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It has been a year of turmoil and change for 
Harbour Health and I would like to report 
that our organization has weathered it 
remarkably well and finished the year in a 
very positive position. We began the 
financial year with the moving on of our 
chief executive and ended with the moving 
on of our financial controller. 
 
With the appointment of the new Chief 
Executive in January of this year there was 
the opportunity to develop new and enriched 
relationships between Harbour Health and 
Waitemata DHB senior management, and 
the wider Health sector particularly our 
GAIHN partners and the Ministry of Health.  
 
The political environment has been volatile, 
yet determined and focused in its drive to 
consolidate PHOs throughout New Zealand, 
and develop the Better Sooner More 
Convenient policy through the EOIs and 
Business Cases of which GAIHN is the 
largest. We have been very involved with 
GAIHN since our re-engagement early in 
the New Year, and the first of the projects 
are about to commence. 
 
The year has been one of financial 
consolidation for the organization with the 
loss of several significant contracts early on, 
and then the awarding of more contracts of 
equal if not greater significance ï not only 
with WDHB but also direct with the Ministry, 
ACC and others. 
 
With the future of PHOs uncertain politically, 
but the move to larger more capable 
organizations a very clear political 
development, Harbour Health has spent a 
greater part of this year working toward 
consolidating its gains for the betterment of 
the health of its population and the 
sustainability of its General Practices. 
 
In the coming year there are likely to be only 
two PHOs in the Waitemata district, and 
Harbour Health is playing a significant role 
in developing one of these. Our name may 
change, but the values and principles that 
we hold are supported by all those in the 
new organization, and will continue to 
underpin the creation of new structures and 
relationships that we will be involved in. 
 

We look forward to a year of building on our 
strengths in population health and finding 
additional ways of supporting General 
Practice.  
 
 

 

Kate Baddock 
Chair 

 



Overview 
Chief Executiveõs Report 

Harbour Health Annual Report 20 10  2  

Change and Opportunity 
 

Harbour Health has enjoyed a productive year 
amidst the challenges of PHO consolidation 
and Ministry of Health ñBetter, Sooner, More 
Convenientò Business Case activities. 
 
In January 2010, in the midst of challenging 
times, I took on the CEO role. 
 
In the last few months we have engaged 
constructively with Waitemata District Health 
Board (WDHB) in many ways.  We have 
worked creatively to respond to their PHO re-
configuration process. We have also 
reconnected with the Greater Auckland 
Integrated Health Network (GAIHN) and are 
now a very active part of that Better, Sooner, 
More Convenient business case.   
 
Our vision is for both these initiatives to deliver 
strength to community based providers, 
improved sustainability of general practice and 
real benefits to patients.  We are working hard 
to achieve gains. 
 
The increased emphasis on primary care 
clinical networks is heralding what we must 
continue to work on to ensure it brings positive 
changes.  We expect the DHB and PHO 
organizations will change considerably over 
the next 12-18 months.   
 
As predicted, there has been an environment 
of uncertainty for us but as a primary health 
organisation I believe we have tactically 
positioned ourselves well for these changes.  
We have: 
 

¶ Continued to achieve our PHO health 
targets.  Thanks to our general practices 
for their dedication and effort to achieve 
these great results.  Thanks too, to the 
substantial efforts of our primary care and 
health programme teams; 

¶ Managed our revenues and costs 
effectively despite dramatically shrinking 
contract revenues in significant areas; 

¶ Distributed resources to our providers and 
community as well as possible. We 
operate on comparatively low overheads;  

¶ Continued successful development of 
creative solutions and programmes such 

as ATM, Edge-D, Gerontology Nursing, 
Mental Health programmes ï many of 
which have won awards both locally and 
nationally; 

¶ Regained our position in the regional PHO 
development of primary healthcare 
through GAIHN;  

¶ Renewed our efforts in the areas of 
effective clinical and business 
management competence and capability; 

¶ Continued efforts in our own research and 
in collaborative research. 

 
I consider us to be in a privileged position, having 
demonstrated to many our capability over the last 
few months.  This included building relationships 
with DHBs, PHOs, General Practices, Ministry of 
Health, ACC, Iwi, many communities and 
politicians.  We have had very positive meetings 
with many key politicians and visits at Harbour 
Health from several.  I believe we are seen by 
them as capable, reliable and trustworthy ï a 
ñsafe pair of handsò.   
 
We are looking forward to 2011 where we 
anticipate playing a strong leadership role in the 
development of a larger, more capable PHO in 
the Waitemata district with additional connections 
through Auckland and Counties Manukau.  We 
hope this will bring many benefits to patients, 
health professionals, business owners and our 
own fantastic, highly competent staff.  
 
I would like to thank the shareholders for their 
incredible support.  I would also like to thank the 
Harbour Health Board for their support in 
particular for contributing their strong governance 
and their insightful input from clinical, Iwi and 
community perspectives. To our staff I especially 
want to acknowledge their continued passion and 
commitment to achieve above par results for you 
all.  It is a privilege to serve with you all. 

 

John Ross 
Chief Executive 
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Harbour Health is located in the north 
harbour region of North Shore City, and 
serves a population living in both rural and 
urban locations in North Shore City and 
Rodney District. 
 
We are one of six Primary Health 
Organisations (PHOs) currently in the 
Waitemata District Health Board area, with 
an enrolled population of 140,486

1
 - the 

largest enrolled population for all PHOs in 
this district.  Ethnically the population is 
diverse with the main groups being: 
European, Chinese, Korean, Maori, Indian, 
Pacific Island and Middle Eastern. 
 
The Primary Health Care Strategy (2001) 
charges PHOs to work with local 
communities and enrolled populations by 
organising services around defined 
populations, rather than just responding to 
those individuals who actively seek care. 
 
Taking a community based approach enables 
PHO programmes and services to more 
effectively reflect the needs and priorities 
identified by its enrolled population, ensuring 
that these needs are reflected through the 
provision of equitable and accessible 
services.  Community input into healthcare 
decision-making is vital, and we continue to 
acknowledge the importance of community 
engagement in our service planning.   
 
The North Shore and Rodney communities 
comprise numerous formal and informal 
community groups and networks.  Over the 
past year we have continued linking with the 
community by attending network meetings in 
both communities, linking with a variety of 
organisations including North Shore 
Community Health Voice and Rodney Health 
Link, and meeting individually with 
organisations to discuss health issues. 

 
Community Engagement ï North Shore  
Last year we identified the need to establish 
a health network to strengthen links between 
service groups and ourselves.  We believed 
such a network would be beneficial both for 
the organisation and the community in 
providing a much needed opportunity for a 
two-way sharing of information about health 
issues, also assisting in informing our 
planning. 

                                                 
1
 Harbour Health Population data, April 2010 

Over the past year via a partnership with 
North Shore Community Health Voice we 
provided four quarterly NGO forums on the 
North Shore, which have sought feedback on 
the health issues NGOs and community 
organisations have identified, with a variety of 
speakers covering a wide range of topics 
across both primary and secondary care. 
 
In addition, we continued to be a member of 
a number of Stakeholder groups including the 
North Harbour Physical Activity Strategy 
(NHPAS), Active Families Whanau and 
Pacific Pilot programmes, WDHB Regional 
HEHA Intersectoral Group and Asian sub-
group and the Albany Settling-in Project.  
 
We have continued to link with North Shore 
Settlement Support in presenting quarterly 
overviews of the New Zealand Health System 
to newly arrived migrants.  Migrants attending 
seminars come from many countries 
including South Africa, Czech Republic, 
Philippines, India, Zimbabwe, China, Korea 
and the United Kingdom. 
 
We acknowledge that crucial to the 
development of strategies and programmes 
that will address identified Maori health 
issues is building a strong two-way 
relationship with this community to enable 
identification of specific issues and concerns.  
We have undertaken to do this through on-
going community engagement linked to our 
Maori North Shore Push Play Neighbourhood 
modelled-project activities.  
 
