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APPENDIX 1
Midland Region Eating Disorders Draft Implementation Plan Framework

	1.
	Primary Sector Goals


	Strategies
	Expected Outcomes
	Timeframes of Goals

	1.1
	All Midland primary care providers / social services agencies have access to information regarding antecedents to eating issues for their populations within their respective DHBs

	· Work with agencies such as community psychologists, Plunket, midwives, Women’s Health providers, school guidance counsellors, Women’s Refuge, IDEA to ensure staff are aware of and know how to support those individuals with eating issues

· Support dialogue addressing the prevalence of fast foods in diets of younger populations across Midland 


	· Increased ability to recognise and support individuals with eating concerns at an earlier stage

· Increased community  understanding of the prevalence of eating issues/disorders 
	1 – 5 years

	1.2
	General practice providers have increased knowledge of eating disorders and their presentations


	· GPs will be provided with the tools to be able to provide first contact education to client and family

· Networks are established with community dental therapists to identify vulnerable children at an early stage

· Liaise with the College of GPs to support  development of CME packages relating to ED

· Each DHB to convene a local meeting of interested staff to determine skills mix currently available

· Increase the visibility and understanding of eating disorders within GP networks through information disseminated via GP journals, Health TV 

· Establish a strategic Midland network infrastructure that will allow each GP provider to build on their respective strengths and knowledge

· Funded training packages are developed to enable GPs to be alerted, through using screening tools, to multiple presentations of eating disorders and increased knowledge of where to refer to next  for treatment

· Primary liaison roles will manage the interface between GPs and secondary specialist services

· Foster active working relationships between the secondary specialist MH&A services and general practice providers across the Midland DHBs
· Provide information to GPs about eating disorders services, treatment options and availability of technology for referral to secondary services

	· Increased positive relationship between family and GP 

· Eating issues will be identified at an earlier stage to enable more positive outcomes for children

· GPs will have increased knowledge of ED and its presentation

· Increased knowledge of who has ED treatment skills within each DHB
· Information regarding ED will be available in GP practices for all patients

· Increased understanding of the role psycho-pharmacology  has in the treatment of ED

· Written and oral information to consumers about treatment options and services will be presented in an accessible and understandable way

·  A more seamless service and increased continuity of care

· With increased consumer involvement in their care there will be increased confidence in treatment recommended

· GP providers will actively participate as part of the treatment team with clear understanding and confidence in their role of medical monitoring
· GPs will be able to screen and refer on clients with eating disorders at an earlier stage
	Present – 5 years

	1.3
	Primary care providers maintain clients with eating disorders at a local level



	· Establish a range of early intervention strategies associated with ED clients to ensure they remain close to family and support systems

 
	· ED clients being treated in an environment where support from families and whanau is recognised and supported
	1-5 years

	1.4
	Public health providers are including messages relating to eating disorders in their planning for service delivery


	· Links will be established between public health and ED services to develop public health policies on ED from a population health perspective

· An annual public awareness campaign will be developed relating to ED and its impact on society

· Work will be undertaken to challenge mass media stereotypes relating to linkages between self esteem and thinness to enable promotion of alternative views

· Provide support to promoting health preventative measures to curb the prevalence of ED

· Educate health providers to understand ED is part of a wider context of community / family concerns 

· Ensure providers understand the issues relating to sudden changes in diet especially relating to vegetarian / vegan diets

· Investigate the support requirements for those consumers with communicable diseases who also have an ED
	· The public will be better informed on what constitutes ED 

· Parents and communities will be better informed

· Changes to young people’s perception on body image and how the media portrays this

· Increased public awareness of the antecedents to ED
· There will be an increased awareness of what constitutes societal norms and variations when considering ED

· Risks relating to unintended consequences of diet changes will be minimised

· Minimise any risks to populations (especially refugees) who have complex medical requirements relating to communicable diseases and ED 
	1-3 years

	1.5
	Primary health providers’ professional competence in working with clients with ED is increased
	· Provide a regular forum for primary health providers to assist each other to develop their professional competence in ED using feedback and reflective practice 
· Provide a workforce development plan for primary care providers working with ED clients

· Develop linkages between primary care providers and MH&A Primary Care liaison positions 

· Develop a knowledge base of and tools for diagnosis to ensure appropriate and timely ED referrals are made
	· Increased knowledge in early intervention strategies by appropriately trained and skilled clinicians
· All staff working in primary health providers will have increased skills relating to working with ED clients

