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Journey summary 

We summarise the findings from the patient journeys in this section. In particular, we 

highlight what is working well, what isn’t working so well, and some ideas highlighted by the 

various groups for the future.  

We acknowledge the large number of participants and workshop supporters who gave their 

valuable time and effort to this patient journey series.  

1.1 What is working well? 
Participants at the workshops often gave positive comments on aspects of the patient 

journeys. There were services and processes highlighted, often more than once, as examples 

of what works well in the patient journey. 

1.1.1 The staff are dedicated to patient care 
Throughout the workshops, participants praised health professionals for their dedication and 

commitment to patient care: 

• Emergency Department (ED) nurses were highlighted as a particular group of staff that 

do amazing work, with a lot expected of them. 

• Kaitakawaenga were often highlighted as being extremely valuable in improving a 

patient’s journey through the system, and ensuring patients were supported and fully 

informed. 

1.1.2 Services are relatively well coordinated in the 
hospital 

Overall, the hospital journey was relatively well coordinated for patients. Staff are aware what 

their roles are, and they are aware of the current gaps in the system.  

ED doctors are able to access Care Insight, where primary care records are held, to help 

improve patient care. However, participants noted that not all GPs are signed up to it yet, 

and the system can be clunky to navigate.  

Access to certain diagnostics, e.g. CT, was identified as something that works well. 

Teleradiology in the stroke pathway was identified as a positive initiative aimed at improving 

patient care.  

Participants noted that there is opportunistic immunisation of children on the paediatric 

ward, an important step towards improving the health of the population.  

Participants noted that the acute theatre list on Sunday and the dedicated orthopaedic trauma 

list helps speed the journey for certain patients.  
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1.1.3 There are great community services out there 
Participants often highlighted the great services that are available in the community, or 

throughout the whole journey, e.g. Breathe Hawke’s Bay and engAGE (and many others). 

There will be good things happening in primary care also; but this did not prominently 

feature in participant feedback in the workshops. A small number of GPs from a relatively 

narrow cross-section of practices participated in the workshops. 

1.2 Key issues identified 
A large number of issues were identified in the patient journeys. In this section, we detail the 

themes that recurred across the journeys. 

1.2.1 At the hospital 

There are some delays in a patient’s journey through the hospital 
Participants often identified the need for a 24/7 hospital, which would help speed a patient’s 

journey through the hospital by providing diagnostics and care (e.g. physiotherapy) when 

they need it (e.g. on the weekend). 

Participants identified the duplication of assessments, and the need for patients to tell their 

story multiple times, as an area that could be improved. While it was acknowledged that the 

requirement to repeat stories does have clinical value, participants questioned whether it had 

to happen as often, or to the same extent each time, as it currently does.  

Participants noted that patients may have a different experience at the hospital (and indeed in 

the community), depending on their gender and/or ethnicity. Increased training in cultural 

competency was often highlighted as a way to stop this happening.  

Participants noted a general shortage of allied health workers, e.g. social workers. The limited 

provision of allied health out-of-hours was often identified as an issue. 

Some journeys highlighted the fact that there may be patients that are waiting in ED for 

longer than they should be, as there are no beds available in the appropriate ward. Patients 

are also shifted to a ward that may not be the best for them, which may lead to a different 

care experience. 

Communication could be improved – with patients and with each 
other 
Participants noted that communication is a key area for improvement. There are 

conversations that take place in inappropriate places (e.g. with no privacy). Other times, the 

patient may not have an appropriate support person with them. Health professionals may 

not be taking the time to ensure that the patient understands the message, which leads to 

misunderstandings further down the track.  

Workshop participants gave examples of poor communication between hospital staff and 

general practice. These ranged from not being able to access patient notes, poor discharge 

summaries, and referrals into hospital lacking important information. 
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The needs of older people are not being met 
The journeys identified that the needs of older people are perhaps not being met as well as 

they could be. This is highlighted through: 

• The focus on the medical issue that brings them into the hospital, not the wider issues, 

or the causes of the medical issue. 

