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From th e chair...

Welcome to our second newsletter on Clinical Networks.
We hope that you like our new name which was suggested
by Barry Taylor. It captures the concept of services for
children and young people while being brief and catchy.
It is midwinter, and everyone is very busy. We
acknowledge that this winter is more difficult, not because
of the weather but because of the economic climate that
DHBs and health professionals are working in. The cost
constraints mean that many services are hurting, but as Sir
Ernest Rutherford said: “We don’t have the money, so we
have to think”

During late April and May, Mollie and I toured the country for a series of five regional
meetings to hear your views on how we should tackle the task of improving health services
for children and young people through clinical networks. We asked Mark Woodard to facilitate
these meetings. A huge thank you to all of you who participated and did so much thinking.
You will find photographs of the feedback produced by participants in the meetings and the
summary of the feedback on the Paediatric Society website www.paediatrics.org.nz.
I particularly want to mention the Christchurch meeting held at Addington racecourse – the
only venue available. The enthusiasm and energy of our colleagues in Christchurch for
finding new and better ways of working in a city whose heart has been wrecked was truly
inspirational.
An important tool for delivering services more effectively is by telehealth. In this issue we
highlight some of the ways in which technology is being used to deliver services to children
and young people. This will be increasingly important in the future. Not only does it enable
services that are “better, sooner and more convenient” but it also reduces our carbon
footprint and that of our patients so the environment wins too.
In this issue we also feature the launch of The Charter on the Rights of Tamariki Children
and Rangatahi Young People in Healthcare Services in Aotearoa New Zealand. You can
download the charter from the website – please encourage your colleagues to read it and
use it.
The Advisory Group are currently exploring options for the next three services/programmes
to develop through clinical networks. We have not quite reached a stage where we can
announce what these three networks will be. However you do not have to wait for the
Advisory Group to give you “the nod” before developing your own ideas for a clinical network.
Please do call, or email Mollie to let her know what you are doing – this helps us to maintain
an overview of the many networks that are developing and put you in touch with others who
are working on similar projects.
Looking forward to hearing your feedback
Rosemary Marks National Child and Youth Clinical Network Advisory Group

In an ideal world...

The Paediatric Society of New Zealand 63rd
Annual Scientific Meeting takes place at
the Langham Hotel in Auckland from 2225 November 2011. This meeting brings
together child health professionals from
across disciplines and around the country,
and provides an excellent opportunity to
network with colleagues and encourage
collaboration. In addition, the 2011 meeting
features a “Clinical Networks” session hosted
by Dr Rosie Marks (President of the Paediatric
Society) which will showcase the progress
we have made in the child health arena. As
well as this the meeting hosts a wide range
of distinguished and inspiring presenters from
New Zealand and abroad covering a broad
spectrum of child health topics. “In an ideal
world…” you would join us in Auckland for
what promises to be a fabulous event. For
more information: www.psnz2011.co.nz

Congratulations
Barry Taylor was the winner of our “name this
newsletter” competition. Thanks Barry, your prize
is on its way.

Your
contributions

We welcome thoughts, contributions and articles
and notices of upcoming events. We anticipate
publishing updates around every three months.
Please email the editor, Lauren Young on lauren@
laurenyoung.co.nz

Conversations of Care
By Lauren Young

Waitemata District Health Board paediatric clinicians recognise
the real need for better and more joined-up linkages with
primary care, especially given the demographics of the
community and the fact that West Auckland has one of the
lowest ratios of GPs per capita.
Paediatrician, Tim Jelleyman, is very keen to see both
access to primary care services maximised and the primary
care clinicians to be up-skilled and supported in the daily
decisions they make. “Clearly, secondary services are struggling
to maintain a good level of services within existing budgets.
This is only going to get more and more difficult – especially
in financially constrained times. We need to do all we can to
support services to be delivered at a primary care level and at a
community level,” he said.
Tim is pleased that the GAIHN (Greater Auckland Integrated
Health Network) is aiming to improve after-hours access
which includes improvement for the younger members of our
community. However, this is tempered by concerns around
the focus on shorter term gains. “We really need to get back
to basics and prevention where secondary care is so costly.
Rheumatic fever, cellulitis and respiratory disease are so very
common in our and other communities and cost our system
huge amounts of money,” he said. “Yet, they can be well
managed in the community if treated at the right time.”
Waitemata DHB has instituted several programmes in
paediatrics to alleviate secondary care pressure and to support
the primary care community to manage their patients in the
community. A twenty-four hour 0800 number has been set up
for primary care and is getting several calls a day. GPs can call
this number and speak directly to a paediatrician (or registrar
overnight) to get advice to support community care. An example
of this in action recently saw an otherwise well 3 year old with
a limp in a GP practice. The GP phoned Tim, who suggested X
Rays and bloods which, when the child returned to the GP the
next day, were discussed with Tim, while the child was in the
practice in front of the GP. The issue was resolved there and
then. This meant the family did not have to take time off work to
trek to hospital, they did not have to pay for parking (!), the child
was not admitted and the issue was solved with the best and
quickest and most convenient of outcomes for all. Further, the
GP had the satisfaction of dealing with this herself.
Tim also does satellite clinics based in more distant general
practice groups each month in Helensville, Warkworth, Wellsford
and the Hibiscus Coast. This works very well for the primary
care community in these areas and even better for the families
involved. A good example of this in action was during last year’s
swine flu epidemic with a child was suspected of having H1N1.
Her GP wanted to start her on Tamiflu but it was not available
in Warkworