem
3,663 'more sedentary people

17,672 more obese people

42,092 more overweight people

3,860 more with high blood pressure
10,300 more with high cholesterol

76,815 extra primary care visits

6,500 extra people with asthma

14,500 more smokers
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Hospital case weight (CW) and bed day
(BD) is used as a proxy for cost estimation

Ministry of Health population forecast is
used for this analysis, 2008

All'haspital inpatient services is included in
this analysis.
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Age standardised CW utilisation in ADHB is not increasing, the
population is

There were no major changes in age specific hospital ‘CW’
utilisations per discharge

There were no major changes in the age specific hospital ‘Bed
Days’ utilisation per discharge

The expected growth in ADHB population ‘Year 2008’ vs. ‘Year
2016", Is 13%. However, the expected growth in hospital utilisation
is 17.5%

Seventy five percent of expected growth that in hospital utilisation,
could be explained by the simple increase in ADHB population
number. Only 25% of the growth is attributable to an aging
population

The maximum ‘CW’ utilisation at the ‘Year before death’
occurred mainly in the younger age groups. However, in
groups over 30 years of age, utilisation rates plateau

It is clear, when comparing those who died and those
who didn’t die, utilisation ‘CW’ gap diminished with age
People consume nearly eight times ‘CW’ in the ‘Last

year".of their lives compared to the previous five years of
life.

If we know which year of our life is the ‘Last
What can we do about it?
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