• A lack of delirium management in the hospital, with a lack of pathways. 

• Not involving geriatricians as early as possible in the journey, as well as a general lack of 

geriatricians.  

ED design could be improved 
Participants in the patient journey workshops identified shortcomings in the current ED 

design: 

• A lack of privacy for both those waiting and those being assessed. 

• There are no separate waiting and assessment areas for children. 

The ED is often busy and noisy, and taken together with the design issues identified above 

can create a more stressful environment for patients and their families. For example, for a 

stroke patient, the noise in ED may be particularly difficult to deal with.  

IT improvements needed 
Participants often highlighted the difficulty in accessing patient records from outside their 

location (e.g. accessing hospital records at the GP or vice versa). This creates delays in 

patient care. 

1.2.2 In the community 

The transition from hospital to home isn’t always clear  
Most journeys highlighted the unclear pathways from hospital to community. Participants 

noted that there were excellent community services out there, but not everyone is aware of 

them or knows how to access them. There are also some gaps in community services, e.g. for 

youth, or for pain.  

Discharge summaries were often identified as an area for improvement. The summaries are 

often incomplete or incorrect in some instances.  

Multiple points where a patient may be lost in the journey 
There are multiple points where a patient might get lost in their journey. Some of these 

points occur at the hospital, e.g. the waiting times at ED mean some patients may leave. 

However, the health sector needs to give thought to the destinations for vulnerable people 

after they leave the hospital and how to make it as easy as possible for patients to attend 

follow-up appointments. Currently there may be little flexibility for patients to choose their 

preferred time. Some patients may struggle with transport or other issues.  
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Patient access and health literacy could be improved 
There is poorer access to certain services if the patient is not centrally based. Participants 

often noted that there might be barriers to GP access. This isn’t just about the cost, it may be 

that GPs aren’t accepting patients, or patients are unable to get to the GP when the GP is 

open, or the GP might not have any appointments available that suit the patient. 

Additionally, patients might not be aware that it is free for certain age groups to visit the GP, 

or if the household has debt with the practice, they may not want to visit even though it will 

be free for the child. Patients might also struggle to find money to fill prescriptions.  

Health literacy was highlighted as an important factor in every journey. Sometimes health 

information and patient education is not provided in a way that allows patients and their 

wider whānau to understand the condition and empowers them to manage at home. This can 

prevent patients from accessing care at the right time. They may turn up to ED with 

deterioration in their condition that could have been prevented by appropriate management 

at home, with good GP support.  

1.3 The future state 

1.3.1 Hospital processes 

Workforce needs will change 
A focus on workforce planning, including recruitment, retention and training will be needed 

to support future demand, which is likely to be based around different patient needs. 

Allied health services will require significant focus and further investment if they are to 

perform their critical role in keeping people out of hospital (avoid admission, reduce length 

of stay and avoid readmission), and well in the community. 

Change hospital processes for frail 
There is a growing frail elderly population presenting to the hospital, with increasing 

comorbidities and complex care requirements. The way in which the health sector organises 

how it delivers medical services in the future, across the health system, will therefore need to 

reflect this changing pattern of demand. 

Getting geriatricians involved in patient care early in the journey is important. This may 

mean redesigning some pathways, and employing more geriatricians. Delirium management 

is also an important area for improvement, and a clear pathway should be developed.  

Remove duplication of testing and histories 
A look at where in a patient’s journey there is duplication of either diagnostics or patient 

history taking is needed to identify where duplication occurs and where it could be cut.  

Redesign ED 
Participants suggested that the following factors should be taken into account in any future 

redesign of the Emergency Department: 

• More private spaces and noise reduction. 
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• Separate area for children waiting in ED. 

• Places for families waiting for news and updates. 

At discharge 
Discharge summaries could be improved to help with the transition of patient care into the 

community. The discharge summary should be clear, correct, and go to the right people at 

the right time.  

A complex discharge role will also help transition the increasing number of patients 

presenting at the hospital with multiple comorbidities and complex care needs.  

IT improvements 
Participants often identified the need for one health record that is easy to access for all health 

professionals (including hospital staff and GPs), and for the patient and their whānau. While 

there have been improvements in the IT area, e.g. Care Insight allowing ED doctors to 

access primary care records, these should be built upon with the ultimate end goal of one 

common health record.  

1.3.2 Communication and education 

Improving health literacy 
Improving the health literacy of patients and whānau was highlighted as incredibly important 

in every journey. Educating the patient on what their health conditions mean and how to 

self-manage them is extremely important in ensuring the patient gets the care they need at 

the appropriate time in their journey. Improving the health literacy of the whole whānau will 

help improve the patient’s care, and will help improve everyone’s health.  

Improving communication  
Looking at the way messages are delivered to patients by health professionals is important. 

Health professionals need to ensure that the messages are delivered in the right place, at the 

right time, and are understood first time.  

Cultural competency training will help ensure the health professionals are delivering 

messages in the right way to all patients.  

Make every health interaction count 
There are a lot of times a person may interact with a health professional. The health sector 

needs to make sure that every interaction is useful to the patient, whether it is about 

education or getting the patient in touch with other services they may need, e.g. housing.  

There is a lot of downtime in a patient’s journey, e.g. while waiting for test results. This time 

could be used to educate the patient in their health condition, e.g. by providing games for 

children to play to teach them about asthma.  
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1.3.3 Prevent patients going to hospital in the first place 

Increase the focus on prevention 
Stopping the patient getting to the hospital in the first place should be the key focus. This 

can be done by shifting the focus onto prevention, and looking at a ‘wellness model’ rather 

than a ‘sickness model’. A person’s health is affected by a wide range of social issues, e.g. 

housing, and the health sector needs to ensure that these issues are taken care of if the health 

sector wants their population to be as healthy as they can be. 

Shift care out into the community 
There are a number of ways that the health sector could shift the balance of care out into the 

community: 

• Shifting the delivery of a greater number of specialist services to community settings 

(e.g. co-located with primary care), closer to where people live and work. 

• Invest more in services for vulnerable people. A focus on the wider social issues will 

help improve the population’s health. 

• Increase the supports available to keep the elderly in their homes such as 24-hour 

nursing if required, more advanced monitoring and greater use of alarms, and other 

innovations to reduce hospital and rest home demand. 

• A commitment to investing in upstream, preventative services.  

• Improved integration between primary care and hospital services, and resourcing time 

for SMOs to provide support and education to GPs. 

• An improved health pathways programme, with input from a range of disciplines and 

improved integration with existing practice management systems so they become 

embedded in the local health system.  
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1. Introduction 

1.1 Aim of the patient journey workshops 
Patient journey workshops provide an opportunity for health professionals, patients and 

other stakeholders to identify areas of improvement in the care chain from a patient 

perspective rather than an organisational perspective. The patient journeys are hypothetical 

but typical cases. The objectives of the patient journey workshop are: 

• To map out the patient journey, and identify where processes or activities are 

considered to be positive or negative to patient care or flows. 

• For each participant to have an opportunity to provide input into the patient journey. 

• To gain more awareness of how other clinical and non-clinical staff affect the patient 

journey. 

• To make suggestions about a transformational change to service directions. 

1.2 Acknowledgement 
We thank the large number of participants and workshop supporters, including patients and 

District Health Board (DHB) senior management who attended the workshops and gave 

their valuable time and input. 

1.3 Where patient journeys fit in the wider 
planning process 

Patient journeys are one input into the Hawke’s Bay Clinical Services Plan. As a whole, the 

Clinical Services Plan identifies the clinical services and models of care that will be needed to 

meet the future demand of the population of Hawke’s Bay. 

It is not limited to hospital-based services, but considers the primary and secondary clinical 

services delivered within the Hawke’s Bay Health System. The Clinical Services Plan 

underpins long-term financial, capital investment and workforce plans.  
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2. Approach 

Hawke’s Bay DHB and Sapere held eleven patient journey workshops over eight sessions 

from 11 to 22 September 2017.  