· Issues relating to ED clients will be dealt with in a timely way

· Increased knowledge and awareness of the need to refer to specialist services at an earlier stage
	1-5 years

	1.6
	Educational authorities recognise the early signs of school aged children / young people with eating and nutritional issues including any issues relating to obesity 


	· Develop an ED tool kit for use in schools including the need to recognise cultural nuances

· Training provided to teachers, health staff and schools’ Boards of Trustees in the identification of ED risk factors and presentation especially in children of vulnerable families
· Providing schools with information regarding ED referral options

· Providing schools with information on how to talk to students about emotions and how to manage them (focusing on the need for psychological well health)

· Provide skills classes for parents in how to support or recognise children with ED

· Provide education on ED to schools by utilising CAMHS, youth health services and school guidance counsellors who will be working in a partnership way

· Review relevance of current health curriculum to people with eating issues and ED 


	· Toolkit will enable school staff to be more aware of ED issues in their school population

· School staff and Board of Trustee members have knowledge about risks associated with ED and have policies developed to support children with ED diagnoses

· Schools are aware of who to contact to access ED services
· Increased emotional well health for children is seen within the school community
· Parents will be able to recognise if their child is developing an ED

· Increase in knowledge and confidence for school staff in dealing with children with ED

· The focus on early detection will reduce the incidence of chronicity

· Information relating to eating issues and ED will be openly discussed within the classrooms
	5 plus years

	1.7
	Kaupapa Maori primary health providers have increased knowledge and awareness of eating disorders within their populations 


	· Develop a  whanau ora approach to assist Kaupapa Maori primary and secondary health providers to identify clients with eating issues and emerging ED

· Develop regional training in ED for providers across both primary and secondary services 

· Develop recognition of appropriate diagnosis in order to determine treatment pathways and service development from a Kaupapa perspective 

· Hold regular regional hui between Kaupapa Maori services and mainstream services to increase awareness of ED in relation to cultural norms
	· Increased awareness of emerging issues within Maori communities

· Treatment and care for clients with ED will be delivered over a continuum 

· Improved ability to detect, diagnose and treat ED within a cultural context

· Cultural understanding and definition of ED from a Kaupapa perspective is established
· Specific language is developed to express “pre during and post “ recovery journeys
	1-5 years

	1.8
	Pacific People’s primary health providers have increased knowledge and awareness of eating disorders within their populations


	· Identify ED prevalence in Pacific populations in urban and rural areas of Midland

· Foster meaningful relationships with significant Pacific People’s services and Matua
· Increase awareness of needs of Pacific People’s populations “hidden” by other population groups

· Develop education kits to increase clinician understanding of culturally specific factors contributing to ED in this population
	· Base line data would be available to direct service development

· Appropriate resources would be available that are language and communication specific

· Emerging issues relating to ED in young Pacific people are highlighted for action

· Clarity will exist regarding the actual volumes of ED clients

· Clinicians will have increased awareness and understanding of how to deal with ED in this population
	1-5 years

	1.9
	Other identified ethnic groups are assisted in increasing their knowledge and awareness of eating disorders within their populations


	· Identify ED prevalence in other ethnic populations across Midland

· Foster meaningful relationships with significant leaders and services in order that support for people with ED in their populations can be achieved

· Develop education kits to increase clinician understanding of culturally specific factors contributing to ED in this population
	· Base line data would be available to direct service development

· Appropriate resources would be available that are language and communication specific

· Clinicians will have increased awareness and understanding of how to deal with ED in this population

	5 -10 years

	1.1
	Family and whanau have access to appropriate support groups where they can interact with others who have had similar experiences
	· Family and whanau will be provided with support networks through established mental health family networks


· Family and whanau will be provided with information on how to support the ED service user once treatment has been completed and they are transitioned home
· Family and whanau will be involved in providing guidelines to primary health providers on how to work with families and whanau who have family members with ED


	· Family and whanau are better informed and supported throughout the  treatment pathway

· Family and whanau are able to support the service user in successfully reintegrating with their family

· Clinicians are better informed about the need to fully involve family and whanau in the treatment process and to help families understand the systemic nature of ED


	2008 - 2009


	2.
	Secondary Sector Goals
	Strategies
	Expected Outcomes
	Timeframes of Goals

	2.1
	Clear clinical pathways exist within secondary specialist services between mental health services and adult and paediatric medical services across both inpatient and outpatient settings


