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Kei konei au e takoto ana I te tuara o Papatūānuku 

E rongo ana ki ngā taumahatanga o te ao nei 

Ko te ao nei e oreore nei 

Te ao  e nekeneke nei 

Te ao e pēhia  nei 

Te ao e tangi nei 

Kei whea ra te huarahi o te oranga 

Kei whea ra te huarahi mō te whiwhinga 

Te oranga, te whiwhinga, te ha, te ha 

Te hauora ē 

Tena whiriwhiria, tena kimikimihia, 

Tena ranga, rangahautia 

Pupuhia mai ra to ha 

Ki roto ki ahau, ki roto ki a taua 

To ha! To ha! To hauora 

Tihei Mauriora 

 

Tena koutou ngā ringa kei te hoe i tēnei waka 

Te waka e whakaora nei i te manawa o te tangata 

Kei te mōhio atu te taumaha o ngā mahi kei runga i ngā tuara 

Engari, me te mōhio tonu 

Ka tutuki te mahi, he oranga ngākau kei roto i tera, 

Nō reira, ko tēnei mihi, ki a koutou, ki a tātou katoa hoki 

Ahakoa he maha ngā piki me ngā heke o te wā 

Tēnei wā tonu, e tūkari tia ana te ao whānui 

E te mate urutā nei, 

Ka rere tonu ngā mihi ki a koutou ki a tātou hoki. 

O Te Manawa Taki, 

Tihei Mauri Ora. 
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1. Overview 

Cardiovascular disease (CVD) is the leading cause of death in New Zealand; responsible for nearly one in three deaths. 

Morbidity and mortality from CVD continue to be one of the largest burdens of disease for New Zealanders. The Ministry 

of Health (the Ministry) identifies Cardiac Services as a regional planning priority1. 

The populations within the five DHB districts of Te Manawa Taki (Bay of Plenty, Hauora Tairāwhiti, Lakes, Taranaki and 

Waikato) include a higher proportion than the national average of groups experiencing disparities for cardiac disease.  

These include a high and growing proportion of Māori, an ageing population, a high number of people living in 

rural/remote areas and a high number of people living in areas of high deprivation.  Population and demographic 

changes over the coming years will only exacerbate demand on cardiac services. 

This Cardiac Services Strategic Plan 2021-2026 is a shared reference for the collective work toward the regional cardiac 

services Vision: “To reduce morbidity and mortality of New Zealanders from heart disease”.  The equity focus of this Plan 

aligns with the regional strategic Vision of “He kapa kī tahi – a singular pursuit of Māori health equity”. 

This Strategic Plan summarises the main issues, opportunities and recommendations raised during interviews with 

regional stakeholders, and from the review of regional and national data, guidelines, and previous plans.  Detail of this 

review and feedback is in the Appendices and Health Needs Assessment (HNA) documents. 

Core principles of this strategy include health equity and meeting obligations under Te Tiriti o Waitangi, a robust 

strategic and operational leadership structure, strong relationships with community and health sector stakeholders 

(particularly with population health and primary care), and a shared monitoring framework.   The regional Cardiac 

Clinical Network is aware of the current discussions to confirm iwi and Māori representation with DHBs and all regional 

services, and the Plan reflects a commitment to these ongoing partnership arrangements at all levels for the design, 

implementation and oversight of regional cardiac services. 

All public health services are constrained by the availability of resources such as finances, workforce, and infrastructure. 

This Plan gives a common reference for services to work together on agreed priorities. 

The Strategic Plan recommends intermediate outcomes that contribute to five long-term outcome goals: 

1. Reduce the incidence of cardiac disease through effective prevention, health promotion and early detection 

initiatives.  

2. Improve clinical outcomes through excellent cardiac care. 

3. Achieve equitable access and outcomes to cardiac services across the region. 

4. Improve experience for people/whānau with cardiac disease. 

5. Improve the efficiency and sustainability of our regional cardiac services. 

Putting these intermediate outcomes into action – through initiatives, projects, and service improvements – requires a 

coordinated and strategic approach by all health professionals and agencies involved in regional cardiac health. 

   

 
1 RSP Guidance 20/21 https://nsfl.health.govt.nz/system/files/documents/pages/regional_service_plan_guidance_2020-21_0.docx 

Community & 
Population 

Health

Secondary & 
Tertiary Care

Primary Care

Patient  
& whānau 

https://nsfl.health.govt.nz/system/files/documents/pages/regional_service_plan_guidance_2020-21_0.docx
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Next steps following adoption of this Strategic Plan 

The current (2020/21) financial year represents the move from the creation and collective adoption of this strategic 

Plan to the design and implementation of high-priority outcomes – locally and by regional working groups. 

The document title of ‘2021-2026’ represents the calendar years where the main activity will take place.  Revisions to 

the documents will be aligned with the regional cardiac services annual workplan and DHB Annual Plans – which are 

revised according to financial years. 

1. Strategic Plan phase: the sign-off of the Cardiac Services Strategic Plan 2021-2026 (this document) as a common 

regional reference. 

2. Design phase:  the commitment to the annual work plan by regional DHBs2 and stakeholder agencies of specific 

activity, as well as formalising the interagency oversight and accountability arrangements for the overall strategy.  

This includes confirming the scope, measures and timeframe for intermediate outcomes that are described at a 

high level in this Plan. 

This commitment will be achieved through joint agreement of priority intermediate outcomes, confirmation of the 

preferred delivery options, and submission of detailed plans (project plans, business case or other planning as 

appropriate) that align with DHB Annual Plans and the regional Network workplan.  

Other minor changes and actions may be approved via the usual DHB and stakeholder channels and 

introduced/implemented quickly, shortly after this Plan is adopted.  Specific measures and deliverables will also be 

confirmed for these during the Design phase. 

This activity includes defining roles and responsibilities for progressing Intermediate Outcomes.  DHBs are 

responsible for the primary and secondary/tertiary relationships and issues in their district and contribute staff and 

resources as appropriate to collaborate on inter-DHB and regional activities. 

3. Delivery phase: the implementation/rollout of the agreed changes and initiatives above, and progress against 

agreed KPIs/targets and measures.    

4. Evaluation phase: annual review of the progress of intermediate outcome activity (i.e. project reporting and stage 

management), and the revision of the Cardiac Services Strategic Plan in alignment with the regional Network and 

DHB annual workplan process. The first annual Evaluation of the Cardiac Services Strategic Plan will begin in Q4 

2020/21, so that any revisions can be made alongside the regional annual Cardiac Network workplan and DHB 

Annual Plans for 2021/22. 

Intermediate outcome delivery:  

The intermediate outcome descriptions in this Plan represent a “high-level scope” of options that contribute to health 

and wellbeing outcome goals, including any clear priorities raised during consultation on the Plan.  As described above, 

the scope and prioritisation of these intermediate outcomes will be refined and detailed further, following sign-off of 

the Plan as a foundation reference for discussion. 

Governance and leadership frameworks:  

This Plan also recommends a change to regional cardiac services governance and leadership, which will occur alongside 

the action planning and delivery, to ensure the right people and groups are involved in these outcomes.  This includes 

confirming the ongoing partnerships and collaboration with iwi/Māori representatives and other regional groups – such 

as population health and primary care groups. 

Information management:  

This Plan (and the HNA document) highlights an urgent need to improve regional data management and reporting.  This 

work needs to occur alongside the action planning and delivery, to ensure there is agreement of the targets, key 

performance indicators and health outcome goals for priority intermediate outcomes. 

 
2 Usual DHB processes will be followed for sign-off of any ‘intermediate outcome’ initiatives with financial or resource implications.  
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Figure 1 Roadmap for implementation of Cardiac Strategic Plan - 2020/21 financial year 
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2. About Te Manawa Taki 

The Health Needs Assessment document has a detailed 

breakdown of the regional demographics and trends below. 

Te Manawa Taki comprises five DHB districts – Bay of Plenty, 

Lakes, Hauora Tairāwhiti, Taranaki and Waikato, and 43 iwi 

groups.  While the region is expected to grow more slowly 

than others in New Zealand, it is experiencing similar 

changes such as an ageing population and a changing ethnic 

make-up.   

The region has a significant rural population as well as 

growing population centres in Tauranga, Rotorua, Gisborne, 

and New Plymouth.   

Compared to New Zealand as a whole, Te Manawa Taki has: 

- the highest proportion of Māori,  

- a low proportion of the population identifying as Asian 

or Pacific peoples, 

- a higher number of people living in rural areas, and 

- a relatively higher proportion of people living in areas of high deprivation, particularly within Lakes and Hauora 

Tairāwhiti. 

The projected 2018/19 population of the region (937,800) is expected to grow by 7.6% between June 2019 and June 

2029, compared to a projected 10.2% for the rest of New Zealand. 

Māori make up 26% of the regional population (compared to a New Zealand average of 16% in 2018/19).  The proportion 

varies considerably between districts – with Taranaki district being 19% Māori compared to 50% in Hauora Tairāwhiti.  

By 2028/29, it is expected around 28% of the regional population will be Māori. 

In the region, there are fewer people living in lower deprivation and more people living in higher deprivation, and the 

proportion varies considerably between DHB districts.  Rural – compared to urban – populations in the region have the 

lowest levels of deprivation in all DHB districts except Hauora Tairāwhiti: 

 

 

 

 

 

 

 

 

 

 

 

There are some disparities in Māori rates of cardiac risk factors, and the region compared to the rest of New Zealand. 

Rheumatic fever rates 

Four of the eleven national DHBs with a high incidence of rheumatic fever are within Te Manawa Taki, with these high 

rates almost exclusively affecting Māori and Pacific populations.   

Figure 2  Population in high deprivation (quintiles 4 & 5) 

Figure 1 Projected changes in total regional population 
2018/19 to 2028/29 

Figure 3  Split of population by deprivation quintiles 
(national average = 20% in each quintile) 
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Although the region’s first episode rheumatic fever hospitalisation rate is the second highest in the country in 2018/19, 

Te Manawa Taki has shown the greatest decrease in rheumatic fever rates over the last six years, 29% since 2013/14.  