Table 1 Summary of workshops 

 The journey Date held 

A Stroke 11 September 2017 

B Congestive Heart Failure 11 September 2017 

C Youth Alcohol and Other Drugs 12 September 2017 

D Youth Pregnancy 13 September 2017 

E Fractured Neck of Femur 13 September 2017 

F Inflammatory Arthritis 13 September 2017 

G Tertiary Oncology 20 September 2017 

H Paediatric Asthma 20 September 2017 

I Diabetes and Kidney Disease  21 September 2017 

J Ear Disease 21 September 2017 

K Dementia 22 September 2017 

2.1 How are patient journey workshops run? 
The patient journey workshops were jointly facilitated by staff from Hawke’s Bay DHB and 

Sapere Research Group. Participants were organised into tables of up to ~15 people to 

ensure (as far as possible) a balance of views among the various services. Table facilitators 

were selected from the DHB, to ensure the process was wholly owned and “voiced” by the 

DHB. 

To ensure optimal participation from participants, an informal and low-tech approach was 

used. The DHB facilitator identified for each table guided participants through the journey. 

The workshops were divided into two parts – the current state, and the future desired state.  

Workshop participants included DHB staff (clinicians and management), representatives 

from primary care and community organisations, and patient representatives and support 

people.  
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Part A – the current state 

Groups were asked to track the patient journey in detail from the point of entry to the point 

of exit of the health service. Each group had butcher’s paper drawn as a table with time on 

the x axis and the setting on the y axis (e.g. hospital or community). 

Participants were asked to note the activity in the care chain and the setting (and other 

relevant details) using colour-coded post-it notes (yellow for an activity, blue for processes 

that go well, red for issues, and purple for future ideas). The groups worked collaboratively 

on placing these in order on the templated butcher’s paper. 

Groups were asked to report back through a series of ‘rolling presentations’, whereby the 

second and subsequent groups only raise points that have not been addressed by previous 

groups. 

The resulting representations of the patient journeys in this document, as set out in 

Appendix 1, are a tidied up copy of what the groups identified on the butcher’s paper. It 

should be noted that some of these journeys were relatively complex and some groups did 

not complete the entire journey. 

Part B – the future state 

During the second part of the workshop, groups were asked to identify what they thought an 

ideal state would look like in the future. The groups were asked to be transformational in 

their thinking. At the end of this stage, the groups again reported back via rolling 

presentations. 

This material is one input into a wider process of Clinical Services Planning across Hawke’s 

Bay DHB. The description of the current state of patient pathways is based upon the 

information recorded by participants in the patient journey workshops and has not been 

subject to further verification. Workshop participants provided their views and experience of 

the strengths and weaknesses of patient care in good faith, but the material recorded in this 

process will be subject to further validation and critique as part of the DHB’s continuous 

process of reviewing and improving services. 
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3. Journey A: Stroke 
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3.1 How to improve 
System changes 

Participants identified a need for stroke prevention. This would involve improving access for 

high risk patients, for example, having health assessments in various settings, including the 

workplace, or providing a funded annual appointment at the GP. The health sector needs to 

focus on empowering the patient by improving their health literacy to allow them to take 

self-responsibility for their own health.   

The health sector needs to focus on the transition to the community, with clear pathways 

and knowledge on the services that are available to the patient. Improved communication 

with the patient so they know what is happening, and how long they have to wait for 

services, is needed.  

Incremental changes 

• “Make every health interaction count” – there are a lot of contacts between health 

professionals and patients in both primary and secondary care. We could use these 

contacts better, particularly if there is downtime (e.g. waiting for tests), to help educate 

the patient. 

• A welcome pack for patients on arrival on ward B2. 

• MDTs seven days a week. 

• More allied health staff. 

• All ED RNs trained in swallow screen. 

• Create a health services directory so everyone is aware of all the services on offer. 

• Stroke rehabilitation classes in the community. 
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4. Journey B: Congestive Heart 
Failure 
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4.1 How to improve 
System changes 

Participants identified a need for increased specialist resources to help improve patient 

education and care. For example: 

• a heart failure rehabilitation programme 

• more heart failure CNSs, working together with primary care. 