Towards the end of 2009 we appointed a 
Kaiwhakahaere to facilitate this project, and 
to establish and develop relationships with 
our Maori families/whanau.  We are 
committed to the continued development and 
sustainability of linkages and work with our 
Maori community on a long term basis. 
 
Community Engagement ï Rodney  
In Rodney our Healthy Communities 
Coordinator (previously the Push Play 
Neighbourhood Project Coordinator) widened 
the scope of her work.  A major role 
continues to be working with the Warkworth 
and Districts Push Play Collective to promote 
physical activity throughout the Northern 
Region. 
 
The main groups involved with the Collective 
are sports clubs, recreation providers and 
schools, but the group also has links to the 
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Womenôs Centre, local health providers and 
early childhood organizations.  And alongside 
the main focus on physical activity, Harbour 
Health has built links with community events 
traditionally not with such a focus, such as 
the Kowhai Festival; and organization of all 
the childrenôs activities for the Big Day Out 
festival. 
 
New initiatives/partnerships this year have 
been working with Homebuilders promoting 
their community education courses around 
parenting and healthy eating; and 
collaborating with the Waitemata DHB Public 
Health Nurse and the Police to run a day long 
health promotion module at Mahurangi 
College as part of their Year 10 programme; 
and together looking at improvements to 
sexual health services in the area. 
 
Particularly over the past six months the 
Rodney Coordinator has extended links 
across with the wider region and has started 
to attend network meetings in the 
Orewa/Hibiscus Coast communities, 
including Te Rito (Family Violence), the 
Orewa community network and the Rodney 

Youth Network, establishing relationships 
with these groups. 
 
Other key collaborations and linkages have 
been with Harbour Sport (across both 
Rodney and the North Shore); and the 
Rodney District Council, which we hope to 
continue as the new Auckland Council gets 
underway. 
 
We continue to be committed to maintaining 
a strong focus on developing our community 
relationships and strengthening our 
community engagement processes, to 
ensure improved services and outcomes for 
our enrolled population. 
 
 
Janice van Mil 
General Manager Clinical Services 
 
Lorelle George 
Team Leader Health Promotions 
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Clinical Director duties have included 
attendance at WDHB monthly clinical work 
groups: 
 
Palliative care ISG (Interim Steering Group), 
palliative care CGT (Clinical Governance 
Team), RAC (Residential Aged Care), SSOA 
(Specialist Services Older Adults), DHB/PHO 
meetings and a variety of DHB clinical 
meetings. The CD attends two governance 
meetings a month ï the DHB Clinical 
Leaders Forum and the Waitemata PHO 
Clinical Leaders Group.  
 
From December 2009 input to the Ministryôs 
EOI (Expressions of Interest) for primary care 
development was intense and subsequently 
attendance at various GAIHN (Greater 
Auckland Integrated Network) work groups 
assisting in the bringing together of the three 
Auckland DHBs and 10 PHOs resulting in the 
formation of the ALT (Alliance Leadership 
Team) and the CAN (Alliance Clinical 
Network). This was tasked to later develop 
the three Clinical Alliance Teams (CAT) who 
would implement the inequalities work, acute 
demand work and long term conditions work.  
 
The Clinical Director has been involved as 
assisting researcher in a number of research 
projects: with AUT researching interventions 
in primary care (HRC funded) and initiating 
an ethnicity recording project (MoH 
proposal). Male Health has been actively 
supported with several PHO activities and a 
presentation in Wellington hosted by Otago 
University. Improving Male Health is part of 
an ongoing endeavour. 
 
Supporting clinical staff and providing input 
into the many clinical programmes run by 
Harbour Health has been a regular activity 
along with attendance to the weekly SMT 
meetings. The CD was tasked with 
continuing and completing a Health Needs 
Analysis (HNA) initiated by the late Dr Jill 
Calveley. This is a major project and involves 
considerable resources and Clinical Director 
time. 
 
Harbour Health - PHO Based Health Needs 
Analysis  
A PHO HNA differs from a hospital based 
HNA in that the priority areas for analysis are 
selected on two criteria; high clinical 
importance and the capacity of a PHO to 
make change that improves health care. The 

aim of the project is twofold; to improve 
health care for patients residing in North 
Shore and Rodney and to develop the 
methodology and expertise that could be 
applied to a wider Health Needs Analysis for 
other populations in NZ, for example, 
embracing the full Auckland region. Lessons 
learnt will be valuable to other PHOs and 
DHBs in the Greater Auckland Integrated 
Network (GAIHN). 
 
This project involves an in-depth 
demographic analysis of the enrolled 
population and evaluation of the burden of 
illness in the population (section 1). 
Comparisons are made with other WDHB 
PHOs, the full WDHB population and where 
relevant, national data.  
 
To understand how to improve health gain in 
the community and to improve clinical 
services, an exploration of the populationôs 
hospital utilisation with an audit of high users 
has been initiated.  This audit will provide 
feedback to patientsô general practitioners 
who in tern may be able to provide support in 
the community for their vulnerable patients. A 
reduction in the acute demand for hospital 
emergency services will be a bonus.   
 
An investigation of the clinical programmes 
with the integration of primary care data with 
secondary care data is almost complete 
(section 2). Section 3 will include conclusions 
and recommendations and the project will be 
completed early in 2011.  
 
Harbour Health Team/Personnel involved 
with the Programme 
Dr Lannes Johnson: Clinical Director  
Murray Speight: IT Manager 
Dr Peter Sandiford: Public Health Specialist 
Micol Salvetto: Data Analysis  
 
Assistance gratefully provided by: 
Dr Lifeng Zhou: WDHB Epidemiologist 
Dr John Huakau: WDHB Epidemiologist 
 
Key Highlights and Achievements 
Understanding the demographics, patient 
characteristics and clinical burden of disease 
in our enrolled population and being able to 
make comparisons with other populations, is 
both a privilege and a challenge. The HNA 
developed from a primary care perspective, 
will present a view of patient needs that 
complements the comprehensive DHB based 
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health analysis of the specific populations, 
Asian, Maori and Pacific.  
 
Working as Clinical Director with the many 
committed clinical and non-clinical staff in 
Harbour Health and being able to support the 
extensive clinical programmes and research 
projects is also a great privilege.  
 
Future Developments 
There is a realistic opportunity for Harbour 
Health PHO to further develop primary care 
research opportunities. With data and 
statistical analysis skills combined with 
medical and nursing clinical knowledge 

Harbour will extend the development of 
electronic decision support (EDS) tools for 
both practice and population health use. The 
successful current cardiovascular risk 
assessment/management, asthma 
management, and smoking cessation EDS 
tools, are perhaps the beginning.  
 
 
 
 
Dr Lannes Johnson,  
Clinical Director 
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Care Plus is a subsidised programme that general practices can utilise to support patients with the 
management of their health. The patient can expect an initial comprehensive assessment, where 
their health needs are explored in depth. An individual care plan is then developed together with 
the patient that has realistic, achievable health and quality of life-related goals, including regular 
follow-ups. People using Care Plus will receive support in the management of long term health 
conditions, or end of life needs, have a more in depth understanding of their conditions and receive 
support to make healthy lifestyle changes. 
 
Participants in the programme delivery and their roles 
 
Harbour Health Clinical Team - In the support and development of nursing education for long 
term condition management including Asthma, COPD, Diabetes and CVD. The ñInspiring Changeò 
course focuses on health psychology to support nurses in providing a holistic approach to long 
term care management.  
 
CHS Practice Support Team - practice support for enrolling and utilisation of the care plus 
programme to support other programmes such as management of diabetes, CVD and respiratory 
conditions 
 
Key Highlights and Achievements 

¶ Increase in utilisation and enrolment of eligible patients into the programme. 

¶ Increase in nurse led clinics providing care plus consultations, leading to increase in services 
offered within general practices. 

¶ Launch of new and updated EDGE-D CVD/diabetes tool with in-built Care Plus capabilities. 
Together with the GASP and ATM tools, the Care Plus programme is now supported with a 
suite of interactive and comprehensive tools. 