	· Identify teams across disciplines and services including NGOs and Iwi providers, who have skills in treating ED

· ED Service users are involved in the development of the clinical pathways

· Development of a system of shared values and prescriptions will be undertaken to include the use, when appropriate, of the Mental Health Act 

· Clinical pathways must compliment treatment plans and include other expertise as required and where relevant, taking into account gender, age, ethnicity, spiritual beliefs

· Support for pathways will be provided by senior managers and clinical staff across all services

· A client-centred model will be developed that  includes the key clinician  to ensure continuity of care is provided

· All treatment goals will be based on the ED client’s individual needs in conjunction with best practice recommendations and resource availability

· Systems will be developed to ensure age differences between children, adolescents and youth are reflected in the clinical pathways developed for each

· Agreements will be developed across different health settings on access to services and discharge/transfer protocols 

· Development of shared care protocols across services
· Provision of appropriate staffing support structures at critical stages of ED client’s journey

· Analysis undertaken regarding if there is any correlation between people with significant physical and/or learning disabilities and ED

· Development of service pathways with ACC sensitive claims contracts

· Develop systems to maintain support for family connections with ED client especially if geographical distance between inpatient and outpatient environments is significant
	· Service level agreements will be in place for all ED staff

· Pathways better reflect the needs of ED service users and are more user friendly 

· Clinicians use of prescriptions will align to a set of shared values, for treatment of ED service users, used across all services

· Disruption for ED clients and whanau is minimised 

· ED service users have their needs met in a holistic way

· Processes for conflict resolution will be in place across all services

· Clients transferring to inpatient settings will receive quality of care with additional staff support if required 

· A system where one model does not fit every client
· The process will encompass the ED client in the context of the family and community

· Services will be provided in a seamless way across a number of settings

· All services will have a common practice philosophy

· ED clients will receive the right access to the right expertise at the right time

· Shared care and funding pathways will be developed if analysis requires this
· Service level agreements with ACC will be in place

· ED clients will remain closely connected to their families throughout their treatment processes
	2008 - 2009

	2.2
	Telecommunications are used to enable clinicians to access expertise throughout the region at a national and international level


	· The quality of and access to telecommunication systems will be increased

· ED staff will have access to training on the use of systems and technology

· A conducive environment will be created for ED clients to access information

· Opportunities to develop creative usage of technology - computers, phones, text, Skype, email – will be available to access remote colleagues for consult/ liaison re ED clients

· Increased use of video-conferencing between clinicians throughout NZ and internationally

· Increase the use of telecommunications for education and supervision purposes

	· There will be appropriate technology equitably available for both rural and urban clinicians
· The cost effectiveness of technology will be evaluated

· Staff will be trained and conversant with telecommunications

· ED clients will have increased satisfaction 

· Increased access to “expert” support, supervision and the ability to accurately diagnose will lead to increased accessibility to ED services and continuity of care which will lead to improved outcomes

· ED clients will remain in their region of domicile for care which will lead to improved family outcomes

· ED staff will have access to experts both nationally and internationally
	2008 - 2009

	2.3
	Family and whanau work in partnership with eating disorders professionals


	· Family and whanau are fully informed at every stage of the treatment process

· Family and whanau receive education on the treatment and outcomes associated with ED

· Family and whanau will be able to access psychological support to assist them in understanding ED
	· Communication lines between all parties is successfully implemented
· Family and whanau have been listened to 

· Family and whanau are better informed and are able to make considered choices on treatment options

· Family and whanau receive help / support  to understand the impact of ED from a whanau ora basis
	2008 - 2009

	2.4
	Clinical staff working with children and young people are trained in the management of clients with eating disorders


	· Training is provided in local DHBs
· Appropriate child/ family and youth specific focused training is delivered by recognized “trainers” based on evidence and experience

· The Midland Workforce Development Plan encompasses staff acquiring specific skills for children and young people in the ED field

· Increase dialogue with universities to ensure their curriculum’s include specific training in ED as part of internships and course work

· Increase the understanding of emerging AXIS II pathology for ED 
	· Staff trained locally in the context of their communities

· Service users able to share what has worked for them

· Staff will be more confident to assess, treat and refer on

· Improved interactions between clients/ whanau/ clinicians 

· A more responsive workforce

· Better trained and skilled staff across all disciplines

· Will reduce the potential revolving door syndrome especially relating to future AOD issues
	1 – 5 years

	2.5
	Clinical staff working with adults are trained in a range of treatment modalities for the management of clients with eating disorders


	· Training is provided in local DHBs
· Appropriate training is delivered by recognised “trainers” based on evidence and experience

· The Midland Workforce Development Plan encompasses staff acquiring specific skills for working with adults with ED

· Increase dialogue with universities to ensure their curriculum’s include specific training in ED as part of internships and course work

· Increase the understanding of AXIS II pathology for ED
	· Staff trained locally in the context of their communities

· Service users able to share what has worked for them

· Staff will be more confident to assess, treat and refer on

· Improved interactions between clients/ whanau/ clinicians 

· A more responsive workforce
· Better trained and skilled staff across all disciplines

· Will reduce the potential revolving door syndrome especially relating to AOD issues
	1 – 5 years

	2.6
	Midland DHBs have in place clinical and service linkages regarding pathways for collaborative practice and support between them and  the Auckland Regional Eating Disorders Services 


	· Ensure adequate funding streams are in place to enable ED staff from both Midland and Auckland regions to have access to each other

· A framework for rural ED services will be developed with the Auckland Regional ED Services

· Midland clinical ED services will utilise audiovisual technology for supervision from Auckland Regional ED Services

· Opportunities for formal workshops and training will be developed between the two regions

· Additional ED clinical skills will be enhanced or developed within the individual Midland DHBs under a Midland regional process
· Existing ED clinical skills within each DHB will be enhanced and utilised to ensure opportunities for collaborative practice between the two regions are developed

· Service level agreements and formal workforce development linkages will be developed between Midland Region DHBs and the Auckland Regional ED Services


	· Pathways and plans developed will enable volume of supervision sessions to be tracked

· Increased local knowledge and confidence in staff working with ED clients

· Will be increased clinician-client consultation time as clinicians will not be out of the office

· Decrease in waiting lists and times for ED clients to be seen

· ED Staff across both regions will be able to meet face to face

· To ensure the needs of those ED clients living in rural or isolated communities is met

· ED staff across both regions will have increased knowledge and skills

· There will be greater emphasis placed on enhancing the existing positive working relationships between the two regions ED services
	2008 - 2009

	2.7
	The current Midland regional supervision contract with the Auckland Eating Disorders Service is reviewed and recommendations for change developed


	· All stakeholders will be notified 
· Obtain feedback from Midland ED clinical staff about the quality of existing contract and any changes that would be useful

· Develop an alternative proposal for supervision

· Provide opportunity to consider supervision and training sourced from different centres in addition to Auckland

· Provide opportunity to utilise existing expertise within various DHBs
	· All parties will be able to contribute to final outcome

· Will have a supervision service in place that meets the needs of ED staff working in the Midland DHBs
· Will provide consistency in access for Midland clinicians
· Access will be provided to high quality supervision for all ED staff
· There will be improved linkages and collegiality across a large geographical region
· Local access will be increased with less travel time

· Improved clinical outcomes
· Access to wider range of clinical expertise
· Will provide opportunity to consider international linkages

· Will build confidence at local levels
· Will provide better risk management and treatment planning using existing expertise
	2008 - 2009

	2.8
	All Midland Region secondary specialist clinical staff with eating disorders expertise provide support to their local primary sector clinical and non clinical services staff to ensure pathways for care between primary and secondary services are well understood and able to be implemented in a timely way


	· Provide  a stock-take of who/what is available in each local DHBs
· Education sessions provided to local providers on what exists currently by using meetings, newsletters and information kits about treatment options

· Establish linkages through formal / informal approaches and relationship building
· Review all job descriptions of specialist staff to ensure the requirement is included


	· There will be an understanding of what resources are available; where the resource is located; what the resource can / can’t do

· Regular opportunities for contact will be established
· Everyone will understand the clinical pathways available
· Good quality printed and web based information will be available and accessible

· There will be increased ability to provide informal supervision and support opportunities to primary providers for specialist practitioners

· Provision for working differently will be formalised
	2 -5 years

	2.9

2.9.1

2.9.2

2.9.3

2.9.4

2.9.5
	A designated Eating Disorder Liaison Specialist is appointed in each DHB for adult and child and adolescent services to:

Ensure liaison between primary and secondary services occurs;

Develop co-ordination  and maintenance of service protocols between medical and psychiatric settings;

