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Agenda 
Meeting of the Board 

09 December 2015 
  

Venue: A+ Trust Room, Clinical Education Centre 

 Level 5, Auckland City Hospital, Grafton 

Time:  2:00pm 

 

Board Members 
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Jo Agnew 
Peter Aitken 
Doug Armstrong 
Judith Bassett 
Dr Chris Chambers 
Dr Lee Mathias (Deputy Chair) 
Robyn Northey 
Morris Pita 
Gwen Tepania-Palmer 
Ian Ward 
 

Auckland DHB Executive Leadership  
Ailsa Claire Chief Executive Officer 
Fiona Barrington Change Director 
Simon Bowen Director of Health Outcomes – AHB/WDHB 
Margaret Dotchin Chief Nursing Officer 
Joanne Gibbs Director Provider Services 
Naida Glavish Chief Advisor Tikanga and General Manager 
 Māori Health – ADHB/WDHB 
Dr Debbie Holdsworth Director of Funding – ADHB/WDHB 
Elizabeth Jeffs Group HR Director  
Dr Andrew Old Chief of Strategy, Participation and 
 Improvement 
Rosalie Percival Chief Financial Officer 
Linda Wakeling Chief of Intelligence and Informatics 
Sue Waters Chief Health Professions Officer 
Dr Margaret Wilsher Chief Medical Officer 

Auckland DHB Senior Staff 
Bruce Levi General Manager Pacific Health 
Auxilia Nyangoni Deputy Chief Financial Officer 
Marlene Skelton Corporate Business Manager 
Gilbert Wong Director Communications 
 
(Other staff members who attend for a particular item are named at 
the start of the respective minute) 

 
Apologies Members: 

Apologies Staff: Naida Glavish 

Karakia 

Agenda 
Please note that agenda times are estimates only 

2:00pm 1.  ATTENDANCE AND APOLOGIES 

 2.  REGISTER OF INTEREST AND CONFLICTS OF INTEREST  

Does any member have an interest they have not previously disclosed? 

Does any member have an interest that may give rise to a conflict of interest with a 
matter on the agenda? 

2:05pm 3.  CONFIRMATION OF CONFIDENTIAL MINUTES 28 OCTOBER 2015 

2:10pm 4.  PRESENTATIONS 
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 4.1 Starship Foundation – Brad Clark and Bryan Mogridge  

2:25pm 5.  ACTION POINTS 28 OCTOBER 2015 

 6.  CHAIRMAN’S REPORT - VERBAL 

2:30pm 7.  CHIEF EXECUTIVE’S REPORT 

2:40pm 8.  HEALTH AND SAFETY 

 8.1 Health and Safety Charter for Auckland DHB  

2:45pm 9.  COMMITTEE REPORTS 

  Community and Public Health Advisory Committee Recommendations 

 9.1 Request for Review of Wording of the Karakia 

 9.2 Housing in Auckland 

  Audit and Finance Committee 

 9.3 Revised Fraud Policy Approval 

3:00pm 10.  PERFORMANCE REPORTS 

 10.1 Financial Performance Report 

 10.2 Funder Report  

3:15pm 11.  DECISION REPORTS 

 11.1 Draft Quality Account 2014/2015  

3:35PM 12 INFORMATION REPORTS 

 12.1 Implementing “Locality Provision” for Auckland DHB - Update 

 12.2 Ministry of Health Childhood Obesity Plan - Briefing 

4:00pm 13 GENERAL BUSINESS 

 13.1 Establishment of Executive Committee of the Board 

 14 RESOLUTION TO EXCLUDE THE PUBLIC  

 

Next Meeting: Wednesday, 17 February 2016 at 12.45pm 
 A+ Trust Room, Clinical Education Centre, Level 5, Auckland City Hospital, Grafton  
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Update on implementing ‘locality provision’ for Auckland DHB  

Recommendation 

That the Board: 

Notes progress toward locality provision for Auckland DHB 

 

Prepared by: Judith Catherwood (Director, Community & Long Term Conditions Directorate); Clive Bensemann (Director, 
Mental Health & Addictions Directorate) 

Endorsed by: Andrew Old (Chief of Strategy, Participation & Improvement); Joanne Gibbs (Director, Provider Services) 

Endorsed by Senior Leadership Team: Yes:  Date:  Tuesday, 17 November 2015 
 
 

1. Background 

In 2013, the Auckland DHB and Waitemata DHB Boards approved a locality approach for both DHBs 
(attached as a separate paper).  The approach was to respond to the desire of communities for a 
more locally nuanced approach to health service planning and delivery than the existing district wide 
model.  They wanted to feel more involved in decisions and see local services being provided to 
meet local needs.1  From an organisation point of view, the approach was an opportunity to partner 
more closely with patients, families, communities and providers across the system to improve health 
and the quality of healthcare through reducing variation and a whole of system focus. 

A locality was defined as one of the Auckland Council Local Board areas.  These are geographically 
defined and encompass all people usually resident in the area.  Our agreed locality approach has 
two related but distinct features: 

Locality planning is a population health approach which puts communities and their 
experiences of health and healthcare at the centre of planning decisions and, crucially, 
engages those communities in action to improve health.  This concept goes further than 
consulting local people on planned changes or development instead seeking to actively 
engage them to shape and define the public value, that is, what matters most in terms of 
health priorities.  In general, locality planning is tightly bound to locality boundaries to allow 
for meaningful population data analysis and intersectoral working, and is part of our broader 
community participation strategy. 