 
Performance Measures Results 
Harbour Health has approximately 6102 patients who are eligible to be enrolled in Care Plus. 
As of June 2010, there are 6465 patients enrolled in the programme. 
All Harbour Health practices offer Care Plus services. 

 
 

Objectives Output Measures Target Results 

To enrol 80% of the 
eligible population 

Care Plus enrolment 
numbers are 
measured from PHO 
register 

80% of eligible 
population 

105% of eligible 
population are 
enrolled. 

 
Future Recommendations 

¶ Continue to support the programme through increased service utilisation. 

¶ Promotion and support of nurse-led clinics. 

¶ Continuing the promotion and uptake of ongoing professional development. 
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The goal of the CVD risk assessment programme is to improve the health of the enrolled 
population within WDHB district through the implementation of the CVD and Diabetes risk 
assessment programme. 
 
Harbour Health Team/Personnel involved with the Programme 
Suzie Andrew & Francey Proctor:   CVD Programme Co-ordinator 
Lynn Randall:       Long Term Conditions Team Leader 
Olwen Shearer:      Dietitian 
Paul Carver:     Health Psychologist 
Marcia Sasano:     Health Psychologist Intern 
Rachael Calverley:    Diabetes Programme Manager 
 
Key Highlights and Achievements 

¶ New updated EDGE-D e-tool developed and installed in practices 

¶ Increase in the use of the EDGE-D  tool by general practices 

¶ All practices participating in screening process 

¶ Support nurse-led clinics available to all practices as needed 

¶ Promote use of Care Plus programme to support patient care with long term conditions 
management 

 

Performance Measures Results 

Objectives Output Measures Target Results 

Harbour Health provides 
weekly, monthly and 
annual data reports to 
WDHB 

Reporting received and 
accepted 

 
To risk assess 31% of 
the eligible population by 
June 2010 

Result exceeded target, 
41% assessed. 

CVD education for 
general practice staff 

Education sessions 
delivered 
 

Provide CVD training 
courses for practice staff 

 
 
2 full day sessions held 
and 4 CVD special 
interest meetings. 
1 full day introduction to 
CVD and Diabetes held 
for both Return to 
Practice Nurses and 
New Nursing Graduates.  
 

Provide patient self 
management education 
for CVD risk 
management. 

Patient and  
support  people 
attendance, 
evaluation data 

Make CVD education 
available to patients  
 

6 weekly 2 x 2hr 
education sessions held 
(am and pm) for patients 
and their support 
persons. Held 14 
sessions with total 64 
patients and 14 support 
people 

Future Developments 

¶ To continue the development of combined support and education for CVD and diabetes for 
general practices and patients. 

¶ Continue to enhance the professional development and best practice within practices affiliated 
with Harbour Health. 

¶ Provide support for the roll out of the new EDGE-D CVD and Diabetes Assessment and 
Management e-tool in general practices. 

¶ Look to promote further collaboration between Harbour Health and WDHB to enhance the care 
of our patients. 
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Waitemata Diabetes Clinical Advisory Group (DCAG) 
Formally known as the Local Diabetes Team (LDT) 
 
This contract is to facilitate and organise:  

¶ The DCAG meetings for the Waitemata district,  

¶ Collect and collate the LDT summary data for the Diabetes Annual Review programme from all 
six PHOs within the WDHB on a quarterly and annual basis, 

¶ Collect data and reports from all the PHOs, secondary services and other team representatives 
i.e. consumers, retinal screening etc, compile the annual report and submit to the WDHB and 
MoH.  

 
Harbour Health Team/Personnel involved with the Programme 
Lynn Randall:  Team Leader Long Term Conditions  
   Co-chair  

Co-ordinates meetings and provides administrative function for the group. 
(approximately 25 team members). 
 

Janice van Mil:  General Manager Clinical Services ï Harbour Health 
   Co-chair 
    
Olwen Shearer:  Dietitian 
   Group member 
 
Rachael Calverlery: Diabetes Programme Manager 
   DSME representative 
 
Key Highlights and Achievements 
The focus of the year has been to work through the issues defined in last yearôs Diabetes Strategic 
Plan.  These are as follows: 

¶ Health Targets ï last year 10,076 annual reviews were completed in the WDHB district by all 
six PHOs.  Of these Harbour Health completed 3,170.  This equated to 31.5% of all 
assessments.  Harbour Health exceeded their set targets for the year. 

¶ Glycaemic Pathways Project ï it was noted the current available guidelines for Type 2 
management were outdated.  A steering group consisting of a project manager from WDHB, 
two diabetologists and a renal physician from secondary care, and Lynn Randall from Harbour 
Health produced the Waitemata Algorithms to Optimise the Medication for patients with 
Diabetes Type 2.  These algorithms were launched district wide and within Harbour Health 
practices in August 2010. 

¶ Reporting ï a template for annual reporting purposes was introduced to improve quality and 
equity in reporting from the various contributors. 

¶ Insulin Start DVD ï a DVD for health professionals was produced in a collaborative project with 
WDHB, Harbour Health and Diabetes Auckland.  The production was sponsored by Novo 
Nordisk and has been distributed locally, nationally and internationally in Australia. The focus 
was to educate health professionals in initiating insulin for Type 2 patients in primary care.  The 
DVD was showcased in an oral presentation by Lynn Randall and Rachael Calverley at the 
annual New Zealand Society for the Study of Diabetes conference in Hamilton and the 
Waitemata Health Excellence Awards. 

¶ Get Checked programme ï Diabetes Auckland together with Harbour Health produced credit 
card sized cards advertising various services available for people with diabetes.  Get Checked 
being the main focus.  These are now being distributed through DSME and the Retinal 
Screening programmes and are well received by patients.  

¶ IDC10 Coding for hospital admissions ï In 2008 new coding criteria was introduced and since 
then a remarkable decline in diabetes coding has been noticed. There has been concern that 
this could influence future funding and planning for diabetes care in the district.  Formal queries 
have been made by the group. Reply pending. 
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¶ Older adults in the community on insulin ï a lack of service provision providing support for 
older adults in the community was noted. Formal queries have been made by the group. Reply 
pending. 

 
The current LDT contract with Harbour Health has not been renewed and will be returning to 
WDHB Funding and Planning on the 31

st
 December 2010. 

 
 
Other work streams 

¶ Waitemata Glycaemic Pathways Project 

¶ Waitemata Clinical Guidelines Project Group 
 

Performance Measures Results 

Objectives Output Measures Target Results 

 
Facilitate and 
organise the WDHB 
DCAG meetings and 
provide quarterly stats 
on the Get Checked 
Programme and 
compile an annual 
report. 

 
Meeting co-ordination. 
 
 
Reporting 
requirements 
 

 
Facilitate and co-
ordinate 6 meetings 
for the year. 
 
Quarterly stats and 
annual written reports 
collected and collated 
from all 6 PHOs, 
secondary services 
and other associated 
participants within 
WDHB. 

 
A total of 7 meetings 
were held. 
 
Four quarterly reports 
and one annual report 
submitted to WDHB 
and MoH. 
 
 

 
 
Future Developments 

¶ Active member of the Waitemata Diabetes Guidelines Project to formulate an agreed set of 
guidelines appropriate for the Waitemata region and to implement the guidelines across the 
district. 

¶ Work towards the development of a web based Long Term Condition assessment and 
management tool to assist general practice in the management of LTC. 
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Diabetes Self Management Education for Patients 
This three week course is available for clients who have been diagnosed with Type 2 diabetes.  
The aim of the course is to improve the clients understanding of their condition, to empower and 
enable self-management. 
 
The topics covered include pathophysiology, relevance of exercise, food groups, food labelling, 
virtual supermarket tour, meal plans and recipe adaptation, associated complications, foot care, 
medications, treatment of hypoglycaemia and blood pressure. At the first meeting baseline data is 
collected on all clients. All measurements are retaken, blood results discussed, lab tests explained, 
and myths and facts explored.  Community services and support groups are also promoted. A four 
month blood test follow up is carried out to review the clientôs ongoing journey with diabetes. 
 