This drop has been represented in all Te Manawa Taki DHBs except for Lakes.   

Smoking 

Approximately 41% of Māori adults smoke, around twice the Non-Māori rate.  Māori mothers are five times more likely 

to be smoking tobacco at two weeks postnatal than Non-Māori mothers.  While maternal smoking rates (at two weeks 

postnatal) have been trending downward, rates in Te Manawa Taki DHBs are higher than the national average.   

Diabetes 

Between 2010 and 2018 the number of people in Te Manawa Taki on the Virtual Diabetes Register (VDR) has increased 

by 27%.  Māori are three times as likely to have type 2 diabetes as Non-Māori and are more likely to develop 

complications. 

Obesity 

One in three adults in New Zealand is obese or over (European/Other 29%, Māori 48%, Pacific 67%, Asian 14%).  In  

Te Manawa Taki, 5% of Non-Māori children, 11% of Māori children and 14% of Pacific children are obese or over. 

Mental health 

Cardiovascular disease is the most common cause of death for people with a serious mental illness.  The prevalence of 

cardiovascular disease among people with schizophrenia, bipolar disorder and depression is at least 2.0 times higher 

than the general population.  Māori have the highest rate of mental health and addiction service use.  Māori adults are 

1.7 times more likely to have experienced psychological distress, and 1.5 times more likely to report a high or very high 

probability of having an anxiety or depressive disorder, than Non-Māori. 

Other cardiac risk factors 

Māori are over-represented for other conditions that contribute to cardiac disease: 

- Māori experience chronic kidney disease at three times the rate of Non-Māori, Non-Pacific New Zealanders, and 

commence dialysis treatment for end-stage kidney disease at three times the rate of NZ European adults.   

- The age-standardised rate of atrial fibrillation patients has been highest for Māori. 

- Māori have the highest Ambulatory Sensitive Hospitalisations (ASH) rates than Other population groups3 in all seven 
cardiac conditions: Angina and chest pain, Congestive heart failure, Hypertensive disease, Myocardial infarction, 
Other ischaemic heart disease, and Stroke. 
 

Cardiac mortality 

 

Figure 4  % split of top 10 underlying causes of cardiac death in 2015 

The highest proportion of Māori cardiac deaths occurs between 45-64 years of age (i.e. 32.4% of all Māori cardiac 

deaths, and 38.9% of Māori male cardiac deaths in this age range), in contrast with the highest proportion of Non-

Māori cardiac deaths occurring at over 85 years of age. 

 
3 ‘Other’ constitutes Non-Māori for all regional DHBs except Waikato, where Other also excludes Pacific data (recorded separately 
for Waikato due to Pacific having a higher population share than other DHBs in the region). 
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The Cardiac Disease Burden 

The Health Needs Assessment document (pages 91 to 105) gives an overview of the regional cardiac disease burden. 

The information is based on DHB patients by DHB of domicile, and a sample of relevant ICD codes.  The data shows 

prevalence of disease presentations and number of discharges from past (2015/16) and current (2019/20) figures, and 

projections of how a growing and ageing population may influence these rates over the next five to ten years. 

This disease burden information will be a reference tool for analysis of resource capacity (infrastructure, facilities, 

equipment and staffing) and needs, assessing the impact of quality, equity and other (e.g. prioritisation, referral and 

patient transfer) processes, and assessing the likely impact of prevention and health promotion activity. 

The table below shows the number of patients compared with the number of discharges.  The majority of Māori 

patients present at an earlier age than Non-Māori.  A greater number of Māori between 50-54 and 70-74 present (i.e. 

are discharged) multiple times, whereas this rate increases steadily for Non-Māori from around 55-59 onward. 

 

Both the regional number of distinct patients and the number of cardiac discharges is predicted to increase over the 

next five and ten years by 13% and 27% respectively.   

It is interesting to note that based on 2019/20 discharges, the cardiac ICD code groups used in this report rank fairly 

consistently across Te Manawa Taki DHBs. 

• Atrial fibrillation and flutter are the most common ICD code group in the region (it is the most common cardiac 

ICD code group for BoP and second most common for the other DHBs), 

• Acute myocardial infarction is the second most common cardiac ICD code group in the region (the most common 

for Lakes, Tairāwhiti and Taranaki and the fourth most common for Waikato), and 

• Heart Failure is the third most common cardiac ICD code group in the region (it is the most common for Waikato.  

Cerebral infarction is third for Waikato). 

Share of Disease by DHB 

The pie graph on the right shows the DHB share of Te Manawa Taki 2019/20 population (see page 115 of the HNA for 

more information).    

• Bay of Plenty DHB‘s cardiac discharges are overrepresented in Acute 
Rheumatic Fever, Hypertensive Diseases, and Other Forms of Heart Disease  

• Lake’s DHB cardiac discharges are over-represented in Hypertensive Diseases 
and Ischaemic Heart Disease  

• Hauora Tairāwhiti’s cardiac discharges are over-represented in Chronic 
Rheumatic Fever, Ischaemic Heart Disease, and Other Forms of Heart Disease  

• Taranaki’s cardiac discharges are over-represented in Ischaemic Heart Disease  

• Waikato’s cardiac discharges are over-represented in Acute Rheumatic Fever 
and Chronic Rheumatic Fever  
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3. Health equity 

Many complex factors lead to poor health status, such as income, employment status, housing, and education.  Remote 

and rural populations may experience inequities of access to services, and existing services may not be adequate for 

certain populations with proportionately higher needs – such as the elderly and people with disabilities. 

The New Zealand Index of Multiple Deprivation (IMD) measures deprivation at a neighbourhood level, comprised of 28 

indicators grouped into seven domains of deprivation4.  While Taranaki DHB has moderate levels of overall IMD 

deprivation (November 2019 data), the other DHBs have high levels.  Hauora Tairāwhiti has very high levels. 

Māori populations have on average the poorest health status, even when other disparities are factored in.  Māori are 

more likely to need cardiac services earlier and are more likely to experience barriers to accessing these services.  

Consequently, Māori are likely to become more ill more often and earlier, have a lower quality of life during and after 

they are diagnosed, and are more likely to die as a result of their condition.  

The ongoing health inequities for Māori have driven the regional Vision of ‘He kapa kī tahi – a singular pursuit of Māori 

health equity’.  This vision recognises the Tiriti o Waitangi-based partnership of iwi and the five DHBs, and the need to 

work in unison to achieve equity of Māori health outcomes and wellbeing through multiple means. 

Appendix 9 – Health Equity Assessment gives further detail of regional equity-priorities, from feedback to this Plan, 

including how these priorities are reflected in the recommended regional intermediate outcomes, and how these relate 

to the priority action areas within the national ‘Whakamaua: Māori Health Action Plan’. 

Access and engagement challenges 

A focus on equity recognises that access and engagement are inter-related, and barriers contribute to people not 

having timely testing, treatment, and the support they are entitled to.   

 

 

 

Figure 5  Te Manawa Taki - access to cardiac services compared to share of population 
 

For example, the rate of Māori PHO enrolment is, on average, lower than that of Non-Māori.  Also, the percentage of 

Māori receiving a cardiovascular disease (CVD) risk assessment within the last five years is consistently lower than that 

of Non-Māori.  For the last two years, Māori have been consistently below target. 

Māori are also over-represented in poor Ambulatory Sensitive Hospitalisation (ASH) cardiac conditions that potentially 

could have been reduced through prophylactic or therapeutic interventions.  A priority is to address barriers to prompt, 

timely cardiovascular disease (CVD) risk assessments, in particular for Māori males aged 35-44 who are significantly less 

 
4 IMD seven domains of deprivation: Employment, Income, Crime, Housing, Health, Education and Access to services. 

Te Manawa Taki – access to cardiac services compared to share of population 
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likely to have had a CVD risk assessment in the last five years as compared to either Non-Māori in the same age range, 

or the overall Māori average. 

The equity gap between Māori and Non-Māori of First Specialist Assessments (FSAs) has improved nationally over the 

last five years, including in Te Manawa Taki, but Māori results are still consistently poorer than Non-Māori results.  

However, the FSA to follow-up ratio is stronger for Māori compared to Non-Māori, even with a slight decline in equity 

over the last three years.   

‘Did Not Attend’ (DNA) rates are a strong indicator of whether the existing service design is working for Māori.  Systemic 

barriers to access lead to poorer and irregular attendance, and in many cases a loss of trust and engagement.   

 

 

 
 

 

Equity approach 

Partnerships are essential for this strategic focus, as a way to recognise Māori tino rangatiratanga (self-determination), 

stewardship and kaitiakitanga (guardianship) of Māori health, and to integrate cardiac services with activities led by iwi, 

who have their own aspirations for Māori health and wellbeing. 

DHBs and regional cardiac service networks should engage with PHOs, GPs, population health services and providers on 

the context of individual population health, from health prevention and promotion, to assessment, referral, treatment, 

and support & recovery.   

Māori providers are an important link for local initiatives, such as helping to reduce barriers to accessing specialist 

appointments, in providing expertise for community engagement and supporting the implementation of programmes. 

Whānau are also an essential partner, especially in providing support to patients and helping them to manage their 

condition. 

An equity-based approach is essential to improving access and the experience of care, including the co-design and 

delivery of services alongside iwi, the wider community, Māori, and consumers of cardiac services and their whānau.  

Mātauranga Māori (Māori knowledge and worldview) is an important concept when considering what services are 

appropriate and understanding the patient perspective through their journey through the health system. 

  

Te Manawa Taki – DNA % last five years by Māori & Non-Māori (an indicator of barriers to access) 
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Service provision 

Service design and improvement requires an equity lens (informed by – for example – forums, huis and Health Equity 

Assessments), where institutional racism or bias is directly addressed, and decisions on treatment priorities, 

infrastructure and demand and capacity are proportionate to the needs of the population.  System design must support 

this oversight of equity priorities, e.g. ethnicity and equity analysis as part of data collection and reporting.  