Locality provision is the better co-ordination and integration of health and related services 
at the locality level.  Importantly this encompasses more than traditional primary care, 
representing instead a microcosm of all health service activity, inclusive of hospital and 
primary care and other health and social sector services, operating at a local level.  Locality 
provision is not tightly bound to locality boundaries to allow the development of functional 
networks around existing or potential provider relationships and to accommodate known 
movements of patients. 

For operational purposes it was acknowledged that the localities may be aggregated. 

This paper outlines a suggest approach to locality provision for Auckland DHB. 

 

                                                           
1
 Feedback received during consultation on the Auckland DHB Primary Health Care Plan, 2008 
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2. Planned Approach 

Working from the principle that localities can be aggregated we have looked at aggregations that 
would work from a service delivery point of view.  These were developed by the Community & Long 
Term Conditions and Mental Health & Addictions Directorates and have subsequently been 
endorsed by the Senior Leadership Team as the model for future locality development over time. 
There are five localities, each with a population of ~80 – 100,000 people.  Our Chief Advisor Tikanga, 
Naida Glavish, has provided the Māori names.  

To avoid confusion we are redefining the use of ‘locality’ at Auckland DHB to refer to these 
aggregations.  This does not prevent us continuing to use Local Board Areas for the purposes of 
locality planning, work with Council and other agencies and community engagement work. 

 

Table 1: Proposed Auckland DHB Localities
2
 

Health Locality Population Local Board Areas Population
*
 District Health Board 

Whau 102,000 
Whau 76,400 Waitemata & Auckland DHB 

Puketapapa 56,100 Auckland DHB 

Owairaka 98,800 Albert / Eden 98,800 Auckland DHB 

Rangitoto 79,240 

Waitemata 70,000 Auckland DHB 

Waiheke Island 8,420 Auckland DHB 

Great Barrier Island 820 Auckland DHB 

Orakei 81,100 Orakei 81,100 Auckland DHB 

Maungarei 100,000 
Maungakiekie Tamaki 73,000 Auckland DHB 

Mangere-Otahuhu 75,900 Auckland & Counties Manukau DHB 

 

By focusing our DHB delivered service provision around defined localities, we can work more 
effectively with our primary care and community partners around functions such as: 

 Interventions targeted to local populations 

 Population access to extended services and subspecialisation within primary care 

 Care navigation based in primary care 

 Services accessed via primary care or direct access eg access to talking therapies 

 Multi-disciplinary based staff teams aligned to localities e.g. district nurses, community allied 
health, NASC and rapid response services 

 Access to diagnostics and near patient testing 

 Telecare and telehealth 

 Multi modal consults (video, phone, email) 

                                                           
2
 Appendix 1 contains a draft map 

* Population numbers are rounded estimates based on Statistic NZ 2009 projections  
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 Interdisciplinary practice and models 

 Extended teams eg, clinical pharmacist, health care assistants, extended scope nurses. 

 Clinical partnership with community pharmacy 

 Partnership with residential homes 

 End of life care 

This focus also allows us to explore how currently hospital provided care may evolve, for example: 

 What needs to be different in secondary care initially and how secondary care services are to 
be accessed by localities and how secondary care will support localities?  

 How do we create a single system instead of secondary and primary care? 

 How do we monitor & evaluate services? 

 Staff trained in supporting ‘my plan’ and motivational approaches 

 Open referrals and follow up supporting self-directed care models 

 Services close to me (e.g. telecare and telehealth) 

 Two way digital communication 

 How will Whanau Ora be realised? 

The Community and Long Term Conditions and Mental Health and Additions directorates are the 
most advanced in their development of locality provision.  Progress within the Community and Long 
Term Conditions Directorate is detailed in the next section.  Work is taking place to scope other 
functions and services within the provider arm that may be able to support this model over time.   

 

3. Community and Long Term Conditions Directorate 

The Auckland DHB Community and Long Term Conditions (CLTC) directorate is supporting the 
development of locality provision through the design and implementation of a locality service 
model.  We will commence with home health services and then extend this to geriatrics / older 
people’s health, diabetes and other chronic condition services.  We envisage other services outside 
of the directorate will see value in engaging with this model as it develops.  Mental health and 
Addictions are already engaged and working in partnership with us. 

Primary care are interested in engaging with this model as it creates a practical environment where 
they can work directly with community and secondary care specialities on integration and the 
application of care pathways which focus on increasing the capacity of primary care and ultimately 
aim to support a shift in the balance of care.  PHO representatives and funding and planning have 
been involved in our planning process and workshops. The model will focus primarily on 
multidisciplinary anticipatory care models which integrate rapid response and target older adults 
with complex chronic disease.  Through a plan to work upstream and with primary care, hospice 
services, home based support agencies and aged care facilities we aim to create a model where early 
intervention opportunities are maximised and where we support the delivery of self-directed care 
and the implementation of “my plan” as close to home as possible. 

What is a locality service provision model? 

The locality model places communities at the centre of health service planning and delivery.  It 
enables us to better understand the health priorities of communities (‘localities’) and shape services 
that respond to the local needs of each.   

Services are delivered by multidisciplinary teams that are aligned to a primary geographic locality 
and their needs.  These teams will however, continue to work across locality boundaries when 
necessary.  It is envisaged the locality teams will flex to meet peaks and troughs in demand.  It is also 
envisaged that through horizontal integration within teams, greater flexibility and reach of 
community service teams can be achieved.  Skill sharing will become routine and this will reduce the 
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need for multiple assessments, providing the patient and their family with greater control and 
clearer support structures and points of contact. 

Although team configurations will vary according to local need, typical features of a locality model 
include the use of joint assessment and care planning, with care coordination resting with a lead 
professional.  Single points of referral or access are being created.  We envisage making maximum 
use of technology within the model, exploring telehealth care as the model develops. 

Approach to designing the CLTC Directorate service locality model 

A series of workshops have been held in August and September 2015 with stakeholders to design 
how the model will operate.  These have considered the following areas in the model of care and to 
ensure consistency in approach whilst allowing local nuances to reflect local population needs and 
innovation within each locality: 

 Referral pathways and management 

 Entry criteria 

 Care planning / assessment / care coordination 

 Service delivery model and services 

 Operational service delivery 

 Service priorities and focus 

 Key worker/lead professional concept 

 Locality development plans 

 Discharge criteria process 

 Targets and key performance indicators. 

 

We are also defining the FTE allocation for each locality team and develop relationships and working 
patterns to best suit the needs of primary and community services. 

A project manager has been working with us to and our ADHB community teams and stakeholders 
during the design of this model.  The project manager is also supporting the implementation of the 
new model. 

Once the new model has been implemented in home health services, we will work to extend this to 
other services and groups during 2016/17.  A key feature of the model will be the role of the locality 
team leader.  This post will be expected to build relationships with the general practices and care 
facilities in the locality, exploring activity all opportunities to create care models that focus on early 
and local care delivery meeting patients’ needs and minimising risk of deterioration in health 
resulting in unnecessary hospital admissions.  The role will also develop relationships with key 
services within secondary care services, and over time, support new models of care which support 
community delivery options where safe to do so.  These latter activities will be supported by the 
Directorate Senior Leadership Team, and built into our directorate business planning cycle.  A 
partnership with funding and planning colleagues in scoping these options and funding flows will be 
a critically important component. 

Outcomes 

The outcomes of the new CLTC Directorate service locality model will include: 

 Integrated services that are tailored to the needs of each locality 

 Person-centred (rather than disease centred) case management of individuals / whānau 

within the whole health system 

 Enhanced community engagement and co-design of services 
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 Enhanced relationships and collaborative working across the health sector 

 Enhanced service capacity to ensure patient flow across the healthcare sector, and wherever 

possible, care is delivered in the home or as close to home as possible 

 Less duplication through streamlined assessment, care planning and communication. 

  

12.1
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Appendix 1: Locality Names 
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Ministry of Health Childhood Obesity Plan - Briefing 

Recommendation 
 

That the Board note: 

 The Ministry of Health has released a Childhood Obesity Plan that includes a number of 
health-led initiatives 

 A small number of the plan’s initiatives require additional DHB action at this time 

 A childhood obesity target will replace the More Heart and Diabetes Checks target 

 The DHB will develop a childhood obesity plan that includes initiatives and deliverables 
from the MoH Childhood Obesity Plan 

 

Prepared by: Dr Patricia Bolton (Public Health Physician), Leanne Catchpole (Healthy Lifestyles Programme Manager), 
Stacey Strang (Before School Check Programme Manager) 
Endorsed by: Simon Bowen (Director Health Outcomes) 

 

Glossary 
B4SC – Before School Check 
DHB – District Health Board 
ECEC – Early Childhood Education Centres 
GP – General Practitioner 
HAT – Healthy Auckland Together 
HPS - Health Promoting Schools 
LMC – Lead Maternity Carer 
MoH – Ministry of Health 
WHO – World Health Organisation 
 

1. Executive Summary 
 
Rates of childhood obesity are high within the New Zealand population, particularly for Maori and 
Pacific children. The Ministry of Health (MoH) has recognised a need for action on childhood obesity 
with the Childhood Obesity Plan, released 19th October 2015. The MoH Childhood Obesity Plan 
provides three focus areas and 22 initiatives targeting food, environments and physical activity. 
Sixteen of the initiatives are to be Health sector led. Of these initiatives, six initiatives require more 
comprehensive DHB action at this time, they are: a new health target, associated physical activity 
and nutrition programmes, guidance for healthy weight gain in pregnancy, gestational diabetes 
guidelines, referrals to Green Prescription for pregnant women with or at risk of gestational diabetes 
and the District Health Board (DHB) food policy. As part of annual plan activities the DHB will be 
developing a local childhood obesity plan. The plan will include initiatives and deliverables from the 
Childhood Obesity Plan. The DHB plan will be informed by a pathway/process map, and a stocktake 
and gap analysis of relevant community nutrition and physical activity services that builds on 
regional work already undertaken.  
 

 

12.2

184



OPEN 

Auckland District Health Board meeting 
9 December 2015 
Page 2 

2.  Background 
 
To address the high and rising rates of childhood obesity within New Zealand, there has been recent 
Government activity to enable implementation of new obesity-related initiatives within DHBs, such 
as healthy conversations with pregnant women, maternal and infant nutrition programmes, and the 
Healthy Families initiatives. These initiatives have been informed to a degree by the World Health 
Organisation (WHO) Commission on Ending Childhood Obesity, co-chaired by Sir Peter Gluckman. In 
October the MoH released a Childhood Obesity Plan based on elements of the WHO Commission’s 
advice, particularly regarding the importance of a life-course approach to obesity, focusing on 
maternal, infant and child nutrition and physical activity, and also food labelling, partnership with 
the food industry and providing public information.  
 
Within the Auckland region there are approximately 400,000 0-19 year olds.  There are around 1200 
Early Childhood Education Centres (ECEC) (with around 20,000 enrollees) and 540 schools. Just 
under half the schools serve decile 1-4 populations. Three out of ten children are overweight or 
obese.  Obesity is strongly linked to ethnicity and neighbourhood deprivation.  
 
In Auckland DHB one in ten children are obese, and rates are much higher for Māori (20%) and 
Pacific (30%) children. A quarter of all children in Auckland DHB are overweight or obese. In the 
previous six months, 236 children have been identified in the Before School Check (B4SC) as being 
obese or very obese in Auckland DHB.  
 
Within Auckland DHB, several initiatives are already in place to support the prevention and 
management of childhood obesity. Key initiatives that the DHB is involved with include: Healthy 
Babies Healthy Futures, the B4SC, Active Families, Healthy Village Action Zones and Healthy 
Auckland Together.  

 Healthy Babies Healthy Futures is community-based obesity prevention and reduction 
programme aimed at improving maternal and infant nutrition and physical activity for Maori, 
Pacific and Asian pregnant women, young mums and their families. The programme utilises 
a community development approach, and involves an innovative text-based health 
information component.  

 The B4SC is a health and social assessment programme for four year olds that is undertaken 
in a variety of settings, including the home environment and clinics. In 2014/15 96 percent 
of the total eligible population had their B4SC assessment; this was lower for Maori (91%) 
and Pacific (93%) compared with Other (97%). The B4SC includes a growth assessment using 
height, weight and Body Mass Index (BMI). Children with a BMI over the 98th percentile are 
given advice on healthy eating and an active lifestyle, and referred to their GP and to a 
community physical activity and nutrition programme, however there are very few 
programmes available for children of this age. The GP may refer on to a paediatrician. Active 
Families is the main physical activity and nutrition programme available, but as it is 
contracted to provide for five-18 year olds, the programme currently only allows four year 
olds to attend as family members of an older sibling that is referred. 

 Active Families is the Government’s nutrition and physical activity programme for families, 
linked with Green Prescription. It has recently started to be provided by Auckland DHB. The 
programme is available via self-referral, or referral from any health professional (usually a 
General Practitioner or Paediatrician). The programme runs for up to 12 months, and is 
available to children and youth aged five-18 years, and their families, with priority given to 
children aged five-12 years. The most recent national evaluation of the programme showed 
that 85 percent of families surveyed noticed changes in their child’s health and/or fitness, 
and six percent did not. Of those that noticed changes, 44 percent said that their child had 
lost weight.   
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 Healthy Village Action Zones is a Pacific community church-based programme that supports 
Pacific communities to create and lead healthy lifestyles. The programme includes the eight 
week adult Aiga weight loss challenge to encourage community engagement and support in 
making healthy choices in order to improve health, and reduce overweight and obesity rates 
within the Pacific community.  

 The Auckland Regional Public Health Service has coordinated the development of a regional 
coalition: Healthy Auckland Together (HAT). HAT aims to promote environmental change to 
increase physical activity, improve nutrition and reduce obesity. HAT partner agencies 
include: Auckland Council, Auckland Transport, the Health Promotion Agency, Aktive – 
Auckland Sport and Recreation, the New Zealand Heart Foundation, the DHB’s, Healthy 
Families New Zealand, the MoH, Primary Healthcare Organisations, Mana Whenua and Non-
Government Organisations. HAT has developed a five year plan 2015-2020 that focusses on 
those aged two years and over.  The plan has a chapter specifically relating to Schools and 
ECEC Settings. HAT partners are planning a range of strategic and operational activities to 
foster improvements in the food environment (for example working with school decision-
makers, working with the New Zealand Heart Foundation to support and expand its 
programme to improve the food environment in decile 1-4 schools, strengthening the focus 
on healthy eating and physical activity polices as part of the ARPHS pre-licencing ECEC 
assessments) and supporting active transport to and from school within our region 

 

3. Overview of the Childhood Obesity Plan 
 
The new MoH Childhood Obesity Plan provides a package of initiatives to prevent and manage 
obesity in children and young people up to 18 years of age. It also presents a new health target of 
health professional referral for obese children from B4SC, to replace the current More Heart and 
Diabetes Checks target.1 The Childhood Obesity Plan has three focus areas and 22 initiatives, which 
are either new or an expansion of existing initiatives (see figure 1): 

1. Targeted interventions for those who are obese 
2. Increased support for those at risk of becoming obese 
3. Broad approaches to make healthier choices easier for all New Zealanders. 

 
The plan emphasises pregnancy and early childhood life stages, and focuses on food, environments 
and physical activity. It requires leadership and action across government agencies, the private 
sector and community sectors and settings. Sixteen of the 22 initiatives (initiatives 1, 2, 4-12, 14, 19-
22) are to be led by Health; some of which are to be led in collaboration with others, including the 
Health Promotion Agency, Ministry for Primary Industries and the food industry. Three initiatives 
(initiatives 3, 13, 15) will be led by Sport NZ, and three by the Education sector (initiatives 16-18).  
 
 
 
 
 
 
 
 
 
 

                                                           
1 On 30 June 2016 More Heart and Diabetes Checks will cease to be a health target. Sector performance after 30 June 2016 

will continue to be monitored through DHB accountability measures, service coverage requirements and reporting 
processes. There is expectation that the target will be achieved by 30 June 2016, and engagement with the Ministry (e.g. 
those DHBs on recovery plans and quarterly reporting requirements) will continue. 
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Figure 1: Childhood Obesity Plan: schematic overview of the three focus areas, and 22 initiatives 
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4. Impact for the DHB 
 
New health-led initiatives within the Childhood Obesity Plan that require more comprehensive 
additional activity by the DHB at this time include: 

 Initiative 1: New health target - referral of children identified as obese at the B4SC to a 
health professional and a family based nutrition, physical activity and lifestyle intervention, 

 Initiative 2: Additional funding for the expansion of the Active Families programme in 
2017/18, 

 Initiative 5: Utilisation of guidance for healthy weight gain in pregnancy as part of first 
trimester consultation, 

 Initiative 6: Implementation of the gestational diabetes guidelines, 

 Initiative 7: Encouragement of General Practitioners (GP) and Lead Maternity Carers (LMCs) 
to refer women with, or at risk of gestational diabetes to Green Prescription and  

 Initiative 21: DHB healthy food policies 
 

 
Initiative 1: Childhood obesity health target – Before School Check (B4SC) referrals: 
 

Target “By December 2017, 95 per cent of obese children identified in the B4SC programme 
will be referred to a health professional for clinical assessment and family based 
nutrition, activity and lifestyle interventions.” 