Harbour Health Team/Personnel involved with the Programme 
Rachael Calverley:          Diabetes Programme Manager (RN)       
Olwen Shearer:               Dietitian             
Jonathan and Wendy Hagon:     Podiatry 
Marcia Sasano:                           Intern Health Psychologist 
Sue Pearson:   North Shore Support Group 
Margot MacDonald:         Administration support 
 

Performance Measures Results 

Objectives Output Measures Target Results 

To develop, monitor and 
evaluate a   community 
based, health 
professional led, group 
Diabetes Self 
Management Education 
Programme for people 
with Type 2 diabetes. 
 

To meet DHB contract  
 

248 
 

472 patients 
plus 60 support persons 
 

To deliver the 
programme based on 
empowerment 
philosophy. 
 

Assessment of patientsô 
pre and post course 
knowledge via 
questionnaire. 
 
 

Improvement in 
knowledge 
 
 

Mean knowledge 
improvement 13% 
 

To improve quality of life, 
diabetes control and 
reduce the risks of 
diabetes complications. 
 

Course evaluations by 
all participants. 
 
 

 98% positive report back 
on session length and 
value. 
 

To provide a safe venue 
where people with 
diabetes (and support 
person) can share their 
experiences, feelings 
and frustrations, and be 
assisted to access 
appropriate support. 
 

Clinical indices. Improvement in HbA1c, 
lipid profile, weight, 
waist, BMI 

Steady improvement in 
all clinical indices and 
recordings for course 
participants at 4 months 
post course. Follow up 
one on one consultation 
with dietician, RN and 
health psychology team 
commonly requested. 
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Successes 
DSME poster submission to NZSSD Conference 2010 (April 2010) WINNER 
DSME poster submission and showcased at the Waitemata Health Excellence Awards (May 2010)  
DSME poster submission and display at the Australian Practice Nurse Association Conference, 
Gold Coast, (May 2010). 

 
 

 
Future Developments 
To review modes of service delivery to optimise client outcomes 
To incorporate new and extended approaches to self management care to allow our clients greater 
choice and a brighter future. 
To continue to showcase our successful model of DSME delivery throughout the region, nationally 
and internationally. 
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Diabetes Education for Practice / Primary Healthcare Nurses 
 
Resource Nurse 2 day course 
In terms of workforce development this intensive 2 day course bridges the sector divide, in 
providing robust training in diabetes care. This is delivered via a collaborative approach to 
education between WDHB and Harbour Health nurses and allied health providers. Key objectives 
are to up skill and increase Registered Nurses fundamental level of skill and knowledge to better 
meet the needs of the community and clients. This has the potential to achieve positive objective 
and subjective client outcomes in the journey many living with diabetes face day to day.   
 
Introduction to Diabetes / CVD for nurses new into Primary Health Care 
From a service provision perspective, this course was thoroughly reviewed and revised in 2009. 
The review was undertaken to ensure a fundamental level of knowledge and skill essential to the 
Registered Nurse scope of practice, with additional practical applicability to provide a clear link 
back into the general practice team to enable proactive, informed and engaged care management. 
 
Inspiring Change 
The Inspiring Change course serves to equip nurses within the region with additional skill and 
knowledge when working with any client living with a long term condition. There is an abundance of 
literary evidence supporting health psychology training techniques e.g. Cognitive Behaviour 
Therapy (CBT) for areas such as pain management and depression within the Primary Health Care 
sector (National Health Committee, 2007) (NHC). A workforce educational programme as offered 
at Harbour Health addressing these dominant Long Term Conditions (LTC) management areas, 
outcomes and benefit to clients with LTC can be more appropriately managed by skilled Registered 
Nurses. Within the NHC (2007) report endorsement of workforce initiatives such as this kind of 
course was recommended under service provision and specific training needs when developing 
workforce capability and capacity. 
 
Harbour Health Team/Personnel involved with the Programme 
Rachael Calverley:  Diabetes Programme Manager (RN) 
Lynn Randall:   Team Leader Long Term Conditions 
Lisa Stevens:   Diabetes CNS WDHB 
Mary Kinsella:   Dietician (WDHB) 
Justin Chong:   Podiatry (North) 
Michelle Garrett:  Podiatry (West) 
Narrinder Shergill:  Diabetes Research 
Rab Burton:   Diabetes Nurse Educator WDHB 
 
 
Key Highlights and Achievements 

¶ Three two day Resource Nurse Courses were offered in the period 2009 -2010 with maximum 
attendance achieved. 

¶ PRIDE (Practice Nurses Receiving Indepth Diabetes Education) group for nurses who 
complete the course, offered consistency and up to date on-going education for Nurses and 
GPs working in general practice. 

¶ A collaborative approach to developing a DVD for insulin starts in General Practice 

¶ Diverse and large attendance (83 health professionals) from GPs and RNs to launch a DVD on 
insulin starts in General Practice. 

¶ Diverse and large attendance (53 health professionals) from GPs and RNs to launch diabetes 
and CVD algorithms and the new EDGE-D IT tool to aid management and support Nurse led 
clinics. 

¶ PRIDE newsletter.  

¶ Continuing Nursing Education (CNE). 
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PROMOTING INSULIN STARTS IN PRIMARY 
CARE: WORKING COLLABORATIVELY TO 

CREATE AN EDUCATIONAL DVD

Rachael Calverley, 
RN 
& 

Lynn Randall, RN

 
 
 
 
 
 
 

Improving Service Delivery 
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Performance Measures Results 

 
 
Future Developments 

¶ To expand the RN course to a three day course which will incorporate on the third day the 
health psychology component and link this in to supporting clients self management; alongside 
dedicated time to supporting RNs set up Nurse led clinics. This is in line with the Health 
Ministerôs BSMC manifesto. 

¶ To offer continued further education to all clinicians working within PHC. 

¶ To continue to work alongside secondary sector colleagues to optimise the regional diabetes 
services for our communities. 

 

Objectives Output Measures Target Results 

To provide training to 
practice nurses on the 
management of patients 
with diabetes via the stated 
courses above. 
 

Knowledge improvement 
using pre/post 
questionnaires 

Minimum of one nurse per 
practice to receive training 

Total no of nurses 343 
 
Knowledge improvement ; 
Sept 09   20%  (Intro 1 day) 
Oct  09    32%  (RN 2 day) 
Mar 10     26%  (RN 2 day) 
May 10    29%  (RN 2 day) 
May 10    14% (Intro 1 day) 
 

To improve Diabetes 
Annual Review (DAR) 
uptake 

 Increase in DAR uptake An increase of 703 DAR for 
this period 



Long Term Conditions 
DSME/Dietitian 

 

Harbour Health Annu al Report  2010  19  

The Dietitian provides nutritional information and support for patients with, or at risk of, developing 
long term conditions in a group or individual basis for those not suited to the group setting. 
Facilitating a self-management approach has lead to positive sustainable self motivated outcomes. 
Clinics are held in the community for ease of access.  

 
The Dietitian provides nutrition advice for two out of three sessions for DSME and for one out of 
two sessions for the Healthy Living with a Focus on Heart Health Course. 
 
The Dietitian also provides nutritional information and support to patientsô who have other dietary 
needs that are not linked to Long Term Conditions. 

Diabetes Self Management Education (DSME) 
Works with the Diabetes team to provide group education for patientsô referred with Impaired 
Glucose Intolerance (IGT) and Type 2 Diabetes. 
 
Harbour Health Team/Personnel involved with the Diabetes Self Management Education 
Course. 
Olwen Shearer:    Dietitian 
Rachael Calverley:  Diabetes Programme Manager, RN 
Marcia Sasano:   Intern Health Psychologist 
Wendy/ Jonathon Hagon: Podiatrist 
Sue Pearson:   Diabetes Support Person North Shore 
Margot McDonald:  Administration Support 
 
 
Key Highlights and Achievements 
Improved service to patients with this three day, two hour morning or evening session. Input from 
all of the above health professionals rather than just a 1:1 session with the dietitian. 
 