Ensure brokerage for access to appropriate treatment is developed

Ensure supervision and professional development  of staff involved is undertaken

Develop communication frameworks with tertiary services


	· Agree funding stream

· Develop job description

· Develop person specification

· Advertise

· Appoint to position
· Midland DHBs will develop co-ordination roles across both CAMHS and adult MH services

· Clinicians in this role are responsible for maintaining linkages within ED tertiary, secondary and primary services and with primary providers, including NGOs and Iwi,  within their respective DHBs
	· ED Liaison Specialists will travel within their local areas
· Number of staff able to be supervised will increase

· Outcomes will be measured to monitor efficacy of position

· ED client outcomes will improve over time

· Will be increased satisfaction / support for primary providers

· Reduction in “serious Incidents” involving ED clients falling in the gaps between primary/ secondary services

· Will be increased interaction between primary and secondary services 

· Will be greater streamlining of service delivery for ED clients

· Increased knowledge will be disseminated throughout the sector
	2008 – 2010

	2.10
	Each Midland DHBs secondary service has ED clinical staff to provide care coordination and be responsible for maintaining links with the service user, family and whanau, the multidisciplinary team and general medical staff


	· Protocols are in place to ensure there is support for this function to be effective

· Framework must be developed to preserve the individual ED clinicians’ rights to access information on an as is required basis from experts


	· Will  ensure local needs are met and positions are supported

· Individual clinicians will be able to access expert information and support as required 

· The needs of different age groups of clients with ED will be enhanced
· Representatives identified will provide feedback to their respective Managers who report to the Midland Executive Group
· Feed-in and feed-back mechanisms will be in place across all services to ensure staff members are aware of and are representing local needs
· Reporting lines and expectations will be clear
· Appropriate linkages are in place with tertiary services
	2009 - 2010

	2.11
	Information systems are developed and utilised across the five Midland DHBs to collect and report on data relating to ED


	· Accurate data on ED is collected and analysed 
· Non face to face travelling time is recorded to ensure ED services for those living in rural locations is not discounted

· An evaluation process is established to ensure effectiveness of ED service delivery 
· MHINC data is utilised to guide direction for the development of Eating Disorders services

· PRIMHD ensures outcome measurements for service users with Eating Disorders are obtained

· A stock-take of eating disorders services is developed and maintained

· Webhealth to provide a page for ED within each DHB

· Separate out obesity statistics from eating disorders to enable specific programmes to be developed for both areas


	· ED data will guide future resource requirements
· ED service users living in rural locations have their needs met at a local level

· All ED services are evaluated using same criteria for consistency
· Regular yearly updates are provided to ensure progress is maintained 
· Information will be available that will inform trends and future directions

· Useful and comparative data will be available to enable clinicians to focus on outcomes for ED clients

· ED clinicians will know who is providing ED services across Midland and Auckland regions

· Increased network collaboration

· Clarity will exist regarding the actual volumes of ED clients
	5-10 years

	2.12
	Across Midland there is increased focus on a workforce, with multiple competencies, that may include service users and whanau 


	· Individuals with personal histories of eating disorders and who are clinically trained will be supported to become ED staff members working within DHB areas

· Service protocols are developed between AOD and MHS to ensure consumers’ needs are better met

· ED trained staff are targeted when recruiting into existing positions
	· Will meet the requirement of service users that former service users with eating disorders are involved in treatment teams

· The frequency of service users being transferred between services without having their needs met will be decreased

· Increase in staff with ED skills will be recruited 
	2 – 10 years

	2.13
	Future Eating Disorders Service development is based on well researched and evidence based practice


	· Ensure all good evidence based practice is published

· Development uses a science practitioner model which supports local knowledge and expertise

· Development of Midland based resources from the pool of current knowledge

· Midland ED Liaison Specialists advise Midland DHB libraries on appropriate resource materials for clinicians 
	· ED clinicians will have access to contemporary practice evidence

· ED staff will have access to information that has been acquired at a local level

· Information will be used to develop resources for Midland ED staff

· ED staff will have easy access to information that is readily available and locally provided
	Commence 2008 – 2009

(ongoing)

	2.14
	A Midland regional database of all clinical staff working in the field of eating disorders is available


	· Stock-take of current staff working with eating disorders services will be undertaken and updated regularly and a database established

· Managers will collect data and report FTE count on a  yearly basis

· Database will include the level of experience staff have had in the field of ED
· Database will provide information relating to training, qualifications, treatment modality and continuing education exposure for ED staff
	· Will inform the regional workforce development planning process on the need to develop appropriate training modules for staff working in this area
· Staff will know about, as well as how to access the database
· Clear processes regarding access to these clinicians will be identified

· Sector will know how many practitioners with ED skills are currently working

· ED staff across Midland will be able to access other staff members who have skills

· This database will be linked to clinical pathways to enable access to appropriate support and referral information
	2008 - 2009

	2.15
	Outpatient services are provided by multidisciplinary teams who have experience and skills in eating disorders work


	· Each DHB to identify the key staff involved in eating disorders at a local level

· In each larger service / team there will be identified a sub-team MDT of ED skilled clinicians including medical support

· Regular MDT reviews of ED clients will occur

· Linkages with other disciplines such as dieticians will be developed
	· DHBs know  who is involved in ED work

· ED skilled clinicians will be utilised within a specialist focus

· Improved client outcomes

· ED clients will receive a wider range of support/ treatment
	2008 - 2009

	2.16
	Service users can access a wide range of services appropriate to their needs and to what resources are available

	· Development of appropriate primary and secondary services that provide choice and support at all levels

· Local hospitals will be used wherever possible to provide inpatient  services

· Increase visibility of available services and include peer and self help options

· Youth with ED will have their needs met in environments that are appropriate to their needs 

· Provide funding for support groups in areas that currently do not have them

· Develop mechanisms for ED service users to provide feedback to services

· Develop access criteria to a wide range of localised respite options including NGOs where flexible use of existing resourced beds may be developed 

·  Provide community support workers to assist in support  activities across community settings e.g. meal support

· Training and support for community support worker teams is developed for providing the case management function, when appropriate,  for ED service users 


	· Service users and their family and whanau will have their needs met in environments that are closer to home

· ED service users living in rural areas are able to be supported at a local level close to family and friends

· Service users will be able to access support from other groups

· Youth will have their needs met appropriately

· Youth will be assured of being safely transitioned through to adult services
Service users will have equitable access to the service that best meets their needs

· Service users will be involved in strategic planning groups to provide suggestions and recommendations for ED service development

· ED service users will have access to facilities close to home

· Family and whanau will have access to residential  support options when required

· Support  provided  is meaningful and relieves pressure on family and whanau members

· Links are maintained between family and friends

· ED service users and their family and whanau will have a recognised case manager for support throughout the treatment programme / journey
	Commence 2008 – 2009 (ongoing)



	2.17
	The Midland Region Mental Health Portfolio Managers Group plus Midland Regional Director determine the priorities for ED development at a local level 
	· Each DHB will prioritise the Midland Plan based on their local needs

· Timeframes will be developed by each Midland DHB for service roll-out based on current service status
	· Local plans are developed to meet local needs

· Services are able to provide detailed processes to support service delivery

	First meeting

20 June 08 - (2008 – 2009)


	3.
	Tertiary Sector Goals
	Strategies
	Expected Outcomes
	Timeframes for Goals

	3.1
	Establish a strategic alliance with the Auckland Regional ED Services to advance the development of tertiary services across both regions
	· Establish shared visions, processes and data collection

· Establish a strategic alliance at both provider and funding and planning level

· Contribute to the eventual growth and development of a national ED Strategy

· Ensure service users from both supra-regions are included and regional differences (urban and rural) are reflected in the development and planning
	· A Midland / Auckland strategic alliance is formed

· Alliance will work at all levels
· Evidence based practice and practice based evidence will be available for national consideration

· Services that best fit the need are developed avoiding waste, duplication and gaps in services
· Knowledge and resources will be shared

	2008 - 2009



	3.2
	Information systems will track individual clients who require tertiary level services


	· Information tracking systems will be developed using current hospital based systems as the platform and tracking using NHI number

· Due to the small numbers of tertiary clinicians involved, a coding system will be developed to account for face to face advice consults and electronic consults

· Feedback on progress will be provided to all staff involved in the ED service users treatment programme following service users discharge/ transfer from tertiary services

· Explore use of PRIMHD with business analysts to establish the use of MoH recognised codes from existing data sets

· Include information tracking within the scope of the Midland Regional ED Specialist and ED Coordinators roles objectives
	· ED clients will be tracked according to who is involved in their care

· Information linkages between secondary and tertiary services are enhanced

· The number of clients and the nature of their needs can be used to inform future service development

· The ability to gain a retrospective overview of the pathway followed by each client as their ED is managed through different services

