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This Document describes to whom Golden Bay Community Health Centre provides services, 
and how and where these will be delivered.  

The Service Description is developed on evidence based practice, quality improvement, 
organisational strategy, and integration within and across the health sector. 

It is acknowledged that further work will take place on the development and refinement of 
Service Delivery and the clinical models of care within this delivery system.  Some newer 
clinical sub-streams have been introduced to the model, and decisions surrounding 
previously planned services are still under negotiation.   

We, the Clinical Leadership Group, sign off on this Document subject to completion of the 
following work: 

 

 

1. The outcome of the Safe Staffing review being undertaken to inform the future integrated 
staffing model. (Note that CLG has agreed to be bound by the outcome of this Staffing 
Review) 

 

2. Understanding the breakdown of the revenue to determine the scope and range of 
services that will be covered.  

 

3. The finalisation of the model of service delivery for the following: Maternity, Mental Health, 
Palliative Care, Immunisation and Well Child, Allied Health, IT. 
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1. Background  

1.1 Introduction  

Currently, health and aged care services in Golden Bay and Collingwood are 
delivered by a wide range of providers.  It was the intention of a group of visionary 
planners to create an Integrated Health Service for people principally living in the 
Golden Bay area, although the services will also provide care for visitors.  

Work on this Initiative thus far has been overseen by the Golden Bay Interim 
Management Group (IMG). The IMG is committed to the integration of the services 
provided by the Golden Bay Community Hospital, the Joan Whiting Memorial Trust 
Rest Home and the Golden Bay Medical Centre, into a community owned and Nelson 
Bays Primary Health (NBPH) operated, integrated, extended primary care service on 
the existing Hospital campus. 

This work has been undertaken by a large number of people who have, between 
them, invested an extraordinary number of hours working to bring this vision towards 
realisation. 

Throughout this current Service Description document, reference is made to the 
Service Description (Model of Care) Golden Bay Inte grated Health Centre , May 
2009, v0.2; and to the Project Implementation Plan, 26 October 2010.  

 

1.1.1 Definition of a Service Description 

Service Descriptions of health care encompass components of:  

�  population characteristics including demography, socio-economic determinant 
and health status; 

�  health system financing, economics, regulation and organisation;  

�  health service facilities, workforce and services;  

�  healthcare quality, access and monitoring, evaluation and research; and  

�  health service management and professional training and development. 

   Professor Martin McKee (2007) 

This current document tables the present and future service provision.  It does not 
attempt to describe the full service delivery model, but rather explains the way the 
clinical work will be delivered in the future. This includes what, where, when and by 
whom.   

To assist the reader to understand the full implications of this change, summary 
details of the current system are included. 

A further and separate document can be accessed which explains the Operational 
Model which will support the provision of clinical services.  
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1.1.2 Context  

The Service provision that is being developed for future implementation fits within a 
System that delivers care to people living in or visiting the Tasman Region.  It 
specifies care that is delivered by primary and secondary health professionals for 
personal health, disability and aged care sectors. The System can be illustrated as 
follows: 

Figure 1: Context of Current Service Delivery  
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1.1.3 Demographics 

Golden Bay Medical Centre statistics indicate that there are currently (as at March 
2011) 5022 people enrolled in this Practice which is located in Takaka. Medical 
Centre statistics are believed to provide the most accurate population data available 
in between census years. 

There are disparities across the Region with people spread across the whole 
continuum of high to low decile rated social circumstances. 

Table 1: Age Gender Summary for Golden Bay Medical Centre Enrolments  

Gender Age Group 

 00-04 05-14 15-24 25-44 45-64 65+ Total 

Female 138 308 218 609 827 386 2,486 

Male 148 357 260 517 848 409 2,536 

Total 286 665 478 1,123 1,675 795 5,022 

Source:  Golden Bay Medical Centre, March 2011 

For the Tasman Region, the number of births was projected to decrease by 50 per 
annum between 2010 and 2030 whilst the number of deaths is projected to increase 
by 190 during the same time, as demonstrated in the following table.  

Table 2: Births and Deaths Projections for Tasman R egion 

 Births Deaths 

 Historical1 Projected3 Historical2 Projected4 

1991 500  220  

1995 510  290  

2000 570  280  

2005 520  310  

2010  540  320 

2015  500  360 

2020  490  400 

2025  490  450 

2030  490  510 

Source:  Quikstats – Golden Bay: 2006 Census Result s 

1 Births to mothers resident in Tasman by year of registration 
2 Deaths of people resident in Tasman District by year of registration 
3 Annual average of projected occurrences for 5 year period. Medium series of the subnational 
population projections, 2006 (base) – 2031, released February 2010. 
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Table 3: Estimated and Projected Population – Tasma n District  

 Estimated Resident 
Population 1  

Projected Population 2  

 Estimated Low3 Series Medium Series High Series 

2007 46,100    

2008 46,500    

2009 46,800    

2011  46,700 47,900 49,100 

2016  47,100 49,600 52,200 

2021  47,000 51,100 55,200 

2026  46,600 52,300 58,200 

2031  45,800 53,200 60,900 

Source:  Quikstats – Golden Bay: 2006 Census Result s 

1 Sub national population estimates from 30 June 2001 onwards are based on boundaries at 30 June 
2009.   
2 Sub national population projections, 2006 (base) – 2031 update, released February 2010. Projections 
are based on boundaries at 30 June 2009. 

3 Low, Medium and High series – a variant applied by statistics NZ to demonstrate the potential low and 
high swings that could occur in the population. Sometimes authorities e.g. Ministry of Health, are 
instructed which series to base planning on. 

As at early January 2011, the age of Joan Whiting Rest Home residents was as 
follows:  

Table 4: Age Spread – Joan Whiting Residents – Janu ary 2011 

Age Bracket  

95+ years of age 3 

85 – 95 years of age 5 

75 – 85 years of age 8 

 

1.1.4 Future strategy/direction 

Key Objectives of the project are: 

�  To integrate the services provided by Joan Whiting Memorial Trust, the 
Golden Bay Community Hospital and the Golden Bay Medical Centre into an 
integrated multidisciplinary rural primary care service with a strong community 
focus. 

�  To achieve efficiency gains from integration to ensure that services are 
financially viable and that the Golden Bay community can have confidence in 
the future provision of appropriate health services. 

�  To provide a facility which is future-proofed to accommodate the service 
needs of the population of Golden Bay as it grows and changes, noting that 
the population of Golden Bay is aging, with future growth expected to occur in 
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the eastern side of Golden Bay. Planning includes the provision of an 
outreach GP clinic in Collingwood. 

�  To provide a more co-ordinated range of primary and community care 
services in Golden Bay which are patient-centric and accessible. 

�  To optimise the patient experience such that patients receive all necessary 
assessments and/or treatments from health practitioners with the right skills 
and competencies.   

�  To manage transition and integration issues throughout the project to create a 
sustainable business-as-usual environment for the new organisation. 

The project will achieve a number of the Government’s priorities including: 

�  promoting Integrated Family Health Centres that bring together a wider range 
of health services and professionals 

�  shifting DHB services to primary care settings  

�  a strong focus on improving value for money 

�  delivering a key local DHB/PHO initiative for ensuring better sooner more 
convenient primary care services 

Source: Project Implementation Plan, 26 October 2010 

1.1.5 Benefits that will arise from the Integrated Health Service   

�  Wider range of healthcare closer to home or work 

�  Seamless delivery of care at one location 

�  Better GP and practice nurse recruitment and retention* 

�  Better coordination and less duplication of information requests and tests 

�  More convenient hours 

�  Greater focus on prevention 

�  Enable better chronic management including increased patient self-care 

�  Improved collaboration (including after-hours) 

�  More specialisation opportunities 

�  Greater job satisfaction and flexibility 

�  Shared administrative function 

�  Pressure eased on emergency departments 

�  Savings from reducing duplication 

�  Opportunities to develop improved service coverage across all age groups for 
Maori and families on low incomes, e.g., Services Improve Access initiative 

�  *The original focus was on GP and Practice Nurse, however the CLG has 
moved on to believe the benefits will include better whole of health workforce 
recruitment and retention. 

Key features of Integrated Family Health Centres are: 

�  Multi-disciplinary team practices 

�  Coordinated service provision including increased support for chronic care 
management by nurses and allied services 
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�  Provision of some hospital level services i.e. diagnostic and outpatient  

�  Larger than average size of current general practices with some on-site 
laboratory processing, observation beds, surgical facilities, and radiology 

�  Provision of social care according to local community priorities e.g. 
counselling, NASCs, and social and family support with funding from Vote 
Social Development channelled through PHOs 

�  Provision of after-hours care 

The above has been taken from the document titled Project Implementation Plan, 26 
October 2010 

“A major aim of this new centre is to integrate services to ensure that the clients get 
the best possible sustainable and responsive healthcare service. An inter-disciplinary 
Service Description will facilitate the development of a patient-centred service. This 
will enable patients and whanau to collaborate in making clinical decisions about their 
health and wellbeing, and empower them to take on responsibility of aspects of their 
self-care and monitoring.  

Patient-centric care will ensure the flow between the services is co-ordinated and 
efficient, and information flow will follow seamlessly. In addition, when care is centred 
on the patient, the opportunity exists to remove unneeded and unwanted services.”     
(Service Description (Model of Care) Golden Bay Integrated Health Centre, May 
2009, v0.2 ).  

It has been recognised that in addition to the above benefits, there will be an 
enhanced capacity of nursing to impact health outcomes in association with General 
Practitioners in Golden Bay. 
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2. Current Service Delivery 

2.1 Service Relationships 

Services are currently delivered from a large number of physical locations, and by a 
number of different organisations, some of which manage more than one service 
stream.  The relationships between them are illustrated below. Overlapped modules 
represent some degree of integration or shared management of staff. 

Figure 2: Current Services Provided 
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2.2 Service Volumes 

Service delivery volumes for the three principle providers are tabled below, covering 
the years 2007 – 2010.  This data is for Business Years (July to June). The table has 
yet to be completed. 

Table 5: Service Volumes 2007 – 2010 

Service Actual 07/08 Actual 08/09 Actual 09/10 Actual 10/11   

YTD to Jan 2011 

Continuing Care  2019 2263 1916 1282 days 

Palliative Care 83 122 46 107 days 

Medical Care    367 days 

Respite Care    39 days 

Birthing 15 20 15 4 births 

AN Appts 528 546 559 269 

PN Appts 347 428 371 219 

Maternity bed days 851 41 43 13 days 

Primary Care GP 
Consultations Takaka 

   Average p.a. 