¶ positive feedback from majority of patients and referrers;  

¶ Improvement in patient health, diet, weight and biochemical values. 
 

Performance Measures Results 

Objectives Output Measures Target Results 

To provide 
appropriate dietary 
information  

Improved health 
outcomes: QOL,  
Reduction in risk and 
severity of illness 

All patients seen 
within 1 month of 
referral 

Feedback has been 
positive improvement 
in weight, waist 
measurements, diet, 
biochemical values 
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Cardiovascular Disease (CVD) 
Works with the CVD team to provide group education for patients referred with CVD risk factors 
such as excess weight, hypertension or dyslipidaemia. 

Harbour Health Team/Personnel involved with the Healthy Living with a Focus on Heart 
Health Course. 
Olwen Shearer:   Dietitian  
Marcia Sasano:   Intern Health Psychologist 
Francey Proctor:  CVD Programme Manager, RN 
Margot MacDonald:  Administration Support 
 
Key Highlights and Achievements 
Improved service to patients with this two day, two hour morning or evening sessions, with input 
from all of the above health professionals than just a 1:1 session with the dietitian 
 

¶ positive feedback from majority of patients and referrers;  

¶ improvement in patient health, diet, weight and biochemical values 

Performance Measures Results 

Objectives Output Measures Target Results 

To provide 
appropriate dietary 
information  

Improved health 
outcomes: QOL,  
Reduction in risk and 
severity of illness 

All patients seen within 
1 month of referral 

Feedback has been positive 
improvement in weight, waist 
measurements, diet, 
biochemical values 
 

 

 

Overall Performance Measures Results 

Objectives Output Measures Target Results 

Develop, monitor and 
evaluate a   community 
based, health 
professional led group 
programme for people 
with CVD risk factors, 
IGT and Type 2 
Diabetes. 

Patient knowledge 
improvement checked via 
pre and post course 
knowledge questionnaire ï
for DSME only. 

To increase referrals 
 

Improvements have been 
noticed in weight loss, waist 
circumference reduction, 
improvement in diet and blood 
pressure as well as 
biochemical values. 
 
People who have been 
referred to the course and 
completed it, have given 
positive feedback and have 
told others about the courses 
we offer, increasing the referral 
rate. 

Deliver the programme 
based on the 
empowerment 
philosophy. 

Course evaluations from 
patients. 

To encourage all patients 
referred for weight, blood 
pressure, Type 2 Diabetes, 
IGT or dyslipidaemia to 
attend the necessary 
course where appropriate. 
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Objectives Output Measures Target Results 

Improve QOL and 
health outcomes. 

Improved clinical indices: 
weight, waist 
measurements, blood 
pressure, biochemical 
values. 

  

Provide a safe venue 
where people can 
share their 
experiences, and be 
assisted to access 
appropriate ongoing 
support. 

   

 
Future Developments 

¶ Electronic referrals - been implemented and is going to be a work in progress. 

¶ Healthy Eating Group - looking at overweight patientsô with no other co-morbidities. 

¶ Shopping tours for patientsô with long term conditions. 

¶ Teaching LTC group on DESMOND (Type 2 Diabetes Nutrition Training). 

¶ Increase referral rate. 

¶ To increase attendance numbers. 

¶ To promote the courses to all affiliated Harbour Health practices and health professionals. 

¶ To facilitate follow-up meetings with invited speakers. 

¶ Renal Nutrition paper through Royal Adelaide Hospital. 
 
Achievements 

¶ Presented a poster at NZSSD with the LTC team ï won joint first prize. 

¶ Currently completing an Eating Disorder Paper through University of Otago, Christchurch 
School of Medicine. 

¶ Completed the Flinders Course. 

¶ Completed Level 1 Anthropometry Course. 
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Diabetes Eye Screening is a fully funded community based service for people with diabetes.  
Patients are referred to the service by their GP or practice nurse and are seen within three months 
for their first or follow-up appointment. 
 
Harbour Health Team/Personnel involved with the Programme 
Kathy Stemmett (Programme Manager) 
Retinal Photographer/Secondary Grader 
 
Deborah Pile    
Enrolled Nurse/Photographer 
 
Robyn Diprose   
Administrator/Co-ordinator  
 
Key Highlights and Achievements 
Harbour Health provides a very successful retinal screening service, 
which is reflected in the low DNA rate of 6%.  The service is continuing 
to evolve based on feedback received from patient surveys, which are 
conducted annually.  Feedback from surveys conducted with patients: ñExcellent service, many 
thanks for coming to us and we really appreciate the work you are doingò.  We have a retinal 
screening clinic at Harbour Health, Tawa Drive, equipped to do extra clinics to try and achieve our 
target. 

Performance Measures Results 

Objectives Output Measures Target Results 

Screen patients to help 
prevent vision loss due 
to retinopathy 

Reduction in referrals to 
secondary care 

Screen patients within 
follow-up date 
 

Screened 3693 patients 
 

Screen all new patients 
within 3 months of 
receiving a referral 

Maintain low DNA rate 
(6%) 

Screen 3700 patients 
per annum 
 

Target achieved! 

Educate patients and 
liaise with their 
GP/health providers 
 

Continued education and 
up skilling 

 Handing out brochures 
and Auckland Diabetes 
info/appointment cards 

Fulfil our contract with 
the WDHB 

   

 
 

Future Developments 

¶ To improve IT systems to be able to share information between DHBs (November 2010).   

¶ Continued education and training ï especially for grading to maintain a high level of proficiency 
and gain accreditation. 

¶ Retinal Screening services are provided close to where the patient resides.  The areaôs 
covered are, North Shore, Red Beach, Wellsford, Warkworth, and Waimauku.  
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To provide an integrated respiratory service that aims to improve the management of respiratory 
symptoms for eligible people in North Shore and Rodney. It is based on providing education and 
support to the various respiratory programmes in the district with the emphasis on education for 
primary care providers and patients with respiratory symptoms. 
 
Harbour Health Team/Personnel involved with the Programme 
Wendy McNaughton:  Respiratory Programme Manager 
 
Key Highlights and Achievements 
Comprehensive Health Services, in collaboration with Harbour Health became a Finalist in 
the ñFocus on Healthò Challenge, a NZTE Business Development Challenge, with the GASP 
Tool. 

It was developed to help New Zealand companies and entrepreneurs maximise commercial 
opportunities in the US health market.  

The 12 month competition was designed to stimulate new product development, innovation, 
commercialisation and collaboration within New Zealandôs healthcare industry. It gave participants 
the chance to connect to a network of influential health and business professionals in the US and 
New Zealand, including investors, partners and buyers. 

From 104 entries received, 20 semi-finalists were selected to 'pitch' their products to an 
international panel of judges. Nine finalists were then selected to participate in a comprehensive 
six month ómarket readinessô programme to help them prepare for the US market. 

The programme included expert mentoring, a workshop with a US-based entrepreneur and angel 
investment expert, a range of professional services and a roadshow in the US in May 2010. There 
they met with potential business partners, investors and end users of their innovative health 
solutions including the likes of Kaiser Permanente and Harvard Medical School. 

Entries in the programme were judged on the strength of their business plans and management 
teams, and whether their products or services had strong marketing potential in the US. 

Finalists in the óFocus on Healthô Challenge, Mount Sinai Hospital, New York 
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National roll out of the GASP Tool ï Christchurch,  January 2010 

The GASP Tool has now been operational since November 2008.  

In November 2008, a total of 43 assessments occurred, but there has been a steady rise to166 by 
July 2010 and is still increasing. 

An 18 month Audit in 2009, on patients attending GASP clinics, has shown a 76% reduction in 
hospital admissions, a 58% reduction in acute exacerbations and a 46% reduction in oral steroid 
use, in all 205 patients attending 2 or more assessments.  

In January 2010, Wendy McNaughton and Laura Campbell presented the Asthma Fundamentals 
Course to 12 Practice Nurses in Christchurch. They piloted the GASP Tool for 6 months. Their 
recent Audit  showed ñsignificant improvementsò in patientôs symptom scores, peak flow 
measurements, inhaler technique  and concordance to inhaled corticosteroid use.  