Feedback on equity priorities 

The main strategic equity themes, below, for regional cardiac health have been developed from a combination of 

feedback about equity priority areas and the national ‘Whakamaua: Māori Health Action Plan’ document.   

Appendix 9 – Health Equity Assessment shows how these priority areas relate to current equity-focused activities 

around the region, along with the Plan’s intermediate outcomes, and the eight priority areas listed in the ‘Whakamaua: 

Māori Health Action Plan’. 

The underlying strategic equity themes for regional cardiac health are: 

• Tiriti o Waitangi-based partnerships and accountability frameworks with iwi. 

• Regional support for Māori services, Māori workforce and those who can provide mātauranga Māori 

perspectives. 

• Supporting Māori health sector development through research and initiatives to eliminate institutional racism 

and bias. 

• Interagency activity reflecting Pae Ora themes. 

• Māori trust and engagement, whānau-centric design of programmes, meeting quality standards. 

• Clinical actions & measures (and greater Primary care involvement in the regional Network) including 

accessibility improvements.  

• Health literacy initiatives. 

• Health services (including elective surgery) prioritised for conditions that disproportionately affect Māori. 

A wellbeing focus for strategic planning 

This Plan highlights the broad health and wellbeing outcome goals for the proposed work.  An important part of the 

design, delivery and reporting of the recommended intermediate outcomes is to show how cardiac services can 

contribute to wider health and wellbeing outcomes for consumers of cardiac care and their whānau and contribute to 

wellbeing improvements and the focus on health determinants for long-term population health. 

Information management will inform one part of this picture, and an urgent priority is to agree on common measures, 

data standards and reporting frameworks.   

The feedback to this Plan has also highlighted the importance of kōrero with the community to understand the issues 

and options around community relationships, accessibility, engagement and other areas that are not necessarily shown 

in data reports. 

Quality improvement and models of care are an important part of this strategy – including multi-disciplinary options for 

supporting holistic wellbeing as well as cardiac issues.   

There are opportunities to learn from successful grassroots approaches.  This wellbeing focus will be alongside and with 

the support of DHB teams, community, iwi and public health professionals who already have strong relationships and a 

holistic wellbeing focus.   
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Summary of Māori cardiac health disparities  

 

 Figure 6 Summary of Māori cardiac health disparities 
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4. The voice of patients and their whānau 

The quotes below are from consumers of regional health services and their whānau, including the attendees of the regional cardiac services wānanga in June 2019: 

 

 

 

 

 

 

 

 

 

 

 

Tautoko (mutual support) Auahatanga (innovation) Hauora (health & wellbeing) Ihi (power of our integrity) 

The power of karakia can’t be 

underestimated. 

Remember, kōrero is very important. 

When clinicians are talking at the 

bedside, they need to remember the 

patient and their whānau may not 

understand what is happening. 

We want to be properly resourced to 

keep our whole whānau well. 

The team looking after our tangata 

whaiora understand cultural practices 

and protocols and the significant role 

these play in the pathway to recovery. 

We don’t want to live in poverty, 

substandard housing or experience 

inequities, and need help to better our 

situation from all social services. 

We want to understand, be involved, 

and know ‘where to next’ in terms of 

the care pathway. 

Who I am matters, my past, my family, 

my cultural past, and future.  My 

tupuna and my lineage is a part of who 

I am and needs to be acknowledged. 

We need to be acknowledged and 

supported as we hold a key role in the 

care of our whānaunga whaiora. In 

many cases we understand what is 

going on, what has worked. 

Our rural infrastructure both economic 

and social are important mechanisms 

in our wellbeing. 

Our māuiui is sometimes more than 

meets the eye and medicalised 

diagnosis and my illness will require 

holistic intervention & consideration. 

The people in our community need to 

feel a sense of belonging and 

connectedness. 

Approach us with compassion, respect, 

and dignity. 

We want staff to speak to us, not at us. 

We need to have culturally trained 

staff that understand when we are in a 

state of tūroro and how to respond. 

I ended up in hospital and was 

devastated.  I had been very physically 

active, did a huge amount of running 

and was mentally feeling great.  It was 

a huge knock to me, and I went into a 

deep hole. 

Te Taha Wairua is not an easy concept 

to explain because it has to do with 

spiritual wellbeing.  However, every 

Māori has Taha Wairua, as do many 

other people. 

It is important to include the whānau 

and to identify the key spokespeople. 

It could be useful to add aspects of 

tikanga Māori into notes and referral 

information, for example social 

supports that may be needed. 

We need ‘the right people in the room 

to influence change’. 
Be good at what you are good at and 

be a good person. 

Look at the whole whānau continuum 

of care – their health journey and 

touch points. 
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5. Cardiac health in Te Manawa Taki 

This section outlines the role and services within Te Manawa Taki at different stages of the patient’s health journey – in 

a community and public health context, within primary care and within secondary and tertiary services.  Each of these 

areas are critical to managing cardiac conditions and improving the cardiac health of the whole population. 

One strategic priority is creating stronger connections between the regional Cardiac Clinical Network and other regional 

Groups, Networks and new members from primary care, the community and public health.   

Design and delivery of intermediate outcomes will be in collaboration with other regional groups – such as Public Health 

Units, regional Primary Care groups and community stakeholders – particularly where the regional Cardiac Clinical 

Network is a contributor or partner in a wider regional work programme rather than the lead. 

 

 

 



16 

Community, public health, and prevention 

Regional Public Health Units, providers, and population health agencies – including NGOs and other government 

agencies –perform a vital role in improving people’s health at the community and population level, and for the 

subsequent reduction of inequalities in health status.   

Additionally, iwi, community members and stakeholders (including the private sector) undertake their own work to 

improve community health and wellbeing outcomes.   

Te Manawa Taki iwi 

In June 2019, the regional DHB Governance Group and the Chairs of the Iwi Relationship Boards signed a Memorandum 

of Understanding at Te Papaiouru Marae in Rotorua.  This regional partnership is reflected in the regional vision of ‘He 

kapa kī tahi – a singular pursuit of Māori health equity’, the adoption of the name of ‘Te Manawa Taki’ (the heartbeat) 

for the region, and the joint signing of the Regional Equity Plan in 2020/21.   

The regional Cardiac Clinical Network (and all other regional clinical Networks) is committed to a Tiriti o Waitangi-based 

partnership – at all levels – with iwi and Māori advisors and leadership, in addition to the ongoing partnership with the 

DHB GM Māori Health representative on the Network.  The Cardiac Clinical Network will also link, as appropriate, with 

iwi-led health and wellbeing initiatives, while continuing to support and explore opportunities with Māori providers. 

The new governance and leadership arrangements include a partnership, reporting and accountability framework with 

iwi.  Steering and oversight of intermediate outcome activities will follow this model and include the use of Health Equity 

Assessments and equity-based reporting and priorities.  Operational implementation will include engagement and co-

design with mana whenua (local) iwi and Māori community, including Māori consumers of cardiac care and their 

whānau. 

Public Health Clinical Network 

The Public Health Clinical Network is a forum for regional and national coordination between DHBs and Public Health 

Units (PHUs).  The core public health functions agreed by the Public Health Clinical Network are:  

1) Health assessment and surveillance, 

2) Public health capacity development, 

3) Health promotion, 

4) Health protection,  

5) Preventive interventions.   

Common activities include: 

- Health promotion and building the capacity of communities and organisations to support individuals and 

communities to lead healthy and rewarding lives. 

- Hapū Hauora (Bay of Plenty DHB and Hauora Tairāwhiti districts) – a resource to help whānau and hapū learn 

new skills and make healthy decisions. 

- Health protection and prevention interventions including programmes related to smoke free environments, food 

safety, communicable diseases. 

- Public health advisory and intelligence services with policy statements related to areas such as nutrition and 

physical activity, alcohol harm, avoiding damp housing, tobacco control, etc. 

Regional collaboration 

The COVID-19 response is currently a priority for regional Public Health Units and many community and population 

health stakeholders.  Although many stakeholders were unable to review and contribute in detail to this Plan, there was 

general agreement on the need for a coordinated strategy, and interest in more formal collaboration and relationships 

once the Plan is adopted and as soon as possible, given the current pandemic. 

The following actions will be a priority, following the adoption of the Cardiac Services Strategic Plan by regional DHBs 

and Cardiac Clinical Network member agencies: 

- To revise the Terms of Reference of the regional Network to ensure Public Health Unit and population 

health/community representation and/or direct engagement. 
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- To establish formal collaboration arrangements with regional stakeholders and groups involved in this area.  This 

may be through Memoranda of Understanding, joint business cases and project plans, representation on working 

groups, and/or ongoing professional collaboration and information sharing. 

Priority outcomes 

Initial feedback to this Plan included comments that the regional Cardiac Services Strategic Plan should plan for the 

improvement of the overall cardiovascular health of its population, and the need to ensure the Plan has a wider 

perspective than the delivery of hospital cardiac services.   

Subsequent versions of this Plan – as well as the detailed planning during 2020/21 for high-priority intermediate 

outcomes – will involve community and public health representatives, to ensure a balanced approach.  Once this Plan 

is adopted, the following activities will support this balanced approach: 

- Population health relationships: Establishment of the new governance and leadership (and reporting) structure, 

which will include; 

o links between the regional Cardiac Clinical Network and regional community/population health groups, 

and greater representation by regional Public Health Units, and  

o revised and expanded membership on regional groups. 

- Common priorities: Joint position statements, agreements, or similar, to indicate a shared view to common cardiac 

health priorities, measures and options, as a basis for joint work on intermediate outcomes (led by or supported by 

the regional Cardiac Clinical Network). 

- Availability and resources: Confirmation from community health, population health and Public Health Unit 

representatives of the time and resources available to support the Cardiac Services Strategic Plan – as well as 

Cardiac Clinical Network support for existing public health initiatives – during 2020/21 (including ability to be 

involved in operational workgroups for specific intermediate outcome activities).  This will be with the recognition 

of the priority and resource demands of the current COVID-19 response on these agencies. 

Smoking, healthy lifestyles (including exercise and nutrition), and rheumatic fever are identified as common priorities 

for community and population health action to improve cardiac health.  In some instances, cardiac health is one 

component of a larger health picture for initiatives that are already well-established – such as Smokefree 2025, healthy 

homes and healthy lifestyle programmes.  The Cardiac Clinical Network will develop plans, as appropriate, to provide 

support and advice (and resourcing as appropriate) to these programmes. 
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Primary care 

Most day-to-day management of cardiac disease occurs in the community, from initial detection, diagnosis and 

investigation through to chronic disease management and palliative care for end stage disease. 

The emphasis in primary care is the prevention of disease, the assessment of risk, and the management of patients.  In 

addition, in primary care the symptoms of the disease must be recognised, correctly diagnosed and appropriate 

treatment started.  Many of these patients will need to be referred on to secondary care for further assessment and 

treatment. Health pathways between primary care and secondary services help ensure the right patients are getting 

the right treatment and investigations, at the right time.   

An important recent development in primary care has been the recently released 2018 Cardiovascular disease risk 

assessment and management for primary care consensus statement.  This provides updated recommendations for 

clinicians in primary care. This includes key changes regarding when risk assessments should begin and the addition of 

serious mental illness as a risk factor.   

Regional collaboration 

This Strategic Plan is being developed in the context of the ‘Health and Disability System Review Final Report: Pūrongo 

Whakamutunga’ (released June 2020).   

The national System Review – as well as the ongoing COVID-19 situation from 2020 onward – means the primary care 

environment, and the role of DHBs in a primary care setting, will continue to be in a state of change from 2021-2026. 

Despite these ongoing changes, the Cardiac Clinical Network is committed to cardiac health outcomes that are delivered 

in a primary care context.  The priorities for this work, as well as the ability and resources to deliver on these strategic 

commitments, will be explored through engagement with the sector.  PHO and primary care representatives are a key 

part of the current, and proposed, regional leadership framework.  

Priority outcomes, barriers, and issues  

During the development and consultation phase of the Plan, primary care representatives provided feedback about 

what they would like included in the Plan and the issues and barriers they see to accessing support for their patients. 

Consistent feedback was the difficulty of providing early, appropriate cardiac treatment to patients in primary care 

because of the delay in accessing echocardiograms (echoes).  Often an echo scan is required to confirm diagnosis before 

the GP can decide on the patient management and treatment plan.  Timely echo scans allow GPs to determine if the 

patient needs to be referred to a specialist or if the GP can manage the patient themselves.   

Feedback also indicated that if GPs could access specialist advice, often an FSA or follow-up hospital appointment would 

not be needed.  This would potentially reduce patient referrals, and waiting times for an FSA and follow-up appointment, 

and would contribute to the upskilling of GPs. 

Other comments included the difficulty in providing cardiovascular risk assessments to patients who need it when often 

these patients do not regularly see a GP, in particular for high-risk patients in vulnerable populations. 

This feedback has reinforced that managing the demand for echoes is a priority.  Echo scan numbers across the region 

have grown by 25% over the 2014 to 2019 period, and this growth is expected to continue (refer to Appendix 6 – 

Echocardiography (echo)).   

Some of these issues are being addressed by individual DHBs, however a regional focus is required.  The following table 

shows the priorities, issues and barriers highlighted by primary care stakeholders during the development and 

consultation phase of the Plan and how these will be addressed through the intermediate outcomes and future 

initiatives, described in more detail later in the Plan. 

Once this Strategic Plan is signed off, the recommended changes to the regional governance and leadership framework 

will allow for closer, formal relationships between the regional Cardiac Clinical Network and primary care 

representatives and groups – including GP liaison membership at the Operational Steering Group level. 
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The priorities above will be explored in more detail, as well as the intermediate outcomes (refer to the section later in 

this document) where primary care are listed as a stakeholder, and/or where the intermediate outcomes would be 

delivered in a primary care setting. 

This prioritisation will include confirming the support – and resources – that primary care can provide to design and 

deliver high-priority intermediate outcomes in 2020/21. 

Ongoing monitoring and evaluation will include engagement with primary care.  Examples of success measures will 

include benchmarking such information as DNA rates, FSA and echo waiting times. There are also intermediate 

outcomes focused on improving data definitions, data quality, reporting and system connectivity, which will help 

improve the shared picture and information. 

Primary care priorities, issues, and barriers Link to intermediate outcome 

Increase accessibility of hospital and specialist 
services, and explore options such as 
telehealth: 

- Timely access to diagnostics – particularly 
echoes and ETT. 

- Timely access to first Specialist 
Appointments (FSAs) 

- GP access to specialist advice which would 
potentially avoid the need for an FSA referral 

- Telehealth for combined patient 
appointments with GP/specialist 

1.5 – Support the development of Community HealthPathways and 
e-referrals for cardiac services 

2.2 – Develop and implement regional treatment priorities 

2.4 – Support the region to achieve or exceed QPI, national targets 
and guidelines for diagnostic and therapeutic procedures  

3.1 – Support initiatives that address inequitable access issues to 
primary care, specialist advice, treatment, and diagnostic services. 

3.4 – Explore innovative initiatives that will support services being 
provided closer to home e.g. telehealth 

5.3.1 – Investigate options for the development of a regional CTCA 
program 

5.2.3 – Explore and implement alternative models of care to help 
manage the echo demand 

5.3.5 – Enhance the regional echo sonographer and physiologist 
workforce 

Support general practice workforce skill 
development, including primary care nursing 

5.4.4 – Stocktake of cardiac rehab and heart failure nurse 
resources & programmes in primary and secondary care 

5.4.5 – Review resourcing to identify inequitable regional access to 
cardiologist FTE and explore options 

Implement predictive modelling to enable 
planning for future demand 

5.2.2 - Identify options of where and how services could be 
delivered based on the local population, cardiovascular burden, 
available workforce and other resources. 

Develop pre-hospital and post-discharge 
measures 

2.3 – Develop and report on clinical quality indicators 

5.3.4 – Implement regional information system which includes a 
real-time view of referrals, waitlists, and clinical outcomes. 

Develop and implement prevention and 
primary care management performance 
indicators and data definitions 

2.3 – Develop and report on clinical quality indicators 

Integrate data to enable reporting – 
particularly ethnicity-based reporting and 
opportunities to reduce inequities. 

3.2 – Ensure data reporting supports equity-based analysis & 
decisions 

Promote primary care implementation of the 
cardiovascular risk assessment guidelines 

1.4 – Promote primary care use of cardiovascular risk assessment 
guidelines 

Investigate (/use) the existing primary care e-
prescribing system when exploring a generic, 
regional system 

5.3.3 – Implement a suitable generic e-prescribing system. 

Ensure regular engagement and integration of 
primary and secondary care 

1.6 – Stakeholder engagement   
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Secondary and Tertiary cardiac services 

Cardiology services are provided across the five DHBs by physicians, cardiologists, specialty nurses, clinical physiologists, 

MRTs and cardiac sonographers.  The region operates a three-tiered cardiac services system with primary care in all 

areas, secondary care provided by Bay of Plenty, Lakes, Tairāwhiti, Taranaki and Waikato, and tertiary care provided to 

the whole Te Manawa Taki region by Waikato DHB. 

Cardiac workforce and local service models  

Cardiac FTE varies throughout the region, and it has been difficult to confirm current and projected workforce demand.  

For example, the cardiology portion of roles is often not shown separately from a generic position description  

(e.g. registered nurse, technician, general physician), making it difficult to accurately extract cardiology workforce data.   

Refer to the ‘Workforce’ section of the Health Needs Assessment document for currently available information. 

Local service provision varies considerably across the region both in terms of service model and local cardiologist FTE.  

The table below provides a high-level view of the service model and cardiologist SMO FTE for each area.  

DHB5 
SMO FTE per 
100,000 pop.6 

Model 

Bay of 
Plenty DHB 

2.5 
Offers full cardiology services, a 5-day cath lab service (largely to Bay of Plenty 
patients) which provides angiograms, pace-maker services, and acute percutaneous 
coronary intervention (PCI) procedures three days per week during working hours. 

Hauora 
Tairāwhiti  

3 
A service model that works closely with the community and involves a specialist 
outpatient service made up of cardiologists, specialist nurses and physiologists. 

Lakes DHB 1.3 Both DHBs use a shared service model with general medicine.  Under this model, a 
number of cardiology patients are admitted under a general medicine physician. 
Taranaki have access to a cath lab for 2 sessions per week for angiograms, temporary 
pacing wires and loop recorders. 

Taranaki 
DHB 

1 

Waikato 
DHB 

5 
Delivers full regional tertiary cardiac services; cardiac surgery, diagnostic imaging 
and reporting and full cath lab services. 

Average 3.2  

Secondary cardiac services 

While most of DHBs in the region provide transoesophageal echocardiography (TOE), all provide diagnostic services 

including echocardiography (echo) and CT coronary angiography (CTCA) which can be provided by a general cardiologist.  

Cardiac investigations such as electrocardiogram (ECG) monitoring, holters/event monitors, device follow-ups and 

specialist nurse programmes such as heart failure and cardiac rehabilitation programmes are also provided in each area.   

Secondary care is a vital part of the continuum of cardiac care services. Many diseases can be diagnosed and treated in 

secondary care, leaving tertiary care services for those patients who need them. A priority is for secondary cardiac 

services to be delivered closer to home.   

The table below shows the number of cardiology discharges by DHB of service and DHB of domicile during 2018/2019. 

  DHB of service 

  BOP HT TDHB WDHB Other 

D
H

B
 o

f 
d

o
m

ic
ile

 Bay of Plenty 2,251     222 37 

Lakes 13     460 16 

Tairāwhiti  1 6   234 7 

Taranaki 2   284 359 26 

Waikato 22     3,868 96 

Other 37     97  

 
5 See Appendix 2 - Service Summaries which provides an overview of the main services provided by each DHB.   
6As at 30th September 2019.  See HNA document for full workforce information. 
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Catheterisation laboratories (cath labs) 

In Te Manawa Taki, there are cath labs at Bay of Plenty, Waikato, and Taranaki DHBs. The procedures performed by 

each DHB are described in the table below. 

Bay of 
Plenty DHB 

BOP has one cath lab which is used for angiogram diagnostics, cardiac implantable electronic devices, 
and acute PCI three days per week.   There is also a second cath lab which is currently an empty cath 
lab ‘shell’.  This could be operationalised with required equipment and staff.  Bay of Plenty are 
currently developing a business case requesting approval to progress this.  

- During 2019, Bay of Plenty performed 1,076 procedures (excluding EVAR procedures).  

- Of these, 13% were performed on Māori and 87% performed on Non-Māori patients. 

- 77% of procedures performed were for coronary interventions and 23% were for devices.  

Taranaki  
DHB 

Taranaki DHB has one cath lab which is shared amongst the various specialties, with cardiology having 
access to two cath lab sessions per week. 

- Taranaki cardiology perform angiograms, temporary pacing wires and loop recorders. 

Waikato  
DHB 

Waikato DHB has three cath labs; two are used for coronary and structural heart procedures and one 
is used for EP procedures.  Waikato will be phasing in a fourth cath-lab from August 2020 and will be 
fully operational from February 2021.  

- During 2019, Waikato performed 3,551 procedures. 

- Of these, 19% of coronary procedures and 21% of EP procedures were performed on Māori and 
only 9% of structural heart procedures were performed on Māori. 

- 66% of procedures performed were coronary interventions, 27% were structural heart 
procedures.  6.5% of total procedures performed were EP procedures and, of those, 4.9% for 
devices. 

Computer tomography coronary angiography (CTCA) 

Computer tomography coronary angiography (CTCA) is a non-invasive method to image the heart arteries.  CT cardiac 

angiography is especially useful in patients at low or intermediate risk of ischemia, who have atypical chest pain 

symptoms or equivocal results from functional assessments such as an exercise treadmill test or stress echo, and in 

whom it is suspected that the coronary arteries will be normal or ‘near-normal’.  Another extremely valuable role for 

CT is for the assessment of cardiovascular risk using the CT coronary calcium score test7. 

Most patients who undergo CTCA do not need to undergo an invasive coronary angiogram in a cath lab8.   

Timely access to the cath lab is key for favorable patient outcomes.   There are national targets related to how quickly 

patients should receive treatment following an acute coronary syndrome (ACS) and thresholds set by the government 

for the maximum period a patient can wait for treatment.  CTCA is a strategically important procedure, but it is often 

difficult to meet these targets considering the growing demand for cath lab services. 

The use of CTCA can result in increased appropriate referrals to the cath lab for treatment thereby facilitating better 

access for other patients who might need treatment in the cath lab.  All hospitals in Te Manawa Taki are able to perform 

their own CTCA.  However, the extent that each area can do this is dependent on local cardiologist FTE and access to 

scanning sessions.   

Therefore, to ensure efficient regional use of cath labs where it is appropriate to investigate patients non-invasively 

using CTCA, DHBs need to ensure that they have the capacity to do so at a local level. 

While the region explores the ability to perform regional CTCA reporting, each area will need a minimum level of local 

capacity to perform the majority of their own CTCA requirements.   

 
7 NZMJ 2/12/16, vol 129 No 1446, “The value of CT cardiac angiography and CT calcium score testing in a modern cardiology service in New Zealand: 

a report of a single centre eight-year experience from 5,237 outpatient procedures, Chris Ellis, Greg Gamble, et al.  

8 Waikato DHB estimate that, through the appropriate use of CTCA, they will avoid doing approximately 170 unnecessary left heart catheter studies 
and 150 unnecessary coronary graft studies per year.  
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Sharing of regional CTCA scans 

Currently there is no seamless way of sharing CTCA scans across the region.   This is a current issue and will become 

more so as the use of CTCA increases. 

Tertiary cardiac services 

Waikato DHB provide tertiary level cardiac services for the region, with complex devices and PCI also offered at Bay of 

Plenty DHB. 

Cardiac MRI is performed at Waikato DHB as well as cardiac surgery.  Specialised cath lab procedures are performed at 

Waikato including structural heart interventions, complex EP and complex coronary interventions.  

A strategic priority is the need for a considered, planned expansion of tertiary services in the region, including the need 

for a cardiovascular ICU.  Currently, there is significant disparity of tertiary level services provided to the region.   

Disparity of services in terms of ethnic population is an important issue for tertiary services; the ideal scenario is that a 

similar level of services should be accessible by a patient, regardless of who they are and where they live in the region.  

Standardised Intervention Rates (SIRs) 

SIRs are an important tool for showing disparities across the region and are often an indication of an accessibility issue. 

Standardised intervention rates (SIRs) measure how well a DHB’s level of service delivery meets the expected needs of 

their population, compared to other DHBS and also to the national provision. Data is standardised to account for 

differences in demographic characteristics of each DHB's population profile from the national population profile.   

Angiography • The region was below the national target for angiography. 

• As of September 2019, Taranaki is the only DHB in the region to have achieved the angiography SIR 
target in the last two years.   

• Bay of Plenty, Hauora Tairāwhiti, Taranaki and Waikato DHBs have had a decrease in annual results 
from September 2018 to September 2019.    

• Bay of Plenty, Lakes and Tairāwhiti DHBs were significantly below the national target.   

Angioplasty • Waikato is the only DHB in the region to have achieved the angioplasty SIR target.   

• Bay of Plenty, Lakes and Hauora Tairāwhiti were below and Te Manawa Taki as a region was not 
significantly different to the national SIR target. 

Cardiac 
Surgery 

• Lakes is the only regional DHB to have achieved the cardiac surgery SIR target in the latest annual 
period.   

• Lakes and Taranaki show an increase in annual results from September 2018 to September 2019, 
with Bay of Plenty, Hauora Tairāwhiti, and Waikato (and the region as a whole) decreasing. 

Other SIR 
targets 

• Lakes were significantly below the national average intervention rate for all EP procedures.   

• Bay of Plenty and Lakes were significantly below for interventional cardiology. 

• Lakes and Taranaki were significantly below the national average for permanent pacemakers. 

Strategic planning for the arrangement of cardiac services 

Intermediate outcome 5.2.2 (Identify options of where and how services could be delivered based on the local 

population, cardiovascular burden, available workforce and other resources) is a priority within this Plan and will be 

an ongoing process, advised by the population and disease burden information in the HNA, as well as demand and 

capacity modelling.  

Other intermediate outcomes will also inform this work – such as updating models of care, workforce strategy and 

capabilities, information management, assessment and referrals, and patient prioritisation criteria.   

This work will be alongside iwi/Māori, population health and primary care – to assess how infrastructure planning and 

models of service delivery affect equitable access, engagement and overall health and wellbeing outcomes.  
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6. Recent regional achievements 

The regional Cardiac Clinical Network (CCN) has played a positive role in contributing to the development of cardiac 

services across the region.   The CCN has provided sector leadership through the identification of service delivery issues 

and the facilitation of solutions. Some of the recent activities and ‘successes’ are detailed below.  

- Collective contribution to the work of the NZ Cardiac Network. 

- Ongoing coordinated planning to implement and build on the service improvement recommendations of the 2006-

2016 Cardiac Plan9. 

- Facilitation of regional meetings and forums, including a Cardiac and Stroke consumer wānanga in June 2019. 

- Contribution to the regional implementation of the St John STEMI pathway. 

- Facilitation of the 2019 DHB Accelerated chest pain pathway audits. 

- Regional participation in the 2019 National echo audit. 

- Support for the regional cardiac inherited diseases coordinator role, and cardiologist recruitment at Hauora 

Tairāwhiti and Lakes DHB. 

- Ongoing regional collaboration for cardiac physiologist and sonographer workforce planning. 

- Development and active monitoring of management KPIs across the continuum, and active monitoring of key 

Acute Coronary Syndrome (ACS) targets. 

- Implementation and ongoing use of real-time web-based ACS quality improvement registry (ANZACS-QI). 

- Stock-take and gap analysis of heart failure services, atrial fibrillation services, secondary prevention and 

rehabilitation services, and the NZ Cardiac Network national expected standards. 

- Drafting of the Atrial Fibrillation and Heart Failure HealthPathways. 

- Development and trialling of the acute demand and elective planning tool. 

- Development and implementation of regional cardiology guidelines and accelerated chest pain pathways. 

- Implementation of the rural accelerated chest pain pathway.  

- Local DHB implementation of innovative services, for example the use of nurse specialists in Taranaki (nurse 

practitioner and registrar-led clinics), a Bay of Plenty initiative to help develop Māori nursing leaders who will work 

in the community, and high-quality Nursing heart failure and cardiac rehabilitation services in all DHBs. 

- DHB implementation of programmes that may advise regional-level collaboration and improvements (to be 

discussed), e.g. development of a CTCA program in Hauora Tairāwhiti using a NICE-UK pathway10 for assessment 

of stable chest pain symptoms, a research-based pictorial approach for Chest Pain Clinic consultations in Hauora 

Tairāwhiti to support health literacy, and a regional hub for ACS patients at Waikato DHB. 

COVID-19 response 

The response to the COVID-19 pandemic has been challenging for all services, including cardiac – and this will continue 

to disrupt services in the near-to-medium-term.   

COVID-19 has also been an opportunity to explore innovative ways to support patients’ heart health – particularly during 

the ‘lockdown’ periods.  This has been a team effort through initiatives that embraced technology, patients and remote 

working clinicians.  Examples include social media messaging, use (and expansion) of telehealth medicine (including 

“three-way conversations” with whānau), GP direct calls for urgent patient care/advice to reduce admissions, direct 

patient email access to the cardiology team, and phone calls upon discharge to support patient welfare and to alleviate 

concerns.  During COVID-19, Hauora Tairāwhiti also implemented a remote blood pressure monitoring initiative to 

enable titration of medicine, and they expect to continue this programme post-COVID-19.  

 
9 Appendix 11 – 2019 Status review of 2006 regional Cardiac Services Plan recommendations describes the alignment between 
this Plan and the recommendations in the 2006 Cardiac Plan. 
10 https://www.nice.org.uk/guidance/ng106 

https://www.nice.org.uk/guidance/ng106
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7. Regional issues and priorities 

While the region has made progress, there are still significant challenges and priority areas for further progress in cardiac 
services, as outlined below: 

- The inequity of health and wellbeing outcomes for Māori populations is an ongoing and persistent issue.  
Feedback from patients and indicators such as ‘DNA’ and ‘ASH’ rates show that systemic barriers to access are also 
reinforcing and exacerbating issues for Māori around engagement and the experience of care.  This ongoing issue 
with timely and equitable access can only be addressed through a coordinated, Tiriti o Waitangi-based approach 
alongside iwi and Māori stakeholders (particularly around services delivered for Māori, by/with Māori)11. 

- Coordinated leadership and governance is essential for setting priorities and to enable oversight of cardiac service 
planning and delivery.  The current regional structures need to be revised, to clarify responsibilities for the 
oversight and operational implementation of workplans, and to implement an enhanced monitoring framework 
with clear data definitions and indicators. 

- Representation and partnerships are a critical element for priority-setting, design, delivery and implementation 
of local and regional solutions – particularly the need for formal, ongoing liaison with iwi/Māori representatives, 
consumer/community/whānau spokespeople, population health and PHU providers, and PHOs/primary care. 

- Echoes – waiting lists are growing in most regions with the number of echoes performed in the region having 
increased by 25% over the last five years at an incremental rate.     

- Access to services is an ongoing issue, particularly access to cath labs and echo, and the coordinated use of CTCA.  
Equity of access for Māori and for rural/remote populations is an ongoing priority. 

Regional data issues.  The Health Needs Assessment document provides useful demographic and cardiology 
data.  The report also highlights data gaps and inconsistencies across the region. In order to resolve this, the DHBs 
will need to standardise data definitions and data collection methodologies to ensure useful and sustainable 
reporting in the future.  Alignment of data would enable regular service delivery analysis and support demand and 
capacity modelling for the region.   

Data issues occur in workforce, waitlist, cath lab and echo data, including: 

• Missing data – inability to assess impact of declined referrals.  

• Data variances – variances in DHB echo and cath lab waitlist data methodologies preventing regional analysis. 

• Unsustainable reporting – processes used to source the cath lab and workforce results shown in the Health 
Needs Assessment document are not feasible on an ongoing basis. 

• Data limitations – demand and capacity modelling for cath lab and echo not deliverable due to data 
limitations. 

- Workforce.  There are various pressures relating to the workload, resourcing, and professional development of 
the cardiac workforce.  Some roles – such as cardiac physiologists and sonographers – are classed as a vulnerable 
workforce both at the regional and national level, and a coordinated approach is needed for recruitment and 
retention12.  While the recruitment of specialists is an international issue, an additional challenge is attracting and 
retaining cardiologists for smaller DHBs who do not operate a cath lab.   

- Information systems.  There are ongoing and increasing pressures on regional cath lab facilities, as well as 
inconsistent waiting list management and prioritisation criteria for various cardiac services13.  Other issues relate 
to the visibility of patients on waiting lists, access and clarity of patient information and referral and transfer 
pathways.  A coordinated approach to models of care, quality performance indicators and to infrastructure and 
information systems planning will help improve this. 

- No ability to seamlessly share echoes or CTCA scans across the region.  This issue will become more significant as 
the use of CTCA increases.  

  

 
11 Refer to Appendix 9 – Health Equity Assessment for more detail. 
12 Refer to Appendix 3 – Cardiac sonographer and physiologist workforce retention and recruitment for more detail. 
13 Refer to the Health Needs Assessment for more detail. 
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8. Cardiac services governance and oversight 

Te Tiriti o Waitangi 

Appendix 9 – Health Equity Assessment, outlines the regional strategic commitment for cardiac services – at all levels 

– to Te Tiriti o Waitangi through the five principles/guarantees of tino rangatiratanga, equity, active protection, 

options, and partnership.  Full expression of Te Tiriti o Waitangi is a foundation for both the governance & oversight 

and the operational workplan approach. 

 

Regional Cardiac Clinical Network (CCN) 

The purpose of the CCN is to: ensure cardiac services function according to clinical best practice and within available 

public health system resources, ensure cardiac services are accessible and timely for the regional DHB populations, 

produce equitable outcomes, benchmark performance.  Refer to Appendix 12 – Cardiac Clinical Network Terms of 

Reference for more detail. 

Regional CCN workplan 2020/21 

The priority outputs/deliverables within the current regional workplan are: 

- The regional Cardiac Services Plan 2021-2026 will be completed by June 2021 – the recommendations will be 

prioritised and include the promotion of equity of cardiac outcomes across ethnicities and geographical areas14. 

- Māori health equity prioritised in new Cardiac Services Plan 2021-26 – to inform regional assessment.  

- An approach to addressing the vulnerable cardiac physiologist workforce will be agreed. 

- An agreed plan for regional Stroke and Cardiac networks to work together on Atrial Fibrillation, with a focus on 

Māori Health Equity.  

As outlined in this Plan (and in the ‘Next Steps’ section of this document), this Plan will advise the current and new 

priorities in the regional CCN annual workplan, and DHB annual planning.   

Recommended changes to regional CCN structures  

The following structure is recommended as a change from the existing regional CCN arrangements.  These changes 

will clarify responsibilities around representation, operational management, and accountabilities for workplans, and 

will build and strengthen relationships & channels between DHBs and other stakeholders. 

Proposed regional CCN structures (change from single regional CCN group) 

Executive leadership and oversight group  

New group to be established (Executive and Network lead representation – membership to be determined) with an 
oversight and prioritisation focus. 

Operational Steering Group  

Revise the existing regional Cardiac Clinical Network to increase the engagement with community and public 
health, and primary care.  Group to have an active steering (sponsorship and monitoring) role for priority work. 

Operational workgroups: DHB local cardiac services improvement groups (each DHB) 

DHB groups with responsibility for implementing DHB Annual Plan (cardiac) activity – including business-as-usual – 
and the DHB-level responsibilities for regional workplans. 

Operational workgroups: Work programme sub-groups  

Ad hoc or ongoing workgroups established to progress specific outcome goals (i.e. intermediate outcomes within 
this Plan).  Includes formal confirmation from DHBs and stakeholder agencies of workgroup/project resourcing. 

 
14 Refer to the Health Needs Assessment document for demographics that will advise these equity-based priorities. 
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Strategic long-term outcome goals and intermediate outcome activities 

Long-term outcome goals 

The areas of focus for the regional Cardiac Services Strategic Plan are divided in to five long-term outcome goals.  These 

goals represent the different elements of cardiac health.  While some of the content is specific to cardiac services in a 

secondary and hospital setting, the regional strategy will be a balanced approach that also puts a priority on other areas 

such as prevention, promotion and support delivered in community and public health settings as well as services 

delivered in a primary care setting.   

This balanced approach to regional cardiac health will be strengthened and emphasized further in future versions of the 

Cardiac Services Strategic Plan once the relationships and collaborative work are re-established through the planned 

governance and leadership activity.   

The five long-term outcome goals are: 

 

1. Reduce the incidence of cardiac disease through effective prevention, health promotion and early detection 

initiatives. 

2. Improve clinical outcomes through excellent cardiac care. 

3. Achieve equitable access and outcomes to cardiac services across the region. 

4. Improve the experience for people/whānau with cardiac disease. 

5. Improve the efficiency and sustainability of our regional cardiac services;  

5.1 Knowledge & processes, 5.2 Facilities & infrastructure, 5.3 Information management, 5.4 Workforce. 

 

Intermediate outcomes 

The table on the following pages lists intermediate outcomes for each of the long-term outcome goals above.   

These intermediate outcomes represent tangible activities/deliverables that would help achieve the long-term outcome 

goals and would contribute to measurable health and wellbeing improvements. 

Intermediate outcomes have been created from the analysis, planning and Network member & stakeholder feedback 

to this Plan.  Therefore, they are described at a high level at this stage, including: 

- The stakeholders who would be involved in delivering or contributing to these outcomes. 

- A summary of why this activity may be a priority, and why the need has arisen (with more information on some of 

these outcomes available in the HNA and Appendices documents). 

- An indication of in what sector (community/population health, primary, secondary/tertiary) the changes or 

activities would occur. 

- A high-level overview of the health and wellbeing benefits that the work would contribute to. 

Structure of the table 

The following table shows a high-level summary of recommended intermediate outcomes that will contribute to the 

Long-term Outcome Goals of this Plan. 

Once this Strategic Plan is adopted, the Cardiac Clinical Network and key stakeholders will collectively agree priority 

intermediate outcomes (to design/initiate/complete within the 2020/21 financial year).  This includes determining 

which of these outcomes require a full project plan, business case or similar (to be progressed as per usual DHB 

processes, via the proposed steering and leadership groups).   

- The ‘Who’ column lists the agencies involved in design and delivery, with the project Lead, sponsor/s and resourcing 

to be agreed, once the priority intermediate outcomes are agreed.   

o ‘CCN’ refers to the regional Cardiac Clinical Network 

- The ‘Description’ and ‘Health Outcomes Goals’ columns outline the main themes and objectives of the 

proposed work and will be the basis for detailed action planning. Intermediate outcomes marked as ‘Priority 

(TBD)’ are as identified through the feedback to the Plan. 
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No. Intermediate outcome title Who Description (high level) Priority Health Outcome Goals 

Long-term Outcome 1: Reduce the incidence of cardiac disease through prevention, health promotion and early detection and referral  

1.1 
Support health promotion 
programmes that contribute to 
cardiac outcomes 

PHUs, NGOs, 
DHBs, CCN, 
Primary care, 
Māori 
providers 

Engage with regional primary and public health stakeholders on 
current/proposed health prevention and promotion programmes that contribute 
to cardiac health, e.g. nutrition, lifestyles, diabetes, rheumatic fever. 