A focus on whānau wellness was also identified by participants as important. Focussing 

services on the needs of the whānau, rather than specific illnesses, can improve the health 

literacy of the entire whānau. NGO providers are useful to support this work. 

Incremental changes 

• Every CHF patient gets a Personal Action Plan and diary to help manage their 

condition. 

• Nurse prescribers to allow more frusemide treatment in the community.  

• Improved access to psychologists and dieticians for patient behaviours and lifestyles. 

• More heart failure CNS resource. 

• Improved smoking cessation education. 

• Improved linkages with NGOs so people can make the most of the services that are on 

offer. 
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5. Journey C: Youth Alcohol and 
Other Drugs 
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5.1 How to improve 
System changes 

Any changes should be co-designed with youth and whānau to ensure the service is 

appropriate for them, and will be used. There are examples of For Youth By Youth 

programmes being delivered in other parts of the country, and these are being investigated 

by the Hawke’s Bay youth council. Solutions should serve the whole whānau, not just the 

consumer. As an example of what is appropriate, participants noted that the current 

appointment-based system does not work for youth, who prefer a drop-in service.  

Participants identified the need to up skill primary care to more confidently deal with mild to 

moderate mental health issues, and a move towards a more behaviourist approach. An 

overall increase in mental health professionals, both in the hospital and in the community, 

was desired by participants.  

A dedicated adolescent mental health unit in Hawke’s Bay, to avoid travel to Wellington, was 

identified as a solution by participants. Removing the mental health process from ED was 

also highlighted as important. 

Work to remove the current stigma around mental health, not just for youth, would help 

improve the chances of people seeking help at earlier stages. Fostering a culture where 

mental health becomes an everyday conversation among youth and whānau is important to 

help remove the stigma.  

Incremental changes 

• Enough dedicated space in ED (or elsewhere) for assessment. Appropriate spaces may 

be full at the time, so more are needed. 

• Increasing the diversity of youth groups in the community, and improving coordination 

between them and other services. 

• Increasing school counsellor FTEs. 

• Space/place for youth to gravitate to in their community.  
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6. Journey D: Youth Pregnancy 
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6.1 How to improve 
System changes 

Dealing with the ‘causes of the causes’ is a long-term challenge, that recognises the impact 

and responds to trauma in whānau and adverse experiences during childhood. A meaningful 

co-design process would seek to ensure investment in services offers choices for women, 

and that any door is the right door.  

Improving integration between primary and community, and hospital services is critical, 

including the way information flows across. 

Increasing access to services out of hours means that people can receive services when they 

want to access them. Social workers available in ED 24/7 could manage complex social 

circumstances that ED staff may be reluctant or ill-equipped to deal with. 

Incremental changes 

• Double check patient contacts at ED to ensure we have the correct phone number and 

email address. 

• Private rooms for consultations at ED. 

• Enabling staff to focus more on the social issues. 

• Ensure consistency at the first point of contact (i.e. pathways). No matter where you go, 

you should get the same help and information. It is important that young women and 

girls know where to go and not be afraid to approach services. 

• Navigators can help people negotiate their way through the system. There are some 

navigators currently, such as the Pacific navigators, or Choices, which works with clients 

of its own midwives. 

• Healthy relationships education programmes need to include boys as well as girls. 
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7. Journey E: Fractured Neck of  
Femur 
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7.1 How to improve 
System changes 

Within the hospital, develop a delirium pathway that starts in ED. A geriatrician could have 

oversight of the patient through the journey (additional geriatricians are needed). To remove 

duplication of tests, the patient should undergo one comprehensive assessment throughout 

their entire journey. 

In the community, enhanced falls prevention services at home are needed to prevent 

fractured neck of femurs from happening in the first place. Improved fracture liaison 

services would also help e.g. intervening at a time when someone breaks a wrist, as a way to 

prevent a more serious fall from occurring.  

Incremental changes 

• More pressure-relieving mattresses. 