As a result, Christchurch PHO has purchased the GASP Tool for all their Practices. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Practice Nurses attending the Asthma Fundamentals Course in Christchurch 

 

In December 2009, Wendy McNaughton presented a ñTrain the Trainerò Course for 4 nurses. She 
then observed two of them deliver the Asthma Fundamentals Course to 12 Practice Nurses in 
Hastings.  

Hawkes Bay has bought the GASP Tool and is currently auditing patient outcomes. 

 

 

 

 

 

 

 

 

 

 

Practice Nurses attending the Asthma Fundamentals Course in Hastings, Hawkes Bay 



Long Term Conditions 
Respiratory  
 

Harbour Health Annual Report 2010  25  

Wendy McNaughton was invited to present the GASP Tool at the Asthma Foundationôs 
Annual Respiratory Educators Conference, in Wellington. CHS was invited to present a 
GASP Stand also. 

  

Wendy McNaughton and Lynn Randall at the Respiratory Educators Conference ï September 2009 

 

GlaxoSmithKline (GSK) sponsorship of the GASP Tool. 

Sponsorship from GSK continues to support Comprehensive Health Services.  

Research funding from GSK and the Asthma & Respiratory Foundation of New Zealand (ARFNZ) 
have funded Harbour Health to research the effects of the GASP Tool. Dr Felix Ram, Senior 
Lecturer in Clinical Pharmacology, Massey University, continues to lead the research. Pukekohe 
now have the GASP Tool in place and 3 nurses will attend the Asthma Fundamentals Course, in 
late 2010. 

Education and ongoing support for GP and practice nurse teams in the Auckland area 

Asthma Fundamentals Course 
Asthma Fundamentals Courses were completed by 44 nurses in the North Shore and urban 
Rodney district in June, September and December 2009 and June 2010, in addition to a course 
held in Christchurch and Hawkes Bay, early 2010. Train the Trainer Course has been 
completed by 6 GASP nurses. 
 
In total, 291 nurses have completed the Asthma Course. There are now 159 nurses in the North 
Shore area who have completed the asthma course. The Asthma Fundamentals Course is 
accredited as an NZQA Level 7 Certificate in Health Professional Practice Development, offered at 
Whitireia Polytechnic, in Wellington. It is worth two academic credits and 20 hours for professional 
development. In partnership with AUT, it remains accredited at Level 8, as part of an Advanced 
Nursing Practice Certificate.  
 

Places are always held for nurses from West Auckland, however there was less demand this year. 
There are currently 45 nurses in West Auckland and 12 in Central Auckland who have completed 
the asthma course and are competent to run asthma clinics. 
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GASP Meetings 
Four GASP meetings were held throughout the year at Harbour Health. The calibre of speakers 
has remained high with 1 Assoc. Professor, 2 Hospital Consultants and a Sleep physiologist, 
happily offering their time. GASP meetings are offered to GPs and PNs and all have been well 
attended. They remain an important resource and networking forum. Sponsorship is usually gained 
from pharmaceutical companies to fund these meetings. 
The 2009 ñEnd of Yearò Function held in the North Shore Events Centre was very successful and 
attracted over 80 GASP, PRIDE and other Practice Nurses and was sponsored by many Drug 
Companies. 

West Auckland has started their own GASP Group, led by a GASP nurse from Westgate Medical 
Centre, but in spite of excellent speakers, has only managed to attract a handful of nurses. 

Introduction to Asthma and COPD Courses 
These courses are directed primarily for new graduates, in the Waitemata district, and for those 
returning to nursing or requiring an update. Twenty nurses attended the two courses held at 
Harbour Health. In future, these courses will be facilitated by the Nursing Education team at 
WDHB.  
Ongoing education continues with practice nurses in the form of observing and supporting them in 
their individual asthma and COPD clinics. In the Harbour Health Practices alone, approximately 
160 asthma assessments per month take place. This number is increasing every quarter. 

Spirometry Courses 
Increased awareness and knowledge of Spirometry was achieved by the provision of three 
Spirometry Courses. Two courses were held in June 2009 and one in July 2010, with a total of 45 
nurses and 12 GPs attending. A further Spirometry Course is planned for GPs in 2010.  
 

GASP Research Project with Massey University 
A controlled study to compare the effectiveness of GASP in the Practices: Over 1,000 letters have 
been posted to patients who have asthma but have not had a GASP assessment in their Practice. 
Only 250 responded and so the Project was extended as PNs also found it difficult to cope with the 
demand placed upon them. Regular meetings have been held with Dr. Felix Ram who is leading 
the Project, but it has been agreed that it will be completed, even if the numbers are low. 
 
Additional Highlights and Achievements 

¶ Instrumental in the sale of the GASP Tool to Hawkes Bay, Christchurch, Pukekohe MC & 
Auckland PHO. 

¶ As a member of The Asthma Foundationôs Education and Advocacy Committee in Wellington, 
I was pivotal in the decision to install the GASP Tool into all their Branches across NZ.  

¶ A total of 2,010 funded GASP assessments have been achieved in the period June 09 ï July 
10, (compared to 994 last year). The total assessments included 4% Maori and 1% Pacific 
Island, 84% European and 8% Asian 

¶ Presentations to many PHOs and GP groups, including Hawkes Bay, Auckpac, Langimalie, 
Shorecare, Pukekohe, Auckland PHO, Tariana Turia, Wayne Mapp, to name just a few. 

¶ June 2009 ï Sponsorship from GSK  to hold a Stand at the GPCME Conference, in Rotorua 

¶ August 2009 - Attended a Cultural Sensitivity Course  

¶ Sept. 2009 ï Commenced a 6-week Management Programme with Clarion at Harbour Health 

¶ Sept 2009 ï Presented to 200 attendees of the Respiratory Educatorôs Conference 

¶ Nov 2009 ï Meeting with A/Professor Bob Hancox and the Asthma Foundation re: the 
impending GASP    Tool for COPD. The clinical details are complete and am awaiting the IT 
development to be completed. 

¶ March 2010 ï Invited by the TSANZ to present GASP at their AGM  

¶ April 2010 ï Presented to a few Primary Schools re ñWhat to do with a child with asthmaò 

¶ June 2010 - Presented the GASP Tool to 400 nurses at the annual NZNO Practice Nurse 
Conference 
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Performance Measures Results 

Objectives Output Measures Target Results 

Provide education for 
PHN in North 
Shore/Urban Rodney 

Programme 
effectiveness 
 

Provide minimum two 
asthma courses p.a. 
for PHN on North 
Shore 

4 Asthma courses 
held 44 nurses 
attended in total 
 

Provide education for 
PHN in HealthWest 

Programme 
effectiveness 

Provide one asthma 
course p.a. for PHN in 
HealthWest 

This was not achieved 
due to poor demand 

Ongoing 
education/support for 
North Shore/Urban 
Rodney GPs and 
GASP nurses 

Programme 
effectiveness 

Provide four GASP 
groups p.a. for GPs 
and GASP nurses in 
North Shore/urban 
Rodney 

Four GASP groups 
facilitated 

Improve knowledge of 
COPD and Spirometry 
for North Shore/Urban 
Rodney PHN 

Programme 
effectiveness 

Provide training in 
COPD & Spirometry 
for nurses in North 
Shore/urban Rodney 

One COPD course 
held 
4 Spirometry Courses 

 

GASP tool distributed 
to all Harbour Health 
Practices 

Programme 
effectiveness 

Number of PCN and 
patients involved 

All Harbour Health 
Practices 

>2,900 assessments, 
have been completed 
by 25 Practices and 
55 PNs, since the 
launch of the GASP 
Tool in Nov. 2008 

 
Future Developments 

¶ Installation, education and implementation of the GASP tool across DHBs & PHOs in New 
Zealand.  

¶ Assist with the marketing and sales of the GASP tool.  

¶ Present GASP to delegates at conferences and medical arenas, PHOs etc. re: GASP Tool 

¶ Extension of Harbour Health Fundamentals asthma course to other PHOs. 

