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Where next for primary health organisations in 
New Zealand? 

Judith Smith and Jacqueline Cumming (March 200) 
 

This paper sets out a synthesis of five reports commissioned by District 
Health Boards New Zealand and the Ministry of Health as part of their 
‘change in primary care’ project within the Joint Work Programme on 
Primary Health Care Strategy (PHCS) implementation.  The synthesis 
focuses on the next stage of development for primary health 
organisations (PHOs) in New Zealand, what needs to change, and how 
the effectiveness of PHOs might be assessed. 
 
The report takes as its starting point evidence that implementation of the 
PHCS has been more successful in relation to reducing the cost of 
access to care and increasing utilisation of primary care services, whilst 
struggling to bring about desired changes in terms of extending primary 
care service provision at the practice level and enabling better integration 
of a diverse range of primary and community health services accessed 
by consumers.   
 
What needs to change? 
Based on review of the five reports and the identification of key issues 
confronting PHOs as they seek to undertake the next phase of PHCS 
implementation, the following have been identified as priorities for action: 
1. There is a need for work at both national and local level to specify the 
remit of PHOs, and in particular what they are expected to achieve, and 
how this is distinguished from the role and expectations of DHBs. 
2. A careful exploration is required of the incentives and levers that would 
enable PHOs to better integrate primary and community health service 
provision at the patient level. 
3. Policy makers should work with the health sector to scope devolved 
models of flexible and integrated primary care funding that can be tested 
out in local settings, within an appropriate framework of accountability 
and governance.   
4. Work is needed at a national and local level to reframe the relationship 
between government and general practice and to further develop clinical 
engagement and leadership within PHOs. 

5. In order to better co-ordinate care at a patient level, integrated patient management IT 
systems are required, along with an exploration of new ways of investing in primary and 
community health care facilities. 
6. There is a need for more extensive and co-ordinated development of management and 
leadership in primary care, and across primary/secondary care, at both regional and national 
levels. 
This report is on the MoH website:  http://www.mog.govt.nz go to publications then list by date. 
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PRIMARY MENTAL HEALTH By Vicki Hiha             
 
What is primary mental health?   
Primary mental health care  is the component of primary health care that addresses a person’s 
and their family/whänau’s psychological distress and illness. Whänau ora is the basis of early or 
minimal interventions that support an environment for empowerment and wellness. Pumau ki te 
Oranga, Ngati Porou Hauora, is a primary mental health service, that caters for the 17% of the 
mild-moderate mental conditions. Pumau ki te Oranga, means committed to a persons wellbeing. 
 
Whether it be depression, anxiety/panic attacks, substance abuse issues, grief, life stressors., 
mental health can be affected by multiple factors: physical, emotional, social and spiritual.  
These factors vary over time depending on the amount of pressure or emotional difficulties 
people are experiencing. When mental health is affected this can lead to changes in emotional 
needs, behaviours, communication and thinking.  
 
Until recently, GPs and practice nurses have provided between 50% and 75% of all mental 
health care without dedicated funding, time or resources (Rodenburg, Dowell & James, 2009). 
Latest statistics out now show that 1 in 5 people suffer from depression, and 8% of our young 
people also suffer from depression.  Depression is more than a low mood; it can be a serious 
illness.  An episode of depression is serious if it lasts more than two weeks.  Depression can 
affect people’s day-to-day living and their quality of life, and if left without support can lead to a 
serious illness (newzealand.govt.nz).  Research shows that in any one year around 20 percent of 
the community will have a mental health problem.  Not all these people will seek help; nor do 
they probably need to.  However, in the event that they do seek help, most people will seek help 
from a primary health care practitioner, because mental health and physical health are 
inextricably linked. 
 
The concept that general practices are first-line services providing mental health care, Pumau ki 
te Oranga is aiding in the integration, working within communities and providing additional 
services that are needed. There are now opportunities to become even more effective in this 
work, as part of ‘usual’ care and as part of extended roles that come with increased support for 
primary mental health care and the advent of new options. Pumau ki te Oranga is accountable 
for achieving improved health outcomes for their enrolled population, improving the first contact 
outcomes for users through the development of holistic tools, better community provider 
connections and effective follow-up. A variety of follow-up methods that best fit with the lifestyle 
of the person, for example, follow-up could include telephone consultation, email interactions and 
text messaging. Building relationships is a key component of delivering primary mental health 
services to the Mäori, Pacific and other high needs communities. 

 
In New Zealand, the MaGPIe study of attendees at primary health care practices concluded that 
about a third of all people who consulted a GP in the previous 12 months had a diagnosable 
mental health problem (MaGPIe Research Group 2003).  Of these: 

�  13 percent had an anxiety disorder 
�  7 percent had a depressive disorder 
�  3 percent a substance use disorder. 