Current 
situation 

In the past six months 236 four year old children were identified as obese or very 
obese in the B4SC, which is eight percent of all children who had a B4SC in that time 
period. Ten percent of these children were referred to a health professional, and 
three percent were already under care.  
 
The ten percent referral rate is likely significantly undercounting the actual referral 
rate, as previously a higher BMI percentile cut off was required for referral to a 
health professional, and the new working definition of the health target requires a 
particular data field to be completed which has not been part of the standard process 
to date.  
 

Issues There is not currently a MoH or DHB-funded programme available for physical 
activity and nutritional advice for the pre-school age group. The Active Families 
programme is funded by the MoH for children aged five-18 years, and providers do 
not accept referrals for children aged under five years as the programme is not 
suitable for this age group.  

Timeframes Report target from 1 July 2016. Achieve target by December 2017. 

Next steps The MoH will work with the DHB to phase this target in, including refining of a  
working definition for the target, provision of baseline data, and then reporting from 
1 July 2016 

 
Initiative 2: Access to nutrition and physical activity programmes for families 
 

Current 
situation 

The MoH Active Families programme is currently contracted and funded for five-18 
year olds only. The Auckland DHB Active Families programme is contracted to deliver 
to 45 families per year. To address the age gap between B4SC screening and referral 
to Active Families, earlier this year Planning and Funding contacted Active Families 
providers regarding extending the programme intake to include four year olds. 
Providers stated that this was not feasible within the current programme structure 
due to the different developmental and learning needs of this preschool age group. 
The MoH Guidelines for Active Families also state that the programme is for five to 18 
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year olds only. 

Issues Currently there are a limited number of providers of Active Families-type 
programmes available to the under five population. If there is an obese older sibling 
B4SC providers refer them to Active Families, the younger sibling then benefits from 
the whole of family approach. If there is a younger sibling they refer to Healthy 
Babies, Healthy Futures. There is also a dietetic clinic at Tamaki that accepts four year 
olds. 

Timeframes An additional $3.4m nationally will be phased in over three years from 1 July 2016 
and will be allocated to extend access to programmes for families with obese children 
e.g. to Active Families or other evidence-based programmes.  The DHB will receive 
new funding for Active Families or other evidence-based programmes for four year 
olds from 1 July 2017 onwards. Funding allocation is based on service gaps and 
numbers of obese four year old children identified through the B4SC. 

Next steps Consider allocating DHB baseline to a one year duration preschool nutrition and 
physical activity programme that B4SC providers can refer four year olds to during 1 
July 2016 - 30 June 2017. 

 
Initiatives 5-7: Healthy weight gain in pregnancy, gestational diabetes guidelines and referrals to 
Green Prescriptions for pregnant women  
 

Current 
situation 

The healthy weight gain in pregnancy guidance was released in 2014, and is being 
utilised by some GPs and LMCs, and within the DHB-led Healthy Babies Healthy 
Futures maternal and infant nutrition programme. The gestational diabetes 
guidelines are being discussed within the three Metro-Auckland DHBS, but a 
consistent approach to implementation has not been agreed upon. Further discussion 
is required between the DHBs and Primary Care to enable a comprehensive 
implementation plan with clear identification of responsibility for care at the different 
health contact points. General Practitioners and LMCs can currently refer pregnant 
women to Green Prescription, and there is capacity within the current Green 
Prescription contract to cater for an increase in referrals for this population.  

Issues Though the healthy weight gain in pregnancy guidance has been available for a year, 
and referral to Green Prescription for pregnant women is currently possible, it would 
be useful to incorporate these initiatives into a package of advice/action linked to the 
first trimester HbA1c blood test informed consent or outcomes. This will need to be 
considered in discussions regarding implementation of the gestational diabetes 
guidelines. GPs and LMCs likely require further training on the use of the healthy 
weight gain in pregnancy guidance, and referral to green prescription, which could 
potentially be incorporated into a train-the-trainer package as part of the gestational 
diabetes guidelines implementation. The number of pregnant women at risk of 
gestational diabetes that are referred to Green Prescription is not known as a 
national reporting template is used to collect Green Prescription data, and this does 
not include these women as a category. Green Prescription providers will need 
further upskilling on supporting pregnant women at risk of gestational diabetes.  

Timeframes No timeframes have been indicated for these initiatives 

Next steps  Incorporate opportunity to link these three initiatives into regional discussions for 
the implementation of the gestational diabetes guidelines. 

 
Initiative 21: DHB healthy food policies 
 

Current 
situation 

The Healthy Food and Beverages Environments policy was published in August 2015. 
The DHB is on track to be Sugar Sweetened Beverage-free by January 2016. 

Issues DHBs are currently engaging with the MoH to develop an aligned national policy. The 
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DHB may need to consider updating the current policy to align with a national 
approach, particularly to support drinks provided being health promoting for child 
oral health.  

Timeframes Policy to be made available online by 30 December 2015. Sugar-sweetened beverage 
free by January 2016. 

Next steps Collaborate with MoH and National DHB Nutrition Environments group to determine 
evidence–base and approach to supporting health promoting DHB food and beverage 
environments.  