Focus on prevention, screening and support for health factors disproportionately 
affecting Māori, and prioritise community-facing models15 that take services to 
Māori and vulnerable/high-risk populations (e.g. marae, or industries such as 
horticulture and agriculture that employ a large proportion of Māori). 

 
Heart health messages a 
driver for healthy lifestyle 
improvements. 

More timely detection and 
treatment of cardiovascular 
health risks and issues. 

Appropriate and prompt 
primary care assessment, 
testing and referral. 

Populations and cardiac 
consumers receive consistent, 
coordinated, targeted cardiac 
health messaging. 

1.2 Support Smokefree Aotearoa 2025 
PHUs, NGOs, 
DHBs, CCN. 

Support targeted engagement with populations with high smoking-related 
cardiac risks – for example Māori and people with cardiac conditions – in 
coordination with existing DHB tobacco control and smoking cessation 
programmes.  

 

1.3 
Support regional rheumatic fever 
screening and surveillance services 

PHUs, NGOs, 
DHBs, 
Primary Care, 
CCN, Māori 
providers 

Collaboration at dedicated clinics for patients with rheumatic heart disease, 
including public health, primary health, secondary and tertiary care.  

Support the (ongoing) proposal for the Ministry to establish a national rheumatic 
fever register. 

 

1.4 
Promote primary care use of 
cardiovascular risk assessment 
guidelines 

Primary Care, 
DHBs, CCN  

Share primary care data on the management of known cardiovascular disease 
and preventative activities, with a focus on high-risk groups (e.g. Māori men 
aged 35-44 years) and identify issues of non-compliance with Primary care 
guidelines.  

 

1.5 
Support the development of 
Community HealthPathways and e-
referrals for cardiac services 

Primary care, 
HealthPathw
ay team, CCN  

Complete Atrial fibrillation and Heart Failure pathways. Agree and develop the 
next prioritised HealthPathways. 

 

1.6 

Stakeholder engagement: 

- With PHUs, Primary care, 
Iwi/Māori partnerships, NGOs, 
Māori providers 

CCN, various 

Ensure Te Tiriti-based partnerships with iwi/Māori representatives at all levels. 

Ongoing engagement for design, delivery, and monitoring with population 
health/PHUs, PHOs, patients and their whānau, NGOs, providers (particularly 
Māori providers) and other agencies. 

 

Long-term Outcome 2: Improve clinical outcomes through excellent cardiac care  

2.1 
Develop and implement cardiac 
pathways for inter-district patient 
transfers  

CCN, DHBs, 
Primary care 

Including agreement of work-up of patient prior to transfer, both inpatient and 
ambulatory.  

 

 

Improved cardiac outcomes, 
following timely, efficient, 

 
15 Successful models include Turanga Health and marae-centred programmes around warmer homes. 
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No. Intermediate outcome title Who Description (high level) Priority Health Outcome Goals 

2.2 
Develop and implement regional 
treatment priorities 

CCN, DHBs 

Agree regional treatment priorities.  

Look at how to ensure that equity is introduced as part of prioritisation criteria 
and consider the changing profile of patients who present (given an ageing 
population and an ongoing increase in patients presenting with co-morbidities). 

 

prioritised treatment, 
meeting national targets at a 
minimum. 

Reduction in severity of illness 
following prompt and 
appropriate treatment   

2.3 Develop and report on clinical 
quality indicators 

CCN, DHBs, 
Primary care 

Develop, implement and monitor a comprehensive set of key cardiac clinical 
quality performance indicators including equity-based reporting. 

Develop, implement and monitor prevention and primary care management 
performance indicators. 

Develop pre-hospital and post-discharge measures. 

 

2.4 

Support the region to achieve or 
exceed QPI, national targets and 
guidelines for diagnostic and 
therapeutic procedures  

CCN, DHBs 

Develop regional systems to regularly report and monitor waiting lists and 
compliance with national targets.  

Investigate reasons for targets and guidelines not being met and prioritise 
regional solutions. 

(Other intermediate outcomes will affect the ability to meet these targets 
including service efficiencies from CTCA program, the development of cardiac 
pathways, improved transport systems and agreement of treatment priorities). 

 

2.5 

Support the region to achieve or 
exceed national targets and 
guidelines for waiting times for 
cardiac surgery 

CCN, DHBs 
Monitor cardiac surgery waiting lists and take coordinated action on improving 
timeliness, equity and prioritisation.  

 

Long-term Outcome 3: Achieve equitable access and cardiac outcomes 

3.1 

Support initiatives to reduce 
inequitable access and remove 
barriers to; primary care, specialist 
appointments, specialist advice, 
treatment, and diagnostic services 

CCN, DHBs, 
Primary care, 
Māori 
providers, 
NGOs 

Address systemic issues which contribute to people not attending (DNA) 
specialist appointments, reduced engagement, and increased disparities in 
access (also work with Māori providers and whānau). 

Explore the use of local health coaches/navigators to support and provide an 
ongoing point of contact for patients and their whānau. 

Ensure strong, ongoing consultation with Māori providers who can provide 
support and expertise to engage with local communities.  

Support regional Māori services to improve cardiac health outcomes for their 
whānau. 

Explore proactive options such as early checks in primary care and actively 
“calling in” patients for checks, testing and screening. 

 
Equitable health outcomes for 
Māori, with priority for 
AF/RF/HF. 

Accessible services 
throughout region regardless 
of demographics/location. 

Services are culturally 
responsive. 

3.2 
Develop a partnership with Māori 
advisors and leaders to maintain a 

CCN, DHBs, 
Primary care. 

Iwi/Māori health advisory & leadership representatives advise on, support and 
monitor priorities and recommended options for achieving Māori health equity.   
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No. Intermediate outcome title Who Description (high level) Priority Health Outcome Goals 

collective focus on priority equity 
outcomes 

Accountability framework established to ensure shared oversight of Māori 
health equity priorities and status. 

Iwi/Māori representatives support equity-based initiatives through Health Equity 
Assessments, consultation and support for hui and community engagement. 

3.3 

Explore innovative initiatives that 
will support services being 
provided closer to home e.g. tele-
health 

DHBs, CCN, 
Primary care, 
Māori 
providers, 
NGOs 

Ensure there is a regional and local focus to provide services closer to home, 
advised by successful models of care, e.g. options for remote locations, existing 
successful Māori service models where Māori providers take the service out to 
the community, new service models based on Māori principles linking 
community and secondary services.   

Explore DHB use of integrated services (/hubs), satellite clinics, telehealth, 
follow-up services, systems to provide specialist advice to GPs. 

 

Long-term Outcome 4: Improve the experience of people with cardiac disease and their whānau 

4.1 

Develop a strategy to ensure 
feedback from consumers and 
whānau informs service 
improvements 

CCN, DHBs, 
local & Māori 
providers 

Hold regional consumer/whānau huis in 2020/2021 to understand consumer 
voice and inform service improvements using co-design methodology.   

Ensure regular consumer feedback is explicitly considered and addressed during 
service design and delivery and include Health Equity Assessments for all 
initiatives. 

 
Accessible, appropriate 
options increase utilisation of 
services among vulnerable 
populations. 

Wider health and wellbeing 
supported and enhanced 
during patient journey. 

Adaptable, patient and 
whānau-centric service 
delivery. 

Elimination of institutional 
racism and bias in a cardiac 
services context. 

4.2 
Undertake a stock-take of cardiac 
health literacy resources and 
processes  

PHUs, DHBs, 
Primary 
care/NGOs as 
appropriate, 
CCN 

Review appropriateness of existing health literacy resources and processes.  

Share and promote methods for engaging with Māori patients and their whānau 
that are already practiced by health professionals – such as wellbeing-focused 
conversations, breaking down barriers, engaging with the whānau to help the 
patient come to terms with their condition. 

Support regional Māori providers to improve cardiac health outcomes by 
providing education to staff and whānau on cardiac health, early intervention, 
monitoring and rehabilitation.  

 

4.3 
Perform a stocktake of integrated 
support services (such as transport 
systems and accommodation)  

CCN, DHBs, 
Māori 
providers 

Review transport options and support services used by patients and their 
whānau who need to travel to other areas for treatment and support. 

 

 

4.4 
Workforce receive education and 
support to ensure services are 
culturally safe 

DHBs Primary 
care, NGOs & 
Providers as 
appropriate), 
CCN 

Explore service delivery in the context of tikanga (Māori customs and practice) 
and mātauranga Māori (knowledge and worldview), through partnerships, co-
design, and Health Equity Assessments.  Ensure a culturally safe setting and the 
elimination of institutional racism and bias within cardiac services.16  

Utilise opportunities for attendance in training, workshops or courses on 
institutional racism and culturally safe settings. 

 

 
16 Refer Appendix 9 – Health Equity Assessment for further information. 
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No. Intermediate outcome title Who Description (high level) Priority Health Outcome Goals 

Long-term Outcome 5: To improve the efficiency and sustainability of our regional cardiac services 

5.1 Knowledge and processes 

5.1.1 Develop regional data definitions 
to enable regional reporting and 
analysis of diagnostic and 
therapeutic procedures 

DHBs, Primary 
care 

Prioritise data definitions needed (e.g. echo, cath lab procedures), monitor 
accuracy/consistency of data, and ensuring equity-based reporting. 

Establish regional standards for waiting time data, prioritisation scores and 
recording of patient procedures to ensure oversight of trends and disparities in 
equitable outcomes17.  

 
Collective approach to 
innovations and technology.  

Integrated, dynamic, 
proactive, and high-quality 
systems, models, & processes. 