In about half these patients, the disorder was current within the past month.  The GPs 
themselves estimated that about half of their patients had experienced psychological problems, 
and that the mental health problems were moderate to severe in about 10 percent of those. 
Although a body of prior research has suggested that GPs ‘miss’ half the psychological problems 
present in their patients, the MaGPIe study found that, in New Zealand, this was only a problem 
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among patients who had little recent contact with their GP. Promotion and prevention of mental 
health issues can help break existing cycles that lead to poor mental wellbeing and mental 
illness. Promotion and prevention can: 

�  raise family, whänau and community awareness and acceptance of mental health issues 
�  increase the mental wellbeing of the whole community 
�  assist in the early detection and treatment of mental health problems 
�  reduce the prevalence of mental health issues in enrolled populations 
�  assist in the recovery of individuals who have experienced a mental health problem 

(Ministry of Health, 2004). 
“All services working with people who have early warning signs of a mental illness need to 
practice early intervention strategies aimed not only at preventing or limiting relapses but also at 
reducing or preventing the development of high support needs or disability. Whilst some of these 
services have a time limit on their use (for example 12 months), ideally they should be available 
to people for as long as they require an intensive level of input in order to prevent illness 
episodes, maintain a full life in the community and prevent disability (Turner, 2002). That is 
primary mental Health care. 
 
REFERENCES 
Ministry of Health. (2004). Primary Health Organisations:  Service development  
        toolkit for mental health services in primary health care. Retrieved on  
        August 19th, 2009, from www.moh.org.nz 
Rodenburg, H, Dowell, T, & James, K. (2009). Primary mental health care:     
        Service delivery and the impact on the workforce. Journal of Primary Health  
        care, 2(1), p. 94. 
Turner, M. (2002). Evaluation of early intervention in psychosis service in New Zealand: what 
works? Health Research Council: Auckland. 
 

TDH Library News                                          
Tairawhiti District Health’s Library has recently added the following journal titles to its journal 
contents service. The lists of articles in each new issue will be e-mailed to all community 
contacts, or residential homes, depending on the subject. 
 
British Journal of Community Nursing 
Journal of Community Nursing 
Journal of Wound Care 
Nursing & Residential Care 
Primary Health Care 
 
If you are currently receiving journal contents from the Library by e-mail and don’t wish to receive 
them, please let the Librarian know (contact details below). 
If you aren’t receiving journal contents and are interested, please let the Librarian know. If you 
don’t have good e-mail access, the contents lists, then required articles, could be posted to you. 
 
Contact: Patricia Sheehan, Clinical Librarian, Tairawhiti District Health, Private Bag 7001, 
Gisborne 4040 
Tel: 06 869 0500 ext 8228, E-mail: clinical.library@tdh.org.nz 
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Principles for Primary Health Care 
College of Nurses, Aotearoa ( NZ )  Inc     
November 2 nd 2009 
 
1. Preventive care  
evidenced by: 

�  People's increased ownership of health rather than simply attending for illness attention.   
�  Greatly increased focus on holistic and systematic assessment as a basis for any 

engagement with health service. 
 
2. Social justice focus  
evidenced by:  

�  A commitment to ensuring that the most vulnerable and isolated people have equal 
opportunity to be healthy and can access services of choice. 

 
3. People centered care  
evidenced by: 

�  A working with rather than doing to approach  including  increased access and  choice of 
provider, flexibility of appointments and  increased email contact.   

�  The provision of compassionate and culturally appropriate services to acute and long 
term clients.     

 
4.  Seamlessness  
evidenced by: 

�  Shared IT services and improved communication between providers. 
�  A nurse care coordinator for people with long term conditions.  
�  Continuity between primary, secondary, tertiary services  (including residential care ). 

 
5.  Responsive funding models 
 evidenced by: 

�  Funding which genuinely follows and supports people centered care, rather than provider 
centric models. 

�  Funding which traverses bricks and mortar and professional boundaries. 
 
6.  Professional sustainability   
evidenced by:  

�  Nurses (and nurse practitioners), doctors and allied health staff who use their maximum 
potential for every health encounter.  

�  The presence of support staff to assist appropriately. 
 
 
For more information check out their website: http: //www.nurse.org.nz  
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December funny                                               

The perfect example of why men should not be allowed to take messages. Check out this 
message that was left on the door of the refrigerator. 