 
Other health-led Childhood Obesity Plan initiatives that require further / ongoing DHB activity 
include: 

 Initiative 4: Continue to utilise the MoH clinical guidance for weight management in New 
Zealand children and young people document. This guidance was released in 2009, and can 
be utilised by health providers.  

 Initiative 8: Promotion of the Health Star Rating. This does not require direct DHB 
involvement, but can be supported through any associated advocacy and action by HAT.  

 Initiative 9: Marketing and advertising to children. The Advertising Standards Authority is 
undertaking a review of the Coded for Advertising to Children and the Children’s Code for 
Advertising Food. This does not require direct DHB involvement, but can be supported 
through any associated advocacy and action by HAT.  

 Initiative 10: Discussions with the Food and Beverage industry of potential industry-led 
actions that can be taken. The DHB may contribute to some discussion through 
communication between HAT and the MoH.  

 Initiative 11: Information and resources for general public. These will be developed by the 
Health Promotion Agency. There may be opportunity for the DHB to review this information.  

 Initiative 12: Public awareness campaign. This will be led nationally, target parents and 
caregivers of children aged under 18 years and be launched November 2015.  

 Initiative 14: Physical activity guidelines for fundamental movement skills for under fives. 
The MoH is reviewing current evidence and will update their resources accordingly.  

 Initiative 19: Expansion of Health Promoting Schools (HPS) to include 150 more decile 1-4 
primary and intermediate schools and those with high Maori, Pasifika and vulnerable groups 
during the next two years. Planning and Funding is engaging with HPS DHB representatives 
to determine whether this will impact on our HPS services.  

 Initiative 20: Healthy Families NZ – Auckland DHB is not directly involved in Healthy 
Families, though is supporting Healthy Families activities through involvement in HAT. 

 Initiative 22: Update of the MoH Eating and Activity Guidelines for NZ adults. The MoH 
released the new guidelines on 28 October 2015. The Auckland DHB Healthy Food and 
Beverage Environments policy may need to be updated slightly to align with these new 
guidelines.  

 

7. Conclusion 
 
The MoH Childhood Obesity Plan provides a number of initiatives focused on food, environments 
and physical activity. Of these initiatives six (initiatives 1, 2, 5, 6, 7 and 21) require comprehensive 
DHB focus at this time. As part of annual plan activities the DHB will be developing a local childhood 
obesity plan. This plan will include initiatives and deliverables from the MoH Childhood Obesity Plan. 
The DHB plan will be informed by a pathway/process map, and a stocktake and gap analysis of 
relevant community nutrition and physical activity services that builds on regional work already 
undertaken. The DHB plan will review the evidence of effectiveness for obesity prevention and 
management activities, and will utilise a lifecourse framework focusing on three key areas: 1) pre-
conception, 2) maternity and first year of life and 3) childhood. 
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OPEN 
 

 

Auckland District Health Board 
Meeting of the Board 9/12/2015 

Establishment of Executive Committee of the Board 

Recommendation 
 

1. That the Board approve the establishment of an Executive Committee (under schedule 3 
clause 38 of the New Zealand Public Health and Disability Act 2000) to consider any matters 
that require the urgent attention of the Board during the Christmas/ New Year Board recess. 

2. That membership of the Committee is to comprise the Board Chair, the Deputy Board Chair 
(Lee Mathias), Ian Ward, Jo Agnew and Gwen Tepania-Palmer, with a quorum of three 
members (the Chair needs to be one of the three members). 

3. That the Executive Committee be given delegated authority to make decisions on the Board’s 
behalf relating to the urgent approval of business cases, leases and the awarding of contracts 
for facilities development, services and supplies and information services and on any other 
urgent recommendations from a Committee or the Chief Executive (same arrangements as 
last year). 

4. That all decisions made by the Executive Committee be reported back to the Board at its 
meeting on 17 February 2016. 

5. That the Executive Committee be dissolved as at 17 February 2016. 
 

Prepared by: Marlene Skelton (Corporate Business Manager) for Dr Lester Levy (Board Chairman)  

 
Glossary 

 

NZPH&D Act - New Zealand Public Health and Disability Act 2000 
 
1. Purpose 
 
 To seek the Board’s approval to establish a committee to conduct pressing Board business 

during the Christmas/New Year recess. 
 
2. Background 
 
 The final normal scheduled meeting of the Board for the year is on 9 December 2015.  The 

next meeting is on 17 February 2016.  There might be some items of business requiring 
approval at Board level that need to be processed during this period.  

  
 Under the NZPH&D Act (Schedule 3 Clause 38) there is provision for the Board to establish one 

or more committees for a particular purpose or purposes. 
 
3. Proposal 
 
 As in recent years, it is proposed that the Executive Committee should have a relatively small 

membership so that it can be convened at short notice, should this be necessary.  The 
proposed membership is the Board Chair and Deputy Chair (Lee Mathias), Ian Ward, Jo Agnew 
and Gwen Tepania-Palmer, with a quorum of three (the Chair needs to be one of the three 
members). 

 
 It is expected that, by their nature, any items referred to this Committee are likely to need to 

be taken in public excluded session. The date and agenda items of any meeting(s) would, as 
soon as confirmed, be advised to all Board members and meeting(s) publicly notified if they 
involve any open meeting agenda reports. 
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Auckland District Health Board 
Board Meeting 9 December 2015 

Resolution to exclude the public from the meeting 

Recommendation 
That in accordance with the provisions of Clauses 32 and 33, Schedule 3, of the New Zealand Public 

Health and Disability Act 2000 the public now be excluded from the meeting for consideration of the 

following items, for the reasons and grounds set out below: 

General subject of item 

to be considered 

Reason for passing this resolution in 

relation to the item 

Grounds under Clause 32 for the 

passing of this resolution 

1.  