¶ ñTrain the Trainerò programmes may occur to achieve this effectively. 

¶ Encourage the completion of the IT component of the COPD web based assessment tool 

¶ Complete the GASP Research project with Dr Felix Ram at Massey University 

¶ Assist in a 2-year GASP Audit ï? Professor Bruce Arroll (School of Population Health)  

¶ Community education: There is potential to extend the range of general education about 
asthma and COPD to many NGOs and community groups. 

¶ RFP for Paediatric Asthma Project submitted to Pharmac may lead to increased workforce if 
successful 

¶ Successful Trip to see Susan Turner in Cairns 
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A recent trip to Cairns to see Susan Turner and present to 50 medical, nursing and admin staff 

 

 



 

 

 

 



 

 

 

 

 

Health 

Preventions  

Addiction & 

Youth    



 

 



Health Prevention ð Addiction & Youth  
ATM (Ask, Triage, Manage) 

Harbour Health Annual Report 2010  32  36 

 

Harbour Health Team/Personnel involved with the Programme 
Lis Cowling:  Team Leader 
Sue Freeman:  Supportive Smokefree 
 
ATM Steering Group: 
Lis Cowling:  Harbour Health 
Brian Millen:  Waitemata District Health Board 
Denise Barlow:  National Heart Foundation 
Murray Speight:  Comprehensive Health Services 
Paul Carver:  Harbour Health 
 
With assistance, support and valuable feedback from:  
Dr David Hopcroft: Comprehensive Health Services 
Sue Freeman:  Harbour Health 
 
In addition to the valuable feedback from: 
Mark Wallace-Bell: National Heart Foundation 
Dr Hayden McRobbie: Inspiring Limited 
 
ATM is the solution developed to facilitate successful implementation of the ABC Approach (Ask, 
Brief Advice, Cessation Support) for primary care, by primary care. 
 
This simple but comprehensive decision support tool was created to guide and support general 
practice teams to be more capable, competent and comfortable in supporting those who smoke.   
 
Introducing a method of triage 
allows health professionals to 
provide a ócustom fitô service that 
appreciates how the level of support 
required for a successful quit 
attempt can range from self help 
through to intensive support.   
 
The concept of the ATM (Ask, 
Triage, Manage) Tool is based on 
the paper based triage algorithm 
developed by Professor Paul 
McDonald and his team at Waterloo 
University, Canada.   
 
Harbour Health transformed and 
rebuilt this paper based triage tool 
into a web based IT Support and 
Decision Tool which can be 
imbedded into the PMS Systems 
within Primary Care. 
 
Pilot  
ATM was piloted with 28 GPs and 7 PNs late in 2009.  Feedback from those who trialled ATM in 
their general practices was extremely positive with the greatest uptake from those who used ATM 
with patients at least twice. 

¶ 73.9% said that ATM was helpful or very helpful in bringing up the issue of smoking with 
their patient 

+ = 
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¶ 83.3% said that ATM was helpful or very helpful in exploring smoking cessation options 
with their patients 

¶ 70.8% said that ATM was helpful or very helpful in knowing the best service to refer their 
patient to 

Anecdotal comments from GPs: 
ñThe ATM was good for taking the pressure off me being seen as nagging. By telling the patient 
that he had to fill in the form, it took the blame off me for asking.  This way the patient seemed 
more at ease for answering the questions.ò 
 
ñThe ATM tool focused the patient more on where they were at with their smoking. During the 
consultation, they might change their mind about ógiving it a goô or they may even phone up the 
next day to say they would like to try.ò 
 
ñI think it is a fantastic aid to introducing the idea of smoking cessation. It somehow seems to focus 
the patient's thinking, as they concentrate on the questions and the recommendations derived from 
their answers.  It takes things from a vague discussion to concrete steps. I think patients are 
impressed by it. I had one patient, an intelligent, busy woman, who had tried Champix etc, and 
really wasn't interested in rehashing old ground but was re-motivated by the ATM Tool and agreed 
to start Nortriptyline.ò 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
ATM in action 
Just as smoking behaviour is individual, so is the best treatment for a sustainable quit attempt.  Not 
everyone can quit using telephone support nor do they all need intensive counselling.  But how do 
you triage who needs what, how do I then refer to these services and what level of 
pharmacotherapy would be best? 
 
Web based and currently linking with MedTech, ATM provides an integrated, decision support tool 
designed with both health professional and patientôs needs in mind.   
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ATMôs seven weighted questions relating to readiness, psycho-social, addiction, environmental and 
support factors provide a score that ultimately determines the correct level of behavioural and 
pharmacological support.  Referrals are pre-populated from the patientôs notes, printed and faxed 
off.  It links with scripting allowing NRT, Bupropion, Varenicline and Nortriptyline to be prescribed in 
the correct quantities, with a simple mouse click.  
 
ATM has been designed to be quick ï 2 to 3 minutes from opening, ñclicksò and close - so before 
closing, the ñprint patient adviceò needs to be activated, printed and handed to the patient.  Upon 
closing, ATM seeds the PHO Performance Programme Codes and links to daily record and 
screening in the patient notes. 
 
Summary 
By normalising and providing substance to the ABC process, we normalise people engaging in a 
quit attempt.  ATM is the point-of-care triage and decision support solution encouraging smoking 
cessation in primary care.  
 
Acknowledgements 
Professor Paul McDonald, Waterloo University (Canada), the Harbour Health General Practitioners 
and Practice Nurses who volunteered to pilot ATM in their practices, the ATM Steering Group, and 
the Ministry of Health for funding the ATM pilot project. 
 
Graphed use of ATM: 
Pilot period - October to December 2009, with staggered rollout from March 2010. 
 
 
 
 
 
 

 

Monthly Trends 

Sep-09 26 

Oct-09 97 

Nov-09 98 

Dec-09 38 

Jan-10 27 

Feb-10 27 

Mar-10 81 

Apr-10 79 

May-10 145 

Jun-10 118 
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Asian Smokefree Communities (ASC) is a language and culture-specific service combining 
smokefree promotion and smoking cessation in a family-oriented, community-based setting for 
Asian people in the Waitemata DHB region. 
 

Harbour Health Team/Personnel involved with the Programme 
Lis Cowling:  Team Leader 
Christina Lee:  ASC Korean Coordinator 
Zhoumo Smith:  ASC Chinese Coordinator 
Pratima Nand:  ASC Indian Coordinator 
Theingi Myint:  ASC Burmese Coordinator 

 
 

Performance Measures Results 
During the period 1 July 2009 to 30 June 2010,  
408 people enrolled into the ASC service.   
 
Breakdown of service delivered and ethnicity: 
 

Cessation 

Cessation 
& 

Smokefree 
Smokefree 

Environment Total 

200 193 15 408 
 
 
 
Client Stories 

 
In Cheol Kim, 30yr old Korean. Smoking since 16 years, between 
30 to 80 cigarettes per day.  Supported over 27 months through 3 
quit attempts.  Lung age of 57 when he joined ASC, reduced to 
38yrs after his first year of being smokefree.  Since quitting, has 
not had to take medication for his irregular heartbeat (PSVT) and 
as at 30 June 2010, has been Smokefree for 2 years.   
ñI have no problems staying Smokefreeò.  

 
 

Rod, 54yr old NZ Euro living with May, his Chinese wife, started 
smoking at 15 - ñactually before I was born ï second hand smokeò.  
20+ a day, and not confident as he had tried to quit many times 
before, May finally talked him into giving ASC a try.  Although he 
relapsed four times during a three year period, with continual 
support, he has now been smokfree since October 2009.  May 
says, ñ When he is Smokefree, the grumpy Rod disappears, we 
get on better and we are much happierò. 