�

�

Remember: If you would like to put an article in th e newsletter (could be an 
abstract of an assignment you have completed), adve rtise a new service, have a 
nurse start or leave you organisation, or have a co mment please email Heather 
Robertson: Heather.Robertson@tdh.org.nz  
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Evidence based best practice – what does this mean 
 
Can evidence improve nursing practice? By Lisa Dobbs (2008) 
 
“Evidenced Based Practice is aimed at providing safe, effective and cost-appropriate health care. 
The utilisation of in Evidenced Based Practice nursing has proved to be valuable not only for 
patients and nurses, but also for other health professionals and the wider community”. 
Evidenced Based Practice entails the findings of evidence and involves defining problems as 
well as evaluating research. 
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Nurses come across the health burden that tobacco use has on our community, in their daily 
work.  Throughout the various work settings, from infant care through to palliative care, nurses 
witness the impact of exposure to tobacco smoke on people’s health.  Therefore nurses are in an 
ideal position to make a difference in smoking cessation and to improve the health of their 
patients. Most people who smoke want to quit and many can be helped with advice and support 
from health care professionals.  Nurses are the largest health care workforce and are involved in 
nearly all levels of health care.  A metanalysis of clinical trials has found that advice and support 
from nursing staff can increase people's success in quitting smoking, especially in a hospital 
setting1. 
 
The challenge is to incorporate smoking behaviour monitoring and smoking cessation 
interventions as part of standard nursing practice so that all patients are asked about their 
tobacco use and those who smoke are given advice to quit along with reinforcement and follow-
up. Registered nurses provide “…interventions that require substantial scientific and professional 
knowledge and skills. This occurs in a range of settings in partnership with individuals, families, 
wh� nau and communities. The New Zealand Smoking Cessation Guidelines (2007) refer to the 
‘ABC’ – an aidé memoire for evidence-based clinical practice.  ‘A’ is for asking all people if they 
smoke; ‘B’ is for giving brief advice to stop smoking; and ‘C’ is for cessation support, which 
should be offered to all people who smoke. 
 
The role of nurses in the ‘ABC’ 
Nursing practice should incorporate the ‘A’ in all patient contacts and follow up with the ‘B’ and 
‘C’, or referral to ‘C’, for all patients who smoke. The chance of someone quitting smoking 
roughly doubles  with the use of nicotine replacement therapy.  Other pharmacotherapies (eg, 
varenicline, bupropion and nortriptyline) and behavioural support are also effective in helping 
someone to quit. Although nurses may not be in the position to provide ongoing behavioural 
support for patients making a quit attempt, the provision of nicotine replacement therapy through 
the quit card scheme and referral for ongoing support sits easily within practice. 

 
Providing people with access to fully subsidised NR T 
Nurses are able to provide people who smoke access to fully subsidized NRT (currently nicotine 
patches, gum and lozenge).  The Government funded Quit Card Scheme provides registered 
Health Care Practitioners (HCP) without prescribing rights with the ability to offer subsidized NRT 
to anyone who smokes.  The Quit Card is essentially a voucher provided by a HCP who is 
registered as a Quit Card Provider. The Quit Card is redeemed, for a co-payment of $3, at a 
pharmacy.  The pharmacist shares the responsibility for supplying the NRT.  
 
The easiest way to register as a Quit Card provider is to complete the online e-learning tool - 
Smoking Cessation ABC, https://smokingcessationabc.org.nz/  which provides the basics of 
ABC, and on completion, HCPs can register on-line to become Quit Card providers.  The tool 
takes between 30 and 40 minutes to complete.  DHB Smokefree Teams are also delivering ABC 
training across their health care workforces and are able to include Quit Card training for their 
registered HCPs into training sessions. 

                                                
�
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Nurses who are Quit Card providers are able to provide access to NRT not only to their 
individual patients, but also to others who smoke including parents, caregivers, and wh� nau.  
Nurses have a duty of care to encourage and support wh� nau to be smokefree. M� ori 
experience a greater health burden from tobacco exposure than the rest of the population. The 
Wh� nau Ora approach recognises the central role wh� nau have in achieving maximum health 
and wellbeing.  Nurses can increase effectiveness of practice and optimise patient outcomes by 
including wh� nau in the process.  This can be practically demonstrated through the provision of 
NRT through the use of the Quit Card scheme. 
 
Children exposed to tobacco smoke are at risk, both in terms of the health consequences of 
tobacco smoke such as respiratory tract conditions as well as the modelling and normalisation of 
smoking tobacco.  Parental smoking is a key risk factor for children and young people initiating 
smoking2.   Supporting parents to be smokefree through the provision of Quit Cards and referring 
them to cessation support are key actions nurses can do to protect a child from tobacco harm 
and promote a healthier lifestyle within the family. Patients / clients and their family / wh� nau 
need encouragement and support to make positive changes towards becoming smokefree.  
Nurses play a pivotal role in making this happen. 
 
����������  
2008 New Zealand Tobacco Use Survey Quitting Results . Wellington:MoH. 
Rice VH, Stead LF. Nursing interventions for smoking cessation.  
Cochrane Database of Systematic Reviews 2007, Issue 4. Art. No.: CD001188. DOI:  
10.1002/14651858.CD001188.pub3 
Nursing Council of New Zealand Competencies for registered nurses December 2008 p4 
Wellington www.nursingcouncil.org,nz 
Stead LF, Perera R, Bullen C, Mant D, Lancaster T. Nicotine replacement therapy for 
smokingcessation.  
Cochrane Database Syst Rev 2008(1):CD000146. 
Ministry of Health. 2008 New Zealand Tobacco Use Survey 2008. Wellington: MoH    
 Rice VH, Stead LF. Nursing interventions for smoking cessation.  
Cochrane Database of Systematic Reviews 2007, Issue 4. Art. No.: CD001188. DOI: 
10.1002/14651858.CD001188.pub3 
National Year 10 ASH Snapshot Survey 2008. 
 

Liverpool Care Pathway                            
 
To date 74 people have attended the Liverpool Care Pathway  (LCP) workshops. The 
LCP is multi-professional document which provides an evidence-based framework for 
end-of-life care.  If you would like to attend a workshop, there will be one held in 
December: 

 

Venue: MAB Board Room (2 nd floor old Maternity) Gisborne Hospital  
When:  Thursday 10 th December 2009  
Time:   1.pm - 3.pm  
Registrations to :       Heather Robertson (LCP Coordinator) 
        Phone:  06 8690570 Ext  8599  
        E-mail: Heather.Robertson@tdh.org.nn                                               
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Christmas food safety                                     

Take extra care to keep food safe at Christmas 
There are a number of factors that increase the risk of foodborne illness at Christmas 
time. People tend to buy large quantities of food in advance of the holidays in preparation for 
their celebrations. We also tend to cook larger quantities of foods over Christmas, for family 
gatherings. Storing leftover food after Christmas can lend itself to an increase in bacteria that 
cause foodborne illness, if it's not done properly. Summer is also a particularly hazardous 
time with food preparation often moving from the kitchen to the outdoors, for BBQs and picnics. 
Bacteria multiply faster on food in moist, warm conditions. 
 
Preparing Christmas dinner 
Buying 

�  If you are buying fresh meat, like a fresh turkey, buy it as close to Christmas as possible, 
and store it in your fridge straight away.  

�  If you are buying frozen meat, put it in the freezer without delay to ensure it stays frozen. 
   
Storing 

�  Use a fridge thermometer to check that your fridge is at the right temperature (between 1 
and 4 degrees Celsius).  Overloading your fridge prevents the cold air from circulating 
properly.  

�  Store raw meats at the bottom of the fridge so that their juices don't drip onto other foods. 
 

Defrosting 
�  Defrost meat thoroughly in the fridge, allowing at least 24 hours for every 4-5 lbs (2-2.5 

kg) of weight.  
�  Store any fully defrosted meat in the fridge, if you aren't going to use it straight away. 
 

Cooking 
No matter what you are preparing for Christmas dinner you should make sure that any meat is 
cooked thoroughly.  

�  Use a food thermometer to check that the internal temperature has reached 75 degrees 
Celsius. At the very least ensure there is no pink meat left and that the juices run clear, 
not pink. If you are cooking stuffing, the safest way to cook it is outside the meat/bird. If 
you prefer to cook it inside you should prepare it just before cooking, and stuff just the 
neck region not the whole cavity.  

�  Be careful not to overstuff the bird, and allow extra time for cooking. Take the extra 
weight of the stuffing into account when calculating the cooking time for your meat. 

 
Leftovers 

�  Take leftover meat off the bone, cut into small pieces, and store in a covered shallow dish 
and refrigerate within two hours of serving. Once refrigerated it should be eaten within 
three days.  

�  Make sure re-heated food is steaming hot all the way through before eating.  
�  Store any leftover gravy in the fridge, eat within two days and reheat until it starts to boil. 

������������ �
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Tairawhiti District Health 

 

Nursing & Midwifery Forum 
Date:      Wednesday, 16 December 2009 
 
Time:     1130hrs Coffee - 1145hrs Presentation sta rts 
 
Venue:   Conference Room (Gisborne Hospital) 
     
Topic:    ALL YOU WANTED TO KNOW ABOUT NURSING REGULATIONS 
Guest Speaker: CAROLYN REED (Chief Executive Nursing Council of New Zealand)  
 
For enquiries and catering purposes please RSVP:  
To: Jenny Simson; Phone 869 0500 ext 8558 or email jenny.simson@tdh.org.nz  
 

 
 

Please note – there will be no newsletter for Janua ry due to the Christmas/New 
Year holidays 

 
 
 

 
 

 