• Increased access to medical alarms. 

• More options for transport home, and to other appointments. 

• Have a clipboard in hospital with the patient event information, to minimise the patient 

needing to repeat their story over and over.  
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8. Journey F: Inflammatory Arthritis 
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8.1 How to improve 
System changes 

Arthritis is a life-long condition, and services need to be organised with that in mind.  

Once a patient is under the care of the rheumatology service, participants questioned 

whether the follow-ups done by the rheumatologist were actually necessary, or were actually 

performed as a way of keeping the patient in the system. If the patient were discharged from 

the service, the GP would need to refer the patient back in all over again. If a patient had a 

well-constructed treatment plan, then they could be managed mainly by the GP.  

Participants referred to the service delivery in Nelson Marlborough as a means of moving 

specialist services to primary care. In Nelson Marlborough, they have implemented a model 

of care consisting of GP-based clinics (serviced by interested GPSIs [GP’s with a Special 

Interest]), overseen by a private Rheumatologist offering advice at point-of care. 

At a higher level than rheumatoid arthritis, participants wondered whether we are funding 

the right types of surgery. Obese patients are receiving joint replacements that they may not 

have needed if they had bariatric surgery earlier to reduce the strain on the joints. 

Incremental changes 

• Participants highlighted the lack of pathways for rheumatoid arthritis. There is no local 

clinical pathway or Map of Medicine pathway. 

• On the referral form to the Rheumatology service, add a box saying “refer to Arthritis 

Society (with patient consent)”. Not all patients are referred to the Society, which is able 

to provide a lot of help.  

• Once a patient is discharged from the Rheumatology service, they need to be referred 

back in. Participants suggested a quicker pathway is created back into the Rheumatology 

service i.e. a referral for a follow-up, not an FSA. This may help stop unnecessary 

follow-ups that may happen in the rheumatology service just to keep the patient in the 

system.  

• Increase specialist resources trained to deal with arthritis e.g. GPSIs, Nurse 

Practitioners, Clinical Nurse Specialists, and Rheumatologists.  
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9. Journey G: Tertiary Oncology 
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9.1 How to improve 
System changes 

Participants suggested a ‘one-stop shop’ for diagnostics and treatment, to limit the places a 

patient needs to travel to and to potentially limit wait times and the amount of clinician 

services involved. 

An agreed plan of care that is electronic, accessible, shared, and owned by the patient. The 

plan should be developed with the patient and their family, be adaptable and contain next 

steps so patients know what to expect. There should be one point of contact for the patient 

to call if they have any questions. 

Make clinical information available in one place for staff so any conversations with patients 

can include on the spot answers e.g. scans, results, notes, rather than saying to the patient 

that they have to ask another clinician. 

If oncology staff are positive, that has a great effect on patients. Ensure that the oncology 

team is resilient, and provide a good working environment for them. Have team-building 

days to help build positivity. 

Incremental changes 

Staff need to have the capacity, and be empowered, to make changes. Make it easy for staff 

to suggest small changes, and create a flexible system to make those changes happen.  

• Improve facilities for patients receiving news, make it private and appropriate. 

• Engage psychosocial support early on in the journey. 

• Education to GPs on improving the quality of referrals for high suspicion of cancer. 

• Increased CNS resource. 

• ECA/RIS integration – add an FCT icon. 

• Identify the need for an interpreter at the start of the journey. 

• List of relevant services/support/information available to patient (e.g. on website, 

through an app, through partnership with Cancer Society). 
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10. Journey H: Paediatric Asthma 
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10.1 How to improve 
System changes 

The language the health sector uses is important – rather than saying families don’t engage 

with primary care, frame this in another way e.g. the family is ‘underserved by primary care’. 

The former sounds like we are placing the blame on the family. The health sector needs to 

empower patients to take control of their health care. 

The health sector needs to shift the focus from managing the symptoms to focussing on the 

wider story – looking at the social determinants of health (e.g. housing), and looking at the 

wider family’s health. The family need to be involved in the planning and education. 

Increasing workforce diversity would also help. 

Incremental changes 

• Create an electronic prompt for pacific health referral at the hospital, so all patients are 

referred to the service. 

• Train staff in cultural competency. 

• Have resources available in all Pacific Island languages. 

• Community education about what ED is for. 

• Pasifika support at ED, and more Pacific Island navigators available in both primary 

and secondary care. 

• 24/7 access to social work in the hospital. 

• Practice Nurse delivered asthma education. 

• Electronic prompt for pacific health referral, to ensure all families get referred to the 

service. 

• Identify the need for interpreters early, and bring them in as close to the start of the 

journey as possible. 

• During waiting times, have simple games available for children to help them learn about 

asthma. 
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11. Journey I: Diabetes and Kidney 
Disease 
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11.1 How to improve 
Participants identified a wide variety of improvements to the current system: 

• Increased education of options for people with renal failure. 

• More support guidelines for communication between GP and specialists. 

• Discharge facilitator in Wairoa. 

• Wairoa-specific MDT. 

• Complex discharge nurse role – who will support discharge and follow-up. 

• Dispense from DHB three or four days’ worth of medication as may be a delay until 

patient can get prescription filled. 

• Whānau screening. 

• Mobile PN clinics. 
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12. Journey J: Ear Disease 
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12.1 How to improve 
There are a number of areas to improve on: 

• Increase the profile of ear disease so more people are on the look-out for it. 

• More health literacy is needed about chronic ear disease both generally and specifically 

with patients. 

• The specialist service needs coordinated support for appointments. There is a possible 

local solution to increase the DNA rate whereby the dental service and others will 

notify the school to make sure the children are reminded to come to the session. 

Appointment times could be shared with family support. 



 

Page 32   

   

• One person is needed to coordinate DNA follow-up and the fact of the DNA needs to 

be shared locally and with the GP. 

• Follow-up of children post-grommets later in life would be useful. However, follow-up 

post-surgery could likely be done by others outside the service. 

• There could be testing of children before the age of four.  

• There could be a wrap-around service for whānau as glue ear might indicate others with 

glue ear or other issues.  

• Access to audiologists is difficult and there could be more primary care access to 

audiologists. 

• Implement a one-stop shop in high risk areas.  

• Patient education could happen on tablets in waiting rooms. 

• The service needs mobile access to patient records. 

• Research chronic ear patients and clinic attendance correlation. 
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13. Journey K: Dementia 
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13.1 How to improve 
Some suggestions were: 

• Emphasise the need for respect of the elderly, together with the need for an advocate 

much like a Children’s Commissioner. 

• There could be a process plan for UTIs, and could also bundle in with resuscitation 

activities. As part of this, there could be standing orders. 

• Possibly, a facility GP – but likely would only be available for, for instance, a 

Wednesday afternoon.  

• Remote medical support to the rest home would work in this situation. 

• The rest-homes need some way to flex-up staffing when acute situations present. 

• An aged care person could come and work with GPs and that could be a nurse 

practitioner.  

• There is no physio support in the rest home other than that designed for maintenance 

meaning rehabilitation is unlikely. 
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• Identify patient risk factors earlier particularly if there were a history of UTIs. 

• Admit directly to acute care for the elderly ward.  

• Fast track through AAU as she is not that sick.  

• Provide an urgent care response direct to the rest home possibly using the paramedics. 

Or introduce IV management in ARC and with District Nurses. 

• Introduce mattresses designed to avoid pressure injury.  

• A dementia friendly ward. 

• Telemedicine may assist with remote clinical support.  

• Full implementation of MediMap meaning doctors can chart remotely.  
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Appendix 1 Diagrams of  each journey 

Stroke 

 

Congestive Heart Failure 

 



 

 

Page 40   

   

Youth Alcohol and other Drugs 

 

Youth Pregnancy 
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Fractured Neck of Femur 
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Inflammatory Arthritis 
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Tertiary Oncology 
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Paediatric Asthma 
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Diabetes and Kidney Disease 
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Ear Disease 
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Dementia 

 

 