Confirmation of 
Confidential Minutes 28 
October 2015  

Confirmation of Minutes 
As per resolution(s) from the open 
section of the minutes of the meeting, 
in terms of the NZPH&D Act 2000. 

 

That the public conduct of the whole or 

the relevant part of the meeting would 

be likely to result in the disclosure of 

information which good reason for 

withholding would exist under any of 

sections 6, 7, or 9 (except section 

9(2)(g)(i)) of the Official Information Act 

1982 [NZPH&D Act 2000] 

2. 

Register of Interest and 
Conflict of Interest 

As per that stated in the open agenda That the public conduct of the whole or 

the relevant part of the meeting would 

be likely to result in the disclosure of 

information which good reason for 

withholding would exist under any of 

sections 6, 7, or 9 (except section 

9(2)(g)(i)) of the Official Information Act 

1982 [NZPH&D Act 2000] 

3. 

Action Points 28 
October 2015 

Confirmation of Action Points 
As per resolution(s) from the open 
section of the minutes of the meeting, 
in terms of the NZPH&D Act 2000. 

 

That the public conduct of the whole or 

the relevant part of the meeting would 

be likely to result in the disclosure of 

information which good reason for 

withholding would exist under any of 

sections 6, 7, or 9 (except section 

9(2)(g)(i)) of the Official Information Act 

1982 [NZPH&D Act 2000] 

4.1 

Health and Safety 
Performance Report – 
October 2015 

Commercial Activities 
To enable the Board to carry out, 
without prejudice or disadvantage, 
commercial activities [Official 
Information Act 1982 s9(2)(i)] 

 

Negotiations 
To enable the Board to carry on, 
without prejudice or disadvantage, 
negotiations (including commercial and 
industrial negotiations) [Official 
Information Act 1982 s9(2)(j)] 

That the public conduct of the whole or 

the relevant part of the meeting would 

be likely to result in the disclosure of 

information which good reason for 

withholding would exist under any of 

sections 6, 7, or 9 (except section 

9(2)(g)(i)) of the Official Information Act 

1982 [NZPH&D Act 2000] 

5.1 

NEHR Programme 

Commercial Activities 
To enable the Board to carry out, 

That the public conduct of the whole or 

the relevant part of the meeting would 
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Update without prejudice or disadvantage, 
commercial activities [Official 
Information Act 1982 s9(2)(i)] 

 

be likely to result in the disclosure of 

information which good reason for 

withholding would exist under any of 

sections 6, 7, or 9 (except section 

9(2)(g)(i)) of the Official Information Act 

1982 [NZPH&D Act 2000] 

6.1 

Collective Procurement 
of Banking Services 

 

Commercial Activities 
To enable the Board to carry out, 
without prejudice or disadvantage, 
commercial activities [Official 
Information Act 1982 s9(2)(i)] 

 

That the public conduct of the whole or 

the relevant part of the meeting would 

be likely to result in the disclosure of 

information which good reason for 

withholding would exist under any of 

sections 6, 7, or 9 (except section 

9(2)(g)(i)) of the Official Information Act 

1982 [NZPH&D Act 2000] 

6.2 

2015/2016 Ministry of 
Health Sustainability 
Funding for Mercy 
Hospice Auckland 

Commercial Activities 
To enable the Board to carry out, 
without prejudice or disadvantage, 
commercial activities [Official 
Information Act 1982 s9(2)(i)] 

 

That the public conduct of the whole or 

the relevant part of the meeting would 

be likely to result in the disclosure of 

information which good reason for 

withholding would exist under any of 

sections 6, 7, or 9 (except section 

9(2)(g)(i)) of the Official Information Act 

1982 [NZPH&D Act 2000] 

6.3 

Pregnancy and 
Parenting Education 
Contract Funding 

Commercial Activities 
To enable the Board to carry out, 
without prejudice or disadvantage, 
commercial activities [Official 
Information Act 1982 s9(2)(i)] 

 

That the public conduct of the whole or 

the relevant part of the meeting would 

be likely to result in the disclosure of 

information which good reason for 

withholding would exist under any of 

sections 6, 7, or 9 (except section 

9(2)(g)(i)) of the Official Information Act 

1982 [NZPH&D Act 2000] 

6.4 

Improving Outpatient 
Renal Services: Strategic 
Assessment 

Commercial Activities 
To enable the Board to carry out, 
without prejudice or disadvantage, 
commercial activities [Official 
Information Act 1982 s9(2)(i)] 

 

That the public conduct of the whole or 

the relevant part of the meeting would 

be likely to result in the disclosure of 

information which good reason for 

withholding would exist under any of 

sections 6, 7, or 9 (except section 

9(2)(g)(i)) of the Official Information Act 

1982 [NZPH&D Act 2000] 

6.5 

Replacement 
Radiography Rooms 
Level 5 ACH and 
Radiology GCC 

Commercial Activities 
To enable the Board to carry out, 
without prejudice or disadvantage, 
commercial activities [Official 
Information Act 1982 s9(2)(i)] 

 

That the public conduct of the whole or 

the relevant part of the meeting would 

be likely to result in the disclosure of 

information which good reason for 

withholding would exist under any of 

sections 6, 7, or 9 (except section 

9(2)(g)(i)) of the Official Information Act 

1982 [NZPH&D Act 2000] 
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6.6 

AED Ambulatory Care 
Area 

Commercial Activities 
To enable the Board to carry out, 
without prejudice or disadvantage, 
commercial activities [Official 
Information Act 1982 s9(2)(i)] 

 