· All clinicians involved in the clinical pathway are better informed about success indicators of  treatment for individual clients

· All staff are aware of where the ED service user is in relation to their recovery

· The establishment of a nationally accessible database of ED service users utilising existing data sets / PRIMHD

· This will give a clear indication of resources required to maintain the ED service user in secondary / primary services both pre and post access to tertiary services
	2008 - 2009

	3.3
	Northern DHBs Shared Services and the Midland Regional Network scope the potential requirements for and location of any supra-regional inpatient service for the most severely ill service users

	· A strategic planning / steering group is formed with input from:

· Clinical expert stakeholders

· Funding and Planning teams

· Management

· Finance teams

· A project manager is assigned to undertake the work

· Timeframes for the project are agreed 


	· A clear definitive proposal for a supra-regional bed solution established with:

· clinical pathways that are age specific

· access criteria established

· funding streams determined

· contracts assigned

· location agreed to

· Work will be undertaken

· Project will be completed within agreed timeframes
	2008 - 2009

	3.4
	Service protocols for equitable access to specialist ED tertiary beds are developed once the bed situation is determined


	· Protocols will include clear criteria to ensure consistency across the regions for accessing tertiary beds

· Identified project group to lead development of protocols to include input from all stakeholders DHBs including family and ED service user input

· A variety of bed options is considered

· Family and whanau will have access  to and be supported by the tertiary unit

· Tertiary beds accessed will meet the criteria outlined in the “Future Directions of ED Services in NZ” document


	· There will be consistent regional protocols for referral, transfer and exit guidelines, peer support requirements and advocacy systems
· Fair access across the supra-region will be ensured to tertiary beds and service
· Access protocols are underpinned by evidence based best practice

· All stakeholder DHBs will have input into decision making process

· Clear agreed funding mechanisms are in place

· Beds are available in the best location for ED service users and their family and whanau

· Family and whanau will be assisted throughout the ED service users treatment pathway

· National consistency will be ensured
	2008 - 2011

	3.5
	Support and input from tertiary provider clinicians to provide “hub and spoke” supervision and training for all primary, secondary and NGO services involved in Eating Disorders that is over and above the current Supervision and Training contract

	· Database of tertiary based clinicians who provide information to primary and secondary services is updated regularly (i.e. 6 monthly)

· Define terms of reference for what support is required and how to deliver it, that is relevant to the population and geography of the stakeholder DHBs
· Tertiary provider clinicians will assist their primary and secondary clinician colleagues to advocate for extra resources to safely maintain a ED client until a bed is available or provide advice on an alternative “bed” if the situation is extremely urgent

· There is acknowledgement of the additional clinical resource required by a tertiary service to provide the input
	· Centrally held database is available

· Each stakeholder DHB/ geographical area is able to define their population and geographical spread to determine how they will receive support
· Guidelines are established relating to specifics of this service (who provides it, how often and the utilisation rates and outcomes are logged)

· ED service users will be maintained in a safe environment

· All ED staff are more united to find positive workable solutions

· Analysis can be undertaken regarding the true cost relating to service requirements
	2008 - 2010

	3.6
	An interim arrangement for access to tertiary beds is developed until scoping has been completed between the Midland and Auckland regions


	· Review efficacy of current tertiary beds accessed by Midland ED services ensuring consumer satisfaction is utilised  in the process

· Evaluate how well the beds meet the tertiary criteria defined in the “Future Directions of ED Services in NZ” document

· Determine both possible and currently accessible tertiary level bed options at both a national and international level and review outcome data relating to these options

· Develop a pathway for accessing these options and protocols including allocation based on need

· Record outcome data and consumer feedback for all tertiary inpatient stays

· ED service users who have been identified as requiring tertiary level beds can access this level of care in the interim before the Midland / Auckland service is developed

· Review of the Ashburn Hall utilisation is undertaken and decision is made as to where services are provided that will best meet the needs of the adult client group
	· Increased understanding about what has worked best from a ED service users viewpoint

· Current bed usage meets the required level for tertiary care

· Outcome data relating to beds currently used, is reviewed and options developed

· Consumers identified as requiring tertiary level beds, access these in a timely way within three months of referral

· There will be less serious incidents reported with this client group related to their ED therefore better outcomes for them

· Should  a tertiary level bed be required then this is available in the interim

· All four ED beds are purchased and fully utilised
	2008 - 2009
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