 
 
Mark, 52yr old Fijian Indian, smoking a packet a day since the age 
of 16 as a result of parental and peer pressure.  Health problems 
and his wish to be a more positive role model for his children, led 
him to seek help to reduce his smoking and eventually quit 
altogether.   
ñI feel more empowered, my sense of taste and smell have 
improved and I now have more discretionary incomeò.  
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In March 2009, Harbour Health launched a specialised pregnancy 
smoking cessation service for the Waitemata District based on 
the Asian Smokefree Communities (ASC) service delivery model.  
This whanau centred service targets pregnant women and their 
whanau who smoke and wish to also live Smokefree.   
 
Both services are culturally appropriate and language specific 
services offering smoking cessation support for the target 
demographic who smoke or have someone who smokes living 
with them.  Specialized bi-lingual smoking cessation practitioners 
provide a flexible, home visiting service offering counselling 
support and Nicotine Replacement Therapy (NRT).  Both 
services look after clients for a period of 12 months post-quit. 
 

Harbour Health Team/Personnel involved with the Programme 
Lis Cowling:  Team Leader 
Ruth Siaki:  Smokefree Maori Coordinator 
Sesalina Setu:  Smokefree Samoan Coordinator 
Tupou Tuôitahi:  Smokefree Tongan Coordinator 
Sharon Phelan:  Smokefree Coordinator 
Pam Boyce:  Smokefree Coordinator 
Christina Lee:  Smokefree Korean Coordinator 
Zhoumo Smith:  Smokefree Chinese Coordinator 
Pratima Nand:  Smokefree Indian Hindi Coordinator 
Theingi Myint:  Smokefree Burmese Coordinator 
 
 
Performance Measures Results 
During the period 1 July 2009 to 30 June 2010,  
356 people enrolled into the Pregnancy Smokefree service.  
Breakdown of service delivered and ethnicity: 
 

Cessation 

Cessation 
& 

Smokefree 
Smokefree 

Environment Total 

113 202 41 356 
 
 
Coordinator Story 
ñI went to help her become smokefree but with me being 
there, her partner, mum and sister wanted to sit in and learn 
how to become smokefree.  Another lives in Helensville.  
She finds it hard to be motivated in such a small community 
where everyone smokes. My success with her wasnôt 
originally with her smoking but for her life goals. Together, 
we found distant courses for her to study Hospitality and she 
is excited about life again.  Now she is contemplating giving 
quitting a go!ò 

 
Client Story 
ñEstelleò, 24yrs, Cook Island, pregnant with her first baby.  Smoking in addition to being surrounded 
by people who smoked at work.  Smoking since 13yrs, 20+ a day.  With intensive support, she now 
has a smokefree car and home and she is now herself, 3 months smokefree.  ñUsing NRT (patches 
and lozenge) and having face-to-face support has made a huge difference compared to my earlier 
attempts -which failedò. 
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The Asian Smokefree and Pregnancy Smokefree Services combined promotional 
activities for the 09/10 year: 

 
 

2009 ï Smokefree Communities at Diwali, Waitakere 

Sunday, 4 October 2009 marked the day long Diwali Festival at the Trusts 
Stadium, Waitakere. 
Smokefree Communities ï both the Pregnancy and Asian services ï were 
promoted through the updated promotional banners and with the 
promotional service flyers given out during the day. 
Additionally, patrons who smoked and were over the age of 25, were 
invited to take a lung age test.  Many took up the offer and three went on to 
complete a referral form, were seen by Pratima on the day, given quit cards 
and are now enrolled into the Asian Smokefree Communities programme. 
 
 
2009 - Chinese Family Health Awareness Day 

The Annual Chinese Family Health Awareness Day was held on Saturday 31 October 2009 at the 
AMI Netball Stadium in Northcote.  Smokefree Communities hosted a booth to promote Smokefree 
services along with others such as Immunisation and Diabetes educators,   WONS (Well Womens 
Nursing Services), Asian Problem Gambling, Family Planning, Breastscreen Aotearoa, Epilepsy 
and Age Concern 

 

 
2009 ï PHIC Annual Open Health Day  
Pregnancy Smokefree Communities was actively promoted at the Pasifika Integrated Health Care, 
Annual  Open Health Day held on 6 November at AMI Netball Complex in North Harbour.   

 

 

 

 

 

 

 

 

 

 

 

 
2009 ï Korean Family Health Day 
The Korean Family Health Day was held on Saturday 14 November 2009, at 2 Shea Terrace in 
Takapuna.  This event was organised by the Korean Womenôs Wellness Community Group and 
sponsored by Gosari (Korean Nurse Group), Harbour Health, The Korean Society of Auckland 
Incorporated and WONS.  This day combined health checks with interactive seminars including 
Smoking Cessation, along with information booths showcasing CADS (Community Alcohol & Drug 
Services),  KWWCG (Korean Womenôs Wellness Community Group),  Smokefree Communities, 
TANI (The Asian Network Incorporated), The Korean Society of Auckland Incorporated and WONS 
(Nursing, Education and Health Promotion Services). 
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2009 ï  North Shore Pasefika Festival 
The 2009 North Shore Pasefika Festival held on Saturday, 28 November drew 
crowds estimated at over 3,500.  The main stage, food and information booths 
adorned the top fields at Hato Petera while a 28 team touch tournament took 
place on the lower fields.   
At the conclusion of the opening ceremony, the dignitaries visited each stall 
located around the grounds.  Stopping at Harbour Healthôs Pregnancy 
Smokefree Communites stall, His Worship Andrew Williams took the indicative 
lung age test with the great result that his lung age matches his physical one.  
He was feeling rather proud until the Mayoress Jane, topped his result by 
blowing a brilliant lung age of 32 years!   
 

 

 

 
 
 
 
 
 
 
 
 
 

 
 
2010 ï Northcote Chinese and Korean New Year Festival 
The Year of the Tiger was welcomed and celebrated in style at the 
Northcote Chinese and Korean New Year Festival on 20 February 
2010.  Crowds were thrilled with cultural performances, treated to a 
variety of cuisines, and able to access information from the many 
stalls dotted throughout the Northcote town centre. Harbour Healthôs 
Smokefree Communities Team promoted both the Asian and 
Pregnancy district wide supportive services, in addition to providing 
lung age testing, advice and Quit Cards.  The stall was also visited by 
the Hon Dr Jonathan Coleman, Hon Melissa Lee and the North Shore 
City Mayor, Andrew Williams and his wife, Jane. 
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2010 - Enua Ola Festival, Trusts Stadium 
Under the District Annual Plan for Healthy 
Lifestyles 2010 is the action point to increase the 
number of Pacific Churches and Community 
Groups participating in Enua Ola and to connect 
this programme with other health programmes 
such as Green Prescription and support to quit 
smoking. 
 
In line with this, Pregnancy Smokefree 
Communities shared a booth with Pacific Quit at 

the celebratory festival held on Saturday, 27 March at Trusts Stadium in Waitakere.  Lung Age 
Testing, advice, NRT samples and Quit Cards were issued to those who visited the Smokefree 
team during the festival. 

 
 
2010 ï Korean Day, North Shore Events Centre 
Smokefree Communities was well represented at the Korean Day held this year at the North Shore 
Events Centre on 10 April.  The Korean Society put on this Korean Day celebrating Korean Culture 
through dance, musical renditions, and food.  About 100 attendees, both smokers and ex-smokers, 
had a go at the Carbon Monoxide and/or Lung Age test.  Results of testing prompted many current 
smokers to then try the nicotine gum or lozenges and receive advice on how to quit.   
Of interest this year were visits to the stand by many young University Students.  Many sought 
advice about their smoking regardless of whether they were regular or occasional smokers.   

 

 

 

 

 

 

 

 

 

 

 

 

 
2010 ï World Smokefree Day at Massey University, Albany Campus 
Smokefree Communities joined forces with the New Zealand Fire Service in order to get the 
smokefree messages out to a wider demographic this World Smokefree Day.  The venue was 
Massey Universityôs Albany Campus and we were joined by representatives from ASH, ARPHS 
and Waitemata DHB. 
 
This new approach drew much media attention with the first being the front page of the North 
Shore Times following a photo shoot at the Takapuna Fire Station with ñFlintò, ñAmberò and a ñGiant 
Cigaretteò to promote the Massey Event. 
 