That the public conduct of the whole or 

the relevant part of the meeting would 

be likely to result in the disclosure of 

information which good reason for 

withholding would exist under any of 

sections 6, 7, or 9 (except section 

9(2)(g)(i)) of the Official Information Act 

1982 [NZPH&D Act 2000] 

7.1 

Implementing All Age 
Stroke Service for 
Auckland DHB 

Commercial Activities 
To enable the Board to carry out, 
without prejudice or disadvantage, 
commercial activities [Official 
Information Act 1982 s9(2)(i)] 

 

That the public conduct of the whole or 

the relevant part of the meeting would 

be likely to result in the disclosure of 

information which good reason for 

withholding would exist under any of 

sections 6, 7, or 9 (except section 

9(2)(g)(i)) of the Official Information Act 

1982 [NZPH&D Act 2000] 

7.2 

Alcohol Policy 

Commercial Activities 
To enable the Board to carry out, 
without prejudice or disadvantage, 
commercial activities [Official 
Information Act 1982 s9(2)(i)] 

 

That the public conduct of the whole or 

the relevant part of the meeting would 

be likely to result in the disclosure of 

information which good reason for 

withholding would exist under any of 

sections 6, 7, or 9 (except section 

9(2)(g)(i)) of the Official Information Act 

1982 [NZPH&D Act 2000] 

7.3 

Auckland Regional After 
Hours network – After 
Hours Health Advice – 
Procurement Process 

Commercial Activities 
To enable the Board to carry out, 
without prejudice or disadvantage, 
commercial activities [Official 
Information Act 1982 s9(2)(i)] 

Negotiations 
To enable the Board to carry on, 
without prejudice or disadvantage, 
negotiations (including commercial and 
industrial negotiations) [Official 
Information Act 1982 s9(2)(j)] 

 

That the public conduct of the whole or 

the relevant part of the meeting would 

be likely to result in the disclosure of 

information which good reason for 

withholding would exist under any of 

sections 6, 7, or 9 (except section 

9(2)(g)(i)) of the Official Information Act 

1982 [NZPH&D Act 2000] 

7.4 

Primary Birthing Facility 
proposals for 
Consultation 

Commercial Activities 
To enable the Board to carry out, 
without prejudice or disadvantage, 
commercial activities [Official 
Information Act 1982 s9(2)(i)] 

Negotiations 
To enable the Board to carry on, 
without prejudice or disadvantage, 
negotiations (including commercial and 
industrial negotiations) [Official 
Information Act 1982 s9(2)(j)] 

 

That the public conduct of the whole or 

the relevant part of the meeting would 

be likely to result in the disclosure of 

information which good reason for 

withholding would exist under any of 

sections 6, 7, or 9 (except section 

9(2)(g)(i)) of the Official Information Act 

1982 [NZPH&D Act 2000] 

7.5 Commercial Activities 
To enable the Board to carry out, 

That the public conduct of the whole or 
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healthAlliance NZ 
Limited – Resolution in 
Lieu of AGM 

without prejudice or disadvantage, 
commercial activities [Official 
Information Act 1982 s9(2)(i)] 

 

 

the relevant part of the meeting would 

be likely to result in the disclosure of 

information which good reason for 

withholding would exist under any of 

sections 6, 7, or 9 (except section 

9(2)(g)(i)) of the Official Information Act 

1982 [NZPH&D Act 2000] 

7.6 

Asbestos Report 

Commercial Activities 
To enable the Board to carry out, 
without prejudice or disadvantage, 
commercial activities [Official 
Information Act 1982 s9(2)(i)] 

 

That the public conduct of the whole or 

the relevant part of the meeting would 

be likely to result in the disclosure of 

information which good reason for 

withholding would exist under any of 

sections 6, 7, or 9 (except section 

9(2)(g)(i)) of the Official Information Act 

1982 [NZPH&D Act 2000] 

8.1 

Human Resources 
Report 

Commercial Activities 
To enable the Board to carry out, 
without prejudice or disadvantage, 
commercial activities [Official 
Information Act 1982 s9(2)(i)] 

Negotiations 
To enable the Board to carry on, 
without prejudice or disadvantage, 
negotiations (including commercial and 
industrial negotiations) [Official 
Information Act 1982 s9(2)(j)] 

 

That the public conduct of the whole or 

the relevant part of the meeting would 

be likely to result in the disclosure of 

information which good reason for 

withholding would exist under any of 

sections 6, 7, or 9 (except section 

9(2)(g)(i)) of the Official Information Act 

1982 [NZPH&D Act 2000] 

9.1 

ACC Partnership 
Programme – Audit 
Report 

Commercial Activities 
To enable the Board to carry out, 
without prejudice or disadvantage, 
commercial activities [Official 
Information Act 1982 s9(2)(i)] 

Privacy of Persons 
To protect the privacy of natural 
persons, including that of deceased 
natural persons [Official Information Act 
s9(2)(a)] 

 

That the public conduct of the whole or 

the relevant part of the meeting would 

be likely to result in the disclosure of 

information which good reason for 

withholding would exist under any of 

sections 6, 7, or 9 (except section 

9(2)(g)(i)) of the Official Information Act 

1982 [NZPH&D Act 2000] 

10.1 

Collaboration 
Governance Group 

Commercial Activities 
To enable the Board to carry out, 
without prejudice or disadvantage, 
commercial activities [Official 
Information Act 1982 s9(2)(i)] 

 

 

That the public conduct of the whole or 

the relevant part of the meeting would 

be likely to result in the disclosure of 

information which good reason for 

withholding would exist under any of 

sections 6, 7, or 9 (except section 

9(2)(g)(i)) of the Official Information Act 

1982 [NZPH&D Act 2000] 
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