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Population Health Through 
3 PHOs

Management Services To 
Primary Care

Primary Care Provider

Support For Organised 
General Practice

High Needs
• 59,424 Maori
• 72,894 Pacific
• 49,459 Other

Enrolled Population

670,987

(50% of Aucklanders)

General Practices
• 580 GPs
• 450 Practice Nurses

Other Contractors
• Pharmacy
• Radiology
• Allied Health Prof.

ProCare at a Glance



Two Critical Relationships

The success of ProCare depends on the loyalty of our 

practices, which in turn depends on the value we 

contribute to those practices

The success of general practice depends (mostly) on the 

relationship they have with their patients – our job is to add 

value to that relationship



60% of ProCare‟s staff provide patient care coordinated 

through practices & 15% directly support practices. 





Changes for practice teams through 

the development of PHOs

Mixed Capitation / Fee for Service Funding:

 (ability to set co-payments)

“Services to Improve Access” Funding (SIA)

“Very Low Cost Access” scheme

Patient Enrolment – provides a population 

„denominator” - NHI

 Increasing Workforce diversification





OUR FIRST CHRONIC CARE MANAGEMENT

PROGRAMME : COPD

Why COPD?

9% per annum increase in acute medical 
admissions to Hospital was limiting ability 
to provide Elective Services.

Willing Secondary Care Partners

Significant volume of patients (Est. > 2,000 

per annum



OBJECTIVES OF COPD

Improve health outcomes for patients

Reduce acute burden on hospitals

Create a „sustainable‟ and „scalable‟ 
primary care based solution

(Not exactly rocket science…)



COMPONENTS OF OUR COPD CHRONIC

DISEASE MANAGEMENT PROGRAMME

Case 

Management 

in General 

Practice

Smoking 

Cessation 

Programme

COPD 

Management 

Guideline

Spirometry in 

General 

Practice

Pulmonary 

Rehabilitation 

Courses

Patient Held 

Wellness Plan

“Magic” Patient 

Support Group

Specialist Nurse 

Support

Free GP Visits

Green 

Prescription 

Exercise 

Programme

Pneumococcal 

Vaccination



COPD RESULTS
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Statistically Significant 

improvements (p<0.05) 

seen in: 
- FEV 1 (Actual & % Predicted)
- CRQ Mastery and Fatigue 

Dimensions
- Mean Respiratory Bed Days

Trends to Improvement seen 

in:
- Shuttle Walk Distance
- All Cause Hospital Bed Days
- CRQ Emotional Function 

Dimension

A chronic disease management programme can reduce days in hospital for patients with COPD  
Rea H, McAuley S, Stewart A, Didsbury P, Lamont C, Roseman P. Internal Medicine Journal 2004; 34: 608-614

RCT of Case Management by General Practice in Moderate to Severe COPD



PROJECTS TO PROGRAMMES TO SYSTEMS IN

CHRONIC CARE

COPD Project (150 Pts)

Heart Care Project (500 Pts)

FAMA

CVD CCM

Diabetes Project (2,500 Pts)

CHF Project (150 Pts)

High Needs CVD

1997 2002 2003 2004 2005 2006 2007 20081998 1999 2000 2001 2009

Depression CCM



PROJECTS TO PROGRAMMES TO SYSTEMS IN

CHRONIC CARE

Diabetes Annual Review Programme (8,000 Pts)

Chronic Disease 
Management 

Programme (5,500 Pts)

Generic Case 
Management 
Programme 
(25,000 Pts)

Continuous 

Care System 

(Est. > 40,000 

Pts) COPD Project (150 Pts)

Heart Care Project (500 Pts)

FAMA

CVD CCM

Diabetes Project (2,500 

Pts)

CHF Project (150 Pts)

High Needs CVD

1997 2002 2003 2004 2005 2006 2007 20081998 1999 2000 2001 2009

Depression CCM



Care Plus

Palliative Care

Diabetes Get Checked

FAMA

U25

Community Health Coordinators

CCM Diabetes

CCM Boost

CCM CVD
PPS

Post Natal Depression

Engage

Choose 2 B Free

CCM Depression

Back2Action

Beta Blocker Initiation

Insulin Initiation

Compliance packaging

Spirometry

Medication reviews

POACECG

PnuemoVax

Minor Surgery

Echocardiography

CVD Screening

Cervical Screening

Breast Screening

Self Management

Home visits

MeNZB

Diabetes Incentives

Electronic Clinical Decision Support

Peer review CCM CHF

CCM COPD





Systems of 

Care







CC Online Demonstration

ProCare Online Demo 85.html


Cardiovascular Risk using Electronic 

Clinical Decision Support (Predict®)
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Will a web-based cardiovascular disease (CVD) risk assessment programme increase the assessment of CVD risk factors 
for Maori?   Whittaker R, Bramley D, Wells S, Stewart A, Selak V, Furness S, Rafter N, Roseman P, Jackson R. NZMJ 2006; 119

Before & After Audit of GP EMR for Evidence of CVD Risk Assessment

Results: 
- 4 to 5 fold increase in CVD 

Risk Assessment  in first 
year after Predict® installed

- Similar or greater increases 
for „High Needs‟ patients

Predict ® Version 2 : 
- Released Jan 2007 
- Higher screening rates
- Population reporting tools 

incorporated



Consiousness test

What does SIA mean?

a)‟Services to Improve Access‟?

b)‟Senile Irate Australians‟?