12480 

Primary Care GP 
Consultations 
Collingwood 

   Average p.a. 

1248 

Practice Nurse 
consultations Takaka 

   Average p.a. 

7020 

Practice Nurse 
consultations 
Collingwood 

   Average p.a. 

780 

District Nursing Service 4013 3908 3841 2108 

Public Health Nursing 
Service  

   TBA 

Residential Aged Care 
Nights 

5263 5626 5931 Target is 6205 

Physiotherapy contacts   1318 1413 1529 274 individuals 
460 group attendances 

Occupational Therapy    13 home visits 

After Hours Consultations 
GP at GB 

   Average p.a. 

2080 

Source: Providers at January - February 2011 
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A number of Non Government Organisations are delivering Maori Health services in 
the region, and although not strictly party to the three main organisation integration 
model, nevertheless this service delivery should be recorded because of their scope 
and the overall intention to co-ordinate overall patient care. 

The following table has been supplied by Nelson Marlborough DHB.  Members of the 
Clinical Leadership Group are reviewing the information contained therein to 
understand gaps in current service delivery for people expected to benefit from these 
contracts.  

Table 6: Maori Health service contracts (as at 2010 /2011 Business Year)  

 

Provider Service Name Description Service Cover 

Te Awhina Marae 
Health and Social 
Service 

 

Maori Health 
Services 

Maori community health services. Funding 
includes a community health worker, health 
inequalities. 

They also have Maori mental health services. 
But, these are contracted separately. 

Motueka/ Takaka (or 
districts) 

Te Amo Health 

 

Disease State 
Mgmt 

Nurse-led service to patients with Diabetes/ 
Cardiovascular Disease and Asthma 

Clinics are held at Onetahua Marae at least 
once a week or as the demand requires. 

Motueka/ Takaka (or 
districts) 

Inequalities/ 
Maori community 
worker 

Health inequalities fund to support clients in 
need of GP care or to access Pharmacies 

Motueka/ Takaka (or 
districts) 

Te Hauora O Ngati 
Rarua 

 

Hauora Tane District wide programme that support men’s 
health and associated programme. 

Wairau/ 
Motueka/Takaka (or 
districts) 

Whakatu Marae 
Health & Social 
Services 

Partner providers – 
Te Amo Health and 
Te Hauora O Ngati 
Rarua. 

Whanau ora 
Palliative Care 

District wide programme that support whanau 
who have members needing palliative care. 

 

Wairau/ 
Motueka/Takaka (or 
districts) 

Source:  Director, Maori Health and Whanau Ora, Nel son Marlborough DHB 
 

2.3 Service Access  

Members of the public (local and visitors to the region) access services in a number of 
different ways.   

Some services require referral from a health provider – others are open to self 
referral. There are a range of pathways which are currently used with inconsistencies 
which are not always understood by users and providers.  

There are gaps in access to some services and varying waiting times. 

Some services are only provided in Nelson or may be delivered on a hub-and-spoke 
model from Nelson to Golden Bay as outpatient service delivery.  
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2.4 Current Issues 

A number of issues have been tabled during the course of development of this 
document.  This list is not exhaustive but represents the most significant issues 
currently of concern to the authors of this document. 

�  Fragmentation has been identified as an issue generic to many health delivery 
systems.  Care has tended to be organised around the needs of the system at the 
expense of the patient. In Golden Bay, services, governance and coverage are 
fragmented. 

�  The Joan Whiting Rest Home has not been financially viable for some time. A long 
term solution is required so that appropriate care for residents can be provided in 
a purpose designed and local environment. 

�  Recruitment and retention of health professionals is of concern. 

�  The Medical Centre is no longer fit for purpose and needs replacing. 

�  Maternity services are not sustainable in their present form. 

�  The level of clinical complexity in patients living at home is increasing due to the 
growing prevalence of co-morbidities and the aging of the population. 

�  Demand for support services, including staff, in the home is inadequate. 

�  Expectations regarding type of service available are increasing due to greater 
accessibility of information. 

�  Gaps in service provision include: social work, speech language therapy, alcohol 
and drug services, counselling for children, pain management, and whanau ora 
services. 

�  Low visit rate by specialist Clinicians from Nelson (with the exception of Psychiatry 
and Geriatrics). 

�  First and follow-up appointments requiring a trip to Nelson do not always 
represent patient-centric care. 

�  Barriers to health service access, particularly by people with financial and health 
disparities and those for whom location is a disadvantage. 
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3. Future Service Vision and Principles 
 

3.1 Vision 

The principle goal of the new Integrated Community Health Service is to provide 
shared and integrated services.  

Elements within the system are illustrated below followed by service-specific 
principles.  

Figure 3: Shared and Integrated Services  
�

�

�����

 

Source:  Service Description (Model of Care) GB Int egrated Health Centre May, 2009 v0.2 
with the addition of NASC to the diagram in 2011 

3.2 Overarching Principles 

Figure 4: Patient-Centric Model  
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�  Optimised patient care – an efficient single patient-centric, interdisciplinary 
team delivering a range of services 

�  Shared electronic information system delivering an enhanced service 

�  Improved staff communication 

�  Educational opportunities for staff, patients and their families/whanau 
including continued education regarding Whanau Ora and Maori Health 
Principles 

�  Single governance structure with a quality clinical focus 

�  Shared and enhanced benefit from visiting specialist services 

�  Improved liaison with NGO health agencies and DHB support services 

�  Clinically appropriate service for people in Golden Bay which is financially 
viable for key stakeholders. 

�  Shared use of facility features such as reception, clinical and non clinical 
support spaces and shared use of equipment as appropriate 

�  Single management function  

�  Enhanced staff safety and security 

3.3 Service-Specific Principles 

(Refer to Figure 3 above)  

�  Nursing cover across 24/7 zones to enable clinical management of people in 
the most appropriate setting 

�  Proactive management and consistency around assessment and treatment 
planning e.g. using established evidence based clinically appropriate 
pathways 

�  Sharing of emergency/acute assessment and management between 
Registered Nurses with an expanded scope of practice and skills across the 
care continuum 

�  Streamlined admission and review of hospital patients, including interface 
between St John, Nurses and GPs 

�  Interdisciplinary approach delivering an improved and more co-ordinated 
standard of care 

�  Information flow between all clinical practitioners e.g. Lead Maternity 
Carer/GP: Nurse/Allied Health 

�  Shared use of key zones, support rooms and equipment 

�  Availability of some areas for use by the wider community e.g. activities room 
by NGOs, disease support groups 

�  Joint consultations where clinically appropriate 

�  Local delivery or pre and post operative assessments and consultations 
where possible 

�  Flexibility across GP managed beds to facilitate maximum access for respite 
and palliative care services 

�  Co-ordinated access for assessment and interventions required by/referred 
from other providers e.g. ACC, Palliative care, Support Works (NASC) 
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3.4 Quality Measures 

The following list indicates some of the standards that will be used to measure quality 
of services provided.  Further work will be done in the Service Delivery Operations 
Manual in this regard.  

3.4.1 Occupational Health and Safety 

Health and Safety in Employment Act (fire wardens, fire plan) 

3.4.2 Clinical Indicators 

PHO Performance Programmes 

Cornerstone Indicators RNZCGPs 

3.4.3 Management Outcomes 

Financial Measures (contracted, capitation) 

3.4.4 Nursing Sensitive Indicators 

NQF 

3.4.5 Medical Sensitive Indicators 

3.4.6 Patient Satisfaction 

Cornerstone 

3.4.7 Rest Home Standards 

Health and Disability Sector Standards 

3.4.8 Primary Practice (Cornerstone) 

NZCGPs Aiming for Excellence 

3.4.9 Palliative Care Standards 

3.4.10 Relevant Maori Health Standards  

(i.e. He Oranga Best Practice Guidelines, He Taura Tieka and others) 
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3.5 Staff Support 

�  Shared and improved staff facilities such as staff lounge, change room, and 
storage of personal items 

�  Opportunity for skills needs assessment evaluation and the formation/review 
of a professional development plan 

�  Opportunity for further professional development and subsequent expansion 
of clinical tasks and responsibilities across disciplines 

�  Staff model which facilitates staff release time to take up training 
opportunities 

�  Staff model which facilitates reflective practice and enhanced clinical 
outcomes in a safe working environment 

�  Reduction in staff frustration caused by not having a clear picture about what 
services other health professionals are providing 



Golden Bay Community Health Centre Peddle Thorp 

1201 GB ICHC Service Delivery MOC v6 .doc P a g e  | 19 

4. Future Service Description  

4.1 Flow Charts for Patient Care 

Flow charts of a range of clinical pathways delivered by the Integrated Team can be 
found in Appendix 1. 

These are not exhaustive, but represent many of the most common scenarios that 
could be experienced during the course of a normal week.  

They illustrate a number of key clinical management principles and benefits as noted 
below.   

4.2 Services included 

Services that will be delivered 24 hours/7 days per week include:  

�  Rest Home level aged care residential services 

�  Hospital level care residential services 

�  Inpatient services for all ages requiring post-operative including slow stream 
rehabilitation 

�  Acute and short term inpatient care, including Palliative and Respite Care 
managed by Primary Health including GPs and other members of the 
multidisciplinary team 

�  Birthing and Postnatal care 

�  PRIME and On Call acute GP and Nursing out of hours. 

�  Complex Nursing management in the home eg: PIC lines, COPD. 

�  Mental Health crisis response. 

Services that will be delivered less than 24 hours/7 days per week include: 

�  Ambulatory consultations with Primary and Secondary Care multidisciplinary 
care health professionals including GPs, Registered Nurses, Midwives, 
Physio and Occupational Therapists, Mental Health workers 

�  Home and school visits by Registered Nurses 

�  Minor surgical and medical day procedures, wound care 

�  Assistance with visiting Surgical Bus Services – pre op care, recovery, scrub 
nurse, circulating nurse as per negotiated arrangements with funder    

�  Acute and emergency stabilisation, treatment and onwards referral 

�  Rehabilitation and treatment by Physio and Occupational Therapists 

�  Retrievals and transport services by St John. 
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4.3 Services Excluded 

�  Invasive procedures requiring General Anaesthetic or advanced surgical 
skills except for those delivered from the Surgical Bus 

�  Secondary antenatal, birthing and postnatal care except in emergency 
situations. 

�  Residents who require a secure living environment 

�  Paediatric admissions 

�  Acute mental health 

4.4 Delivery Volumes  

Volumes of service delivery that are expected to be delivered have yet to be agreed. 
Once determined they will be incorporated into the service delivery management 
documentation and reviewed as part of the quality management process.  

It is anticipated that in the first and second years of operation, services will be 
delivered in a modified way with a major review of volumes, demand and staffing to 
be undertaken by the leadership team and other key stakeholders.   

4.5 Description of each service stream 

4.5.1 Rest Home level residential services 

24 hour care delivered by Health Care Assistants (HCA) supervised by a Registered 
(RN) or Enrolled Nurse (EN).  A care plan is developed by the RN. 

Cares include assistance with Activities of Daily Living (ADL)– showering, personal 
cares, basic clinical cares, meal time assistance, mobility assistance, medication 
management. Assistance may be given regarding communication, hospitality for 
guests, laundry. 

Residents are accommodated in their own individual rooms with ensuites and receive 
varying levels of supervision.  If unwell, additional monitoring and clinical 
management as arranged. 

4.5.2 Hospital level residential care services 

An environment where a HCA and EN may provide basic level nursing care. Care 
plan is developed by the RN.  

Cares are as above but may be more intensive or frequent and require more care 
hours.  

Residents are accommodated in their own individual room which may have an 
ensuite or access to a shared bathroom.  

4.5.3 Inpatient services for adults over 15 years r equiring post-operative care 
including slow stream rehabilitation 

An environment where a HCA and EN may provide basic level nursing care. Care 
plan is developed by the RN.  

Post-operative and slow stream rehabilitation patients will receive services similar to 
the above but may require additional input from Allied Health team members and 
greater frequency of nursing cares. 
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Group sessions may be offered to ambulatory or residential clients with the aim of 
maintaining mobility, well being and potentially reducing length of stay or requirement 
for other forms of treatment. 

Discharge planning, home assessment and fit-for-home assessments will be 
provided either at the centre or in the home as appropriate by allied health 
professionals.  

 

4.5.4 Acute short term inpatient care managed by Pr imary Health including 
GPs and other members of the multidisciplinary team  

An environment where a HCA and EN supervised by an RN may provide basic level 
ADL support. Care plan is developed and implemented by the RN. 

This service offers GP/DN the ability to admit patients for short term observation and 
medical & nursing cares. Patients may be moved to other inpatient beds if longer 
term care is indicated; or transferred to Nelson Hospital as appropriate.  These beds 
may also be used when post surgical (Bus) patients require a greater level of care 
than the anticipated observation period in chairs in the Ambulatory Care area.  

Short Term: 1-3 days 

Medium Term: 4 -10 days 

Long Term: > 10 days 

4.5.5 Birthing and Postnatal care 

Models being practiced in rural New Zealand will be used as a guide to establish an 
effective, sustainable antenatal, birthing and postnatal service for the community in 
Golden Bay. 

4.5.6 PRIME, St John and On Call Acute GP and Nursi ng out of hours 

St John Ambulance and GPs have a strong partnership to which will be added the 
contribution of RNs in the Centre. Options for patients/families will be to transport 
themselves to the Centre, dial 111 for assistance and/or call the Practice for 
assistance.   

4.5.7 Residential and Community Palliative Care 

The current model in partnership with Nelson Region Hospice Trust is an effective 
model for the provision of home, and in some cases, hospital-based Palliative Care 
support. 

Introduction of the Liverpool Care Pathway is expected to occur in the near term 
future once staff have received training in this methodology. 

Incorporation of PALCARE requires further debate. 

4.5.8 Respite Care  

People allocated respite hours will receive this care in an identified/available respite 
care bed. As for Aged Care Residential exclusion, people who require a secure living 
environment will not be eligible for this service. Respite Care for mental health clients 
may be a service offered in the future. 
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4.5.9 Ambulatory consultations and interventions  

This cluster of services includes GP appointments, nurse practitioner or RN/District 
Nursing/Public Health Nurse visits for management of a wide range of acute and 
chronic conditions.  It includes Well Child, and Emergency care and stabilisation, and 
assistance with small procedural interventions and wound care.   

In summer, hours of service for GD and nursing services extend beyond the standard 
winter times and extend through the morning on Saturdays and Sundays as required. 

There may be a need to reprioritise outpatient treatment sessions to enable more 
adequate coverage of inpatient needs. The Risk Assessment Appendix of the 
Service Specification for Specialist Community Allied Health Services will guide 
decisions with regard to any resulting wait list implications. 

Physiotherapy appointments are also offered through Ambulatory services and may 
include treatment by a physiotherapist in an individual room or in the treatment room.  
Group sessions may also be offered to ambulatory or residential clients. This may 
include ACC work as well as assessment and treatment of conditions typically 
referred by GPs and other members of the Integrated Team.  

4.5.10 Minor surgical and medical day procedures 

“Lumps and bumps” surgery and other minor procedures will be completed in the 
procedure room and in the resuscitation room when not in use.  Much of this work will 
be planned, but it is anticipated that unplanned, opportunistic work will also occur so 
as to avoid the need for a patient to revisit the Centre on another occasion.  

4.5.11 Surgical Bus Services 

Approved surgeries will occur in the Surgical Bus parked adjacent to the Acute Beds 
and near the Ambulatory Care zone.  Staff from the Centre will assist as required, 
and will take responsibility for managing patients post-operatively until discharge. 
Much of the observation will occur in chairs in the procedure room, and in the 
resuscitation room when not in use.  Should a patient require more intensive 
monitoring prior to returning home, one of the acute beds will be used for this 
purpose.  

It is expected that with the availability of telemedicine, first specialist and follow up 
appointments could occur at the Centre as applicable, rather than requiring a trip to 
Nelson to visit the surgeon and anaesthetist.  

4.5.12 Home and school visits  

Case Management and school based vaccination services will continue to be 
provided by Public Health Nurses in both Takaka and Collingwood as per the Tier 2 
specifications.  Older children and young people may access RNs at school should 
the school agree to designate a suitable space.   

HVT services will continue to be delivered by the Nelson-based Team. 

District Nurses provide post acute care in the home for a range of community 
specialist services e.g. wound care, continence care. This service also supports the 
provision of community palliative care. The service is provided 8-4.30pm Monday to 
Friday and after hours and on-call by arrangement. 

Post hospital discharge home help is arranged by DN’s, and personal care is 
provided by the DN’s for 4-6 weeks post discharge. This is limited to specialist care 
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for complex conditions, whereas a care assistant may provide personal care for less 
complex patients. 

In-home therapies such as physiotherapy may be an option in the future. Domically 
Occupational Therapy visits are offered to a small number of patients as per the 
relevant community service specification.  

4.5.13 Accident and Emergency Care 

As noted above, St John Ambulance and GPs have a strong partnership to which will 
be added the contribution of RNs in the Centre. Acute care for patients who self-
present will occur in the Emergency Care zone of Ambulatory Care as will the care 
for those patients brought in by ambulance.. 

4.6 Impacts of Future Model 

4.6.1 Service delivery – growth/expansion or exit 

�  Residential and age related hospital level care and other health consumers 
will be able to receive more immediate and appropriate care from medical 
team members 

�  Future growth is likely to include additional rest home residents and those 
requiring hospital level aged care 

�  Greater flexibility across 24hr aged care services. 

�  Some future opportunity may be realised to offer greater quantities of 
Palliative and Respite Days/Nights 

�  Connectivity with telemedicine technology may enable a greater number of 
pre and post operative consultations to occur in Golden Bay 

�  Registered Nurses will be able to more easily cover for one another in certain 
circumstances due to the implementation of training and professional 
development and to the introduction of Standing Orders and new Guidelines  

�  Potential for on-site mental health service delivery including potentially 
overnight respite care in some instances 

�  Mental Health patients are likely to receive better continuity through their GP 

�  A model of delivery for chronic illness management may be developed more 
quickly once enablers have been addressed and in the new integrated 
environment.(e.g. new IT system) 

�  The midwifery model of service delivery will be further reviewed and is likely 
to benefit from integration across the Centre and among staffing 

�  No duplication of ground services and maintenance staff 

�  Point of care testing may be available for some laboratory work, e.g. INR 
testing 

�  Potential for offering Day Care including Day Respite Programmes 

�  Opportunity for greater partnering with St John Ambulance 
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4.7 Integration 

The integration of services can be illustrated as moving from that shown in Figure 5 
below (as noted previously in Figure 2) to that which will be enabled by facility 
design, illustrated in Figure 6. 

Figure 5: Current Service Delivery Relationships 

 

 
The Future Service Components illustration below represents the time at which the 
new Integrated Centre will open.  Beyond that date one would expect to see further 
development as suggested in the Improvement Pathway Document. Changes may 
include greater alignment, for example, with Maori Health providers and Mental 
Health teams. 

Figure 6: Future Service Delivery Components 
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The staffing Integration Model is illustrated below.  This shows a progression over 
time from separate roles for Registered Nurses towards a more generic role whilst at 
the same time maintaining some aspects of more specialised skills. 

Figure 7: Progression Towards Integrated Staffing  
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4.8 Governance 

The proposed Model of Operational Management is illustrated below.  

Figure 8: Proposed Operational Management  

�
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Clinical Governance will follow typical lines of accountability via senior leadership 
sometimes outside the immediate service delivery model. For example, Allied Health 
professionals may receive their professional support from NMDHB under terms 
agreed between eh Service Provider and the DHB. 
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5. Enabling Strategies 
A number of key supporting or enabling strategies will need to be either immediately 
upon commencement of new operations or progressively, be implemented so that the 
anticipated outcomes of full integration can be realised.  These are summarised 
below. 

5.1 Workforce Plan 

5.1.1 Proposed Staffing  

The following illustrates the proposed total number of staffing in each category.  It 
has yet to be confirmed once the formal Safe Staffing Review has been completed. 

Table 7: Current and Proposed Staffing (to be confi rmed) 

Staff Proposed 

GPs 5.0 

Charge Nurse Manager 1.0 

Other Managers 1.0 

RN’s (community, practice, rest home, hospital) 15.25 

Midwives 3.15  

Health Care Assistants 8.0 

Cooks 2.8 

Grounds Maintenance 0.5 

Reception 3.0 

Administration 1.0 

Cleaning 1.5 

Home Aid 0.12 

Physiotherapy 0.4 

Therapy Assistant 0.25 

Activities coordinator 0.6 

Occupational Therapist 0.2 

Radiography Technician 0 

Total 43.77 

 

5.1.2 Professional Development 

A skills needs analysis will identify skills levels of current staff and those who will join 
the Team and gaps in knowledge, and experience and qualification which will need to 
be addressed so that staff are able to competently and confidently perform the duties 
and roles they will be/have been appointed to deliver. 

 

A skills matrix will be developed to assist with this task. 
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5.2 Technology 

5.2.1 Clinical Records 

It has been apparent for some time that the ability to hold a single electronic record 
for patients and residents that can be safely shared by all providers of care in the 
integrated system is essential to the delivery of co-ordinated care. 

Currently several different electronic and paper-based systems are used by 
providers.  

Over time, an electronic system will be identified and progressively rolled out across 
providers.  This system will enable access to clinical data, appointments and referrals 
systems as well as information that can be used to track service delivery, clinical 
outcomes and quality improvements.  

5.2.2 Telecommunication Technologies 

The ability to engage and consult with clinicians from other centres will become 
increasingly important if the goal is to deliver patient-centric care.  Methodologies for 
connecting a patient, local clinician and distant clinician (interventional and 
diagnostic) will become a key focus for the IT specialists who will be working on this 
Project.  

The early supply of fast IT connectivity to the Community Hospital site has been 
tabled and it is anticipated that full advantage of this technology will be taken. 

The use of, for example MyHealth diagnostic kiosks or similar methodologies in 
which people can measure and record their own clinical diagnostic data both at home 
and in centre-based applications is one which could be adopted by the clinicians in 
Golden Bay.  This delivers an aspect of the ‘More Convenient’ component of the 
Primary Healthcare strategy. 

Use of Skype, emails, phone consultations and video consulting are all methods of 
communication between health professionals and clients which will be considered 
over time by the Community Centre Team.  

5.2.3 Clinical Technologies 

Future developments which will allow clinical diagnostic and interventions to be 
delivered in rural centres in a cost-effective manner with available clinical workforce 
will be researched and proposed as part of integrated service delivery.  Anticipated 
changes within the early life of the new facility will be provided for as appropriate.  
One of the design principles will be to develop a facility that has future-proofing and 
sustainability qualities.  Administration technologies such as EFTPOS will be 
included in the strategy. 

5.3 Change and Communication Management  

Identifying change and mitigating risks that will impact on achievement of the goals of 
integration will be the focus of a major stream of work. 

A Change Management Plan which incorporates communication strategies will be 
developed and implemented by key stakeholders and sponsors.    

Assisting residents, their support networks, patients and staff as well as general 
members of the public who are keen to invest in this initiative are key stakeholders 
whose needs will be incorporated into planning. 
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5.4 Project and Risk Management  

The Integrated Management Group will continue to oversee the implementation of 
this Project as representatives of the three major service providers and the 
community of Golden Bay. 

The Project Plan will be regularly updated whilst maintaining its goal of delivering the 
service and facility on time and within budget.  Ensuring that major stakeholders are 
aware of progress and are actively contributing to the achievement of milestones will 
help the wider team deliver the outcomes that have been articulated for many years 
by the initiators and visionaries of this Project. Identifying change and mitigating risks 
that will impact on achievement of the goals of integration will be the focus of a major 
workstream. 
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6. Improvement Pathway Options 
The Integrated Community Health Centre (ICHC) in Golden Bay (GB) will strive to 
achieve the Government initiative of; better, sooner, more convenient health care, 
through an integrated and co-ordinated environment. 

The GB ICHC Model of Care and Service Delivery is based on an efficiency 
approach to support the financial viability and provide value for money to the funders 
and the community. Key to this will be the multi disciplinary approach of the team in 
ensuring co-ordination of care. 

To achieve this, it is recognised that a transition period will be required for the 
changes to be sustained. There will be ongoing monitoring to ensure the proposed 
initiatives in the model are achieved and sustained.  

 

6.1 Initial and immediate initiatives at Roll-Out  

�  a new integrated workforce model including appropriate nursing cover across 
24 hour services; commencement of Primary Health Nursing model as a 
replacement for current dedicated RN workstreams; and commencement of 
initiatives to facilitate RN admitting rights to hospital in applicable cases 

�  a structured learning and development plan to support the ongoing skill 
development of the professional staff who are flexible and multi skilled, 
including those who will be streamed as Primary Health Nurses rather than 
dedicated RNs in ‘siloed’ streams e.g. District Nurse, Public Health Nurse, 
Practice Nurse 

�  co-ordinated care through a new integrated health information system 
supported by information technology infrastructure including integrated 
appointment issuing rights; review of PALCARE for palliative care services 
linked with Nelson Hospice Trust; Manage my Health programme; uptake of 
alternatives to in person face-to-face clinical consultations 

�  Increased focus on prevention through health education. 

�  Wider range of health service closer to home:  
o Minor ops (biopsies) 
o Access to more screening programmes 
o Counselling services and other social support services 
o A greater range of specialist outpatient services – both face-to-face in person 

and through use of IT 
o Enhanced capacity of nursing to impact health outcomes in association with 

GPs  e.g. nurse led chronic health care (VRA programme) 
o Intentional early discharge from Nelson Hospital and potentially private 

hospitals in Nelson 
o Increased postnatal admissions from Nelson aiming at achieving equal to or 

greater than volumes from 2 -3 years ago  

�  Appropriate delivery of care by the right person, for example Well Child check 
by GP only up to and at 6 weeks, with all other appointments by nurse 
(unless specifically indicated by nurse on examination); after hours 
emergency care by centre RNs on duty instead of GPs (as clinically 
appropriate) 
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The services available at the integrated centre will be innovative and resourceful 
when looking into the future regarding the scope and range of services they will 
provide. All services will be provided with a co-ordinated care approach supported by 
new and improved technology and IT systems. 

 

6.2 Improvement Initiatives Post Roll-Out of Integr ated Services  

6.2.1 Allied Health 

�  Increased range of disciplines available for allied health e.g. social work, 
dietitian, speech language therapy from the centre. 

�  More opportunity for home based rehabilitation (outpatient, home, work 
environment) for health of older people, palliative care, neurological 
conditions, post operative rehabilitation. 

�  Growth in falls prevention programmes, mobility maintenance, and services 
to residential care. 

�  Training of carers and assistant-level staff to support mobility plans. 

�  Develop a physical activities programme in partnership with the community 
(Tasman District Council) 

6.2.2 Maternity 

�  Improved access to lactation consultant input. 

�  Increased utilisation of the available services including postnatal inpatient 
care. 

�  Use of Rural Primary Maternity Schemes for Self Employed MW to maintain 
competencies  

6.2.3 Palliative Care 

�  To be the recognised centre of excellence for rural palliative care. 

�  Increased options for the choice of “dying at home”. 

�  Adoption of the Liverpool Care Plan (LCP). 

�  Develop training plans using existing staff as resources. 

�  Introduce “manage my health” programme as an option for chronic disease 
management. 

6.2.4 Hospital Services 

�  Develop a ‘step down’ facility following secondary care treatment to discharge 
home. 

�  Increased day programmes for a range of areas. 

�  Provide some chemotherapy administration. 

�  Provide blood transfusions. 

�  Improved balance of ‘after hours’ and ‘on call’ through cross skilling of staff. 
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�  Provide multi disciplinary assessments on site, and co-ordinate care 
packages with providers. 

6.2.5 Primary and Ambulatory Care 

�  A greater number of nurse led clinics 

�  Develop youth clinic 

�  Increased number of “blended” standing orders for primary and hospital. 

�  Increased “B4 School” trained staff 

�  Improved liaison with community workers “working with families”, NGO’s and 
social services 

�  Expanded knowledge across all Primary Health Nursing workforce to reduce 
reliance on a single person for Well Child care and to provide opportunistic 
care at all appointments 

�  Incorporation of St John Ambulance paramedics into after hours rostered 
cover to support delivery of emergency and acute care requirements (note St 
John will have staff in residence in their unit adjacent to the Centre) 

6.2.6 Mental Health 

�  Increased mental health services in primary care. 

�  Provide option of overnight respite care in certain well defined circumstances. 

�  Greater use of facility options for multidisciplinary and multiagency 
appointments (NGO as well as Integrated Centre and Secondary MH 
clinicians from Nelson) 

6.2.7 Rest Home 

�  Maintain and improve ‘home and independence’ as part of the integrated 
model culture. 

�  Provide continuity of care through staff development plans based on a ‘train 
the trainer’ philosophy. 

�  Switch rooms from Rest Home Level Care to Hospital Level Care over time 
as acuity and clinical complexity increases  (note design of facility has 
anticipated this) 

�  Offer increased access to Respite care residential and day programmes 

6.2.8 General Practitioners 

�  Develop areas of special interest amongst the GP’s 

�  Link with the teaching and academic centre for rural health. 

�  Link with peers via tele and video link. 

�  Provide tele-health and other IT-enabled consultation opportunities for 
patients 

�  Increase use of ‘My Health’ for chronic disease management. 

�  Provide options for GP Training and Rural emersion students. 
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6.2.9 Maori Health 

�  To integrate Maori Health and Whanau Ora as part of the future service 
design for the Golden Bay Community Health Centre. 

�  Potential for increased sharing of/access to rooms for consultations and 
treatment where multiagency input is required and can be delivered on the 
same day for a client (thus reducing multiple home or Marae visits) 

6.2.10 Staff Training and Support 

�  Learning plans for staff will include e.learning programmes, video 
conferencing, and strengthening of internal resources through ‘train the 
trainer’ (TTT) training. 

�  Opportunity for NMDHB and other health providers to be placed in a rural 
setting to supplement their training and understanding of continuity of care 

�  Rural Primary Maternity Services sustainability options for Self Employed 
Midwives rotations/locums 

�  Development of Carer training add-ons e.g. mobility support to supplement 
the work of Physiotherapists and Occupational Therapists; home care 
support to supplement the work of District Nurses/Primary Health Nurses 
operating in the Community 
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7. Appendix 1 – Patient Flow Charts 
 

Patient Flow Diagrams – these are not exhaustive but give an idea of some of the 
most frequently occurring types of scenarios and how care might be delivered in 
these and similar situations. 
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