5.2 Facilities & infrastructure 

5.2.1 Identify options of where and how 
services could be delivered based 
on the local population, 
cardiovascular burden, overall 
demand, available workforce and 
other resources 

DHBs, CCN, 
Primary care 

Include demand and capacity modelling (including predictive modelling) of 
regional services as they relate to cardiovascular burden and population growth 
with an initial focus on regional cath lab services.  

Review current primary, secondary and tertiary cardiac services, facilities 
procedures and equipment to ensure regional services are accessible and 
appropriate for the regional disease burden and MOH service requirements 

 
Evidence-informed and 
coordinated decision-making 
for facilities and 
infrastructure. 

Coordinated models of care 
that utilise current resources, 
and workforce. 5.2.2 Explore and implement alternative 

models of care to support 
managing the demand for echo  

DHBs 
Define options for using existing resources differently and alternative options for 
echo scanning and establish a regional agreement on the long-term approach. 

 

5.3 Information Management18 

5.3.1 Investigate options for 
development of a regional CTCA 
program including an IT platform 
to enable sharing of CTCA & echo 
scans 

DHBs, 
regional IS 

Investigate technology options for regional reporting and the resource 
implications for a regional CTCA reading19 program. 

 
Sustainable, cost-effective 
development and integration 
of data & digital services. 

Integrated systems and 
records support effective 
treatment. 5.3.2 Identify and prioritise regional 

cardiac database requirements  
DHBs, 
regional IS 

e.g. Paceart, Tavi and other needed databases.  Continue to explore and 
implement options for integrated systems (to be defined more fully in IS 
roadmap under development). 

 

5.3.3 Identify a suitable regional generic  
e-prescribing system 

DHBs, 
regional IS 

Continue to explore the existing primary care system as an option for a regional 
generic system. 

 

 
17 ANZACS-QI Door to cath target results are shown in the HNA document.  This shows the target is infrequently met for regional patients receiving angiograms within the required timeframe. 
18 Refer to Appendix 13 – Information Systems for an overview of current IS work-in-progress, issues, and priorities. 
19 Refer to the CTCA summary in Appendix 5 – Computer Tomography Coronary Angiogram (CTCA). 
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No. Intermediate outcome title Who Description (high level) Priority Health Outcome Goals 

5.3.4 Implement regional information 
system which includes a real-time 
view of referrals, waitlists, and 
clinical outcomes.  

DHBs, 
regional IS 

Wait-list information to include priority, ethnicity and DHB domicile. 

Tracking of inter-district acute and elective patients.   

 

5.3.5 Develop a regional cardiac IT 
architectural roadmap which 
outlines current and future IT 
needs 

Regional IS 
The Regional IS team will work with the region to develop a cardiac roadmap 
including understanding of current state then future state. Potentially cover 
areas such as: Imaging, Pathway(s), Treatment(s), Referrals, Reporting, Results.  

 

5.4 Workforce 

5.4.1 Enhance the regional echo 
sonographer and physiologist 
workforce  

CCN  

Support national workforce initiatives for echo sonographers and physiologists.  

Explore ability to establish regional or local DHB echo sonographer and 
physiologist workforce trainee positions.    

Explore other ways of working to help manage workload pressure whilst there 
are sonographer and physiologist workforce shortages. 

(Refer to Appendix 3 for an overview and high-level scope.) 

 
Existing staff can fully develop 
and utilise their expertise. 

Workforce availability is not a 
barrier to prompt, adequate 
cardiac service delivery. 

Support the Māori workforce 
recruitment and retention at 
or above a proportionate level 
for the regional population. 

Regional health sector staff 
are provided with cultural 
competency and cultural 
safety training in the context 
of cardiac services. 

5.4.2 Support and promote secondary 
prevention prescribing rights for 
specialist nurses 

CCN, DHBs, 
Primary care. 

Identify the impact on patients’ health outcomes due to reduced barriers to 
secondary prevention through specialist nurses prescribing, and take 
coordinated action on these barriers 

 

5.4.3 Explore and promote the role of 
nurse practitioners for improving 
access and equity 

CCN, DHBs, 
Primary care 

Explore the variation in how nurse practitioners are utilised, and the benefits 
gained. . 

 

5.4.4 Stocktake of cardiac rehab and 
heart failure nurse resources & 
programmes in primary and 
secondary care  

CCN, DHBs, 
Primary care 

Review resourcing and existing programmes across the region and sector to 
ensure early discharge, community access and follow-up.  This will inform 
coordinated activities for nurse training and upskilling. 

 

5.4.5 Review resourcing to identify 
inequitable regional access to 
cardiologist FTE and explore 
options 

CCN, DHBs 

Equitable access to advice, treatment, and acute admission pathways.  A review 
of resourcing will inform coordinated action for cardiologist recruitment and 
retention. 
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Cardiac Services Strategic Plan 2021-2026 – one-page overview   

Regional Vision; “He Kapa kī tahi – A singular pursuit of Māori health equity”  |  Regional cardiac services vision; “To reduce morbidity & mortality of NZers from heart disease”   

Long-term outcome goals Intermediate outcome recommendations *  Health & wellbeing outcomes 
    

1 

Reduce the incidence 
of cardiac disease 
through effective 
prevention, health 
promotion and early 
detection initiatives. 

1.1 Support health promotion programmes that contribute to cardiac outcomes 

 

Heart health messages a driver for healthy 
lifestyle improvements. 

More timely detection and treatment of 
cardiovascular health risks and issues. 

Appropriate and prompt primary care 
assessment, testing and referral. 

Populations and cardiac consumers receive 
consistent, coordinated, targeted cardiac 
health messaging. 

1.2 Support Smokefree Aotearoa 2025 

1.3 Support regional rheumatic fever screening and surveillance services 

1.4 Promote primary care use of cardiovascular risk assessment guidelines 

1.5 
Support the development of Community HealthPathways and e-referrals for cardiac 
services 

1.6 
Stakeholder engagement: 

with PHUs, Primary care, Iwi/Māori partnerships, NGOs, Māori providers 
      

2 

Improve clinical 
outcomes through 
excellent cardiac 
care. 

2.1 Develop and implement cardiac pathways for inter-district patient transfers  

 

Improved cardiac outcomes, following 
timely, efficient, prioritised treatment. 

Reduction in severity of illness following 
prompt identification and treatment  

2.2 Develop and implement regional treatment priorities 

2.3 Develop and report on clinical quality indicators 

2.4 
Support the region to achieve or exceed QPI, national targets and guidelines for 
diagnostic and therapeutic procedures  

2.5 
Support the region to achieve or exceeds national targets and guidelines for waiting 
times for cardiac surgery 

      

3 

Achieve equitable 
access and outcomes 
to cardiac services 
across the region. 

3.1 
Support initiatives to reduce inequitable access and remove barriers to; primary 
care, specialist appointments, specialist advice, treatment, and diagnostic services 

 

Equitable health outcomes for Māori, with 
priority for AF/RF/HF. 

Accessible services throughout region 
regardless of demographics/location. 

Services are culturally responsive. 

3.2 
Develop a partnership with Māori advisors and leaders to maintain a collective 
focus on priority equity outcomes 

3.3 
Explore innovative initiatives that will support services being provided closer to 
home e.g. tele-health 

      

4 

Improve the 
experience for 
people/whānau with 
cardiac disease. 

4.1 
Develop a strategy to ensure feedback from consumers and whānau informs service 
improvements 

 

Accessible, appropriate options increase 
utilisation of services among vulnerable 
populations. 

Wider health and wellbeing supported and 
enhanced during patient journey. 

Adaptable, patient and whānau-centric 
service delivery. 

Elimination of institutional racism and bias in 
a cardiac services context. 

4.2 Undertake a stock-take of cardiac health literacy resources and processes  

4.3 
Perform a stocktake of integrated support services (such as transport and health 
coaches/navigators) for patients and their whānau  

4.4 Workforce receive education and support to ensure services are culturally safe 

      

5 

Improve the efficiency and sustainability of our regional cardiac services. 

5.1 
Knowledge & 
processes 

5.1.1 
Develop regional data definitions to enable regional reporting and analysis of 
diagnostic and therapeutic procedures  

Collective approach to innovations and 
technology.  

Integrated, dynamic, proactive, and high-
quality systems, models, and processes. 

      

5.2 
Facilities & 
infrastructure 

5.2.1 
Identify options of where and how services could be delivered based on the local 
population, cardiovascular burden, available workforce and other resources 

 

Evidence-informed and coordinated decision-
making for facilities and infrastructure. 

Coordinated models of care that utilise 
current resources, and workforce. 5.2.2 

Explore and implement alternative models of care to support managing the demand 
for echo  

      

5.3 
Information 
management 

5.3.1 
Investigate options for development of a regional CTCA program including an IT 
platform to enable sharing of CTCA & echo scans 

 

Sustainable, cost-effective development and 
integration of data & digital services. 

Integrated systems and records support 
effective treatment. 

5.3.2 Identify and prioritise regional cardiac database requirements  

5.3.3 Identify a suitable regional generic e-prescribing system 

5.3.4 
Implement regional information system which includes a real-time view of referrals, 
waitlists, and clinical outcomes.  

5.3.5 
Develop a regional cardiac IT architectural roadmap which outlines current and 
future IT needs 

      

5.4 Workforce 

5.4.1 Enhance the regional echo sonographer and physiologist workforce  

 

Existing staff can fully develop and utilise 
their expertise. 

Workforce availability is not a barrier to 
prompt, adequate cardiac service delivery. 

Support the Māori workforce at or above a 
proportionate level for the regional 
population. 

Regional health sector staff are provided 
with cultural competency and cultural safety 
training in the context of cardiac services. 

5.4.2 Support and promote secondary prevention prescribing rights for specialist nurses 

5.4.3 Explore and promote the role of nurse practitioners for improving access and equity 

5.4.4 
Stocktake of cardiac rehab and heart failure nurse resources & programmes in 
primary and secondary care  

5.4.5 
Review resourcing to identify inequitable regional access to cardiologist FTE and 
explore options 

 

Regional Cardiac Network annual workplan DHB Annual Plans Coordinated review, consultation and action 

 