Under the capitation model do General 
Practices retain the right to charge co-
payments?

a)Yes

b)no



Which tool would you use to find out what 

services/programmes the patient in front of you 
may need:

A)Continuous Care On-Line?

B) Patient Dashboard?

Who owns the IP for pavlova?

A) Australia

B)NZ
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History of “SIA” Funding in 

ProCare Network Manukau 

(the South Auckland PHO)
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What did we need to achieve ?

Live within our needs

Allow practices to decide which 

services/programmes were most important to them

 Incorporate better decision support – eligibility based 

on:

Demographics

Clinical need

Previous service utilisation or 

Resource availability

Make resource allocation decisions nearer to the 

patient



PROEXTRA 2.0 SOLUTION - LAUNCHPAD

Real-time business 

rules validation

Virtual budget 

allocation

Real-time budget 

monitoring

Real-time  clinical 

eligibility criiteria



PROEXTRA 2.0 SOLUTION – SERVICE PAGE

Online service 

provision contract

Preapproved 

voucher request



PROEXTRA 2.0 SOLUTION – VOUCHER

List of service providers 

via external data source

Preapproved 

voucher



Did it work?
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Future Developments for 

ProExtra Demand Management

Manage resources beyond SIA funding e.g.

Care Plus places

Elective Services Capacity

After Hours Eligibility

 Integrate with Continuous Care Online and 

Patient Dashboard



Innovations Currently in 

Development

Population Health Database

Revised (Online) Patient Dashboard

 Telehealth Home and Surgery solutions

Consumer Health Portal

Primary Care Referral Management System



Who said the following quote:

„NZ is a country of inveterate, backwoods, 
thickheaded egotistic philistines‟:

A)John Lennon

B) Vladimir Lenin 



Which of the following is regarded as 
appropriate etiquette when dining out in New 

Zealand?

A)When decanting wine from the box, tilt the 

paper cup and pour slowly so as not to bruise 
the wine

B)If drinking from the bottle, hold it with only 
one hand





Patient Self Management

Flinders – Practice Based

Stanford Group Model

Patient Held Wellness Plans

Patient Support Groups

Lifestyle Coordinators

Community Development

Community Health Coordinators



Lifestyle Coordinators

• To improve community health & wellbeing by building  

„grass roots‟ capacity and capability.

• Community people contracted out with Trusts.

• Increase levels of physical activity & improve nutrition of 
members of the setting/community.

• Strengthen skills & knowledge and facilitate action.



Marae whanau participate in needs  

Assessments with Kaiwhakahaere 

420 needs assessments completed

Needs Assessments Outcomes ensures programs are 

targeted to marae needs

Not just a circular but a living breathing document

5 target areas, GP Services, Levels of Physical Activity, 

Knowledge of Nutritious Foods, The Marae Environment 

and Barriers to being active and eating healthy kai

Huakina Development Trust







Community Health Coordinators





Tania Rerekura

 Female 

 48yrs old

 Māori  

 No Contact with practice for 15 

months

 Did not respond to three letters for 

recall re cervical smear screening. 



Referred to Community 

Health Worker 



Assisted to Attend  

Practice



Tania Sees The General 

Practice Team



Patient Dashboard :

A Population Health Tool 

 Dashboard  flags that a 

CVD screen  is indicated 

(Māori  female older than 

45)

 Tania has a blood test and 

is found to have Type 2 

Diabetes Mellitus

 She is recalled  for further 

assessment and care



Assessment and 

management 

recommendations 

are assisted by 

Predict



Tania  has a 

very high 

CVD risk



Predict generates

Patient specific

Advice

.



Consults Nurse  For Self-

Management  Education
 Condition explained –

Tania sees how she 

can  modify her risk 

using “Heart 

Forecast” tool

 Self management  

programme initiated

 Enrolled on Care Plus

 Referred to Modified 

Green Prescription



Modified Green Prescription



Predict 

Recommends

Polypharmacy



Pharmacotherapy

Clendon Medical Centre

 Rx Aspirin 100mg 

Sig:1 od

 Rx Metformin 500

Sig: 2 bd

 Rx Simvastatin 40mg 

Sig: I nocte

 RxCilazapril 2.5mg

Sig: 1 Mane

 Rx Compliance 

Packaging 3 months
P B Didsbury

“Adherence to long 

term therapy for 

chronic illness in 

developed countries 

averages 50%”

Adherence to Long-Term 

Therapies: Evidence for Action: 

World Health Organisation 2003









At The Pharmacy

 Pharmacist dispenses Rx 

in blister packs

 Educates regarding 

medicines

 Notifies General 

practice if patient is late 

in picking up  repeats



2 months later -problems at large:

 Tania‟s step daughter resents her relationship 

with her partner

 Tania‟s job at the carpet mill is under threat

 Tania scores 25 on Kessler score, she is referred to 

ProCare Psychological Services







Kessler 10 Outcomes
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Key Take-Outs

 Whole patient not the disease 

condition

 Central role of CHCs

 Multiple treatments co-

ordinated by GP through range 

of community providers

 Snapshot of a small fraction of 

the programmes available to 

ProCare GPs to provide care

Programmes Used

 Community Health Workers

 Health Promotion commissioned 

exercise programme - GRx

 Predict

 Care Plus

 Medicine compliance packaging

 ProCare Psychological Services 

In Summary



Critical Success Factors 

Understanding „population health‟ i.e. 

what is your denominator?

Engagement of primary care teams 

Aligning incentives

Flexible use of workforce

Extending the reach of primary care into 
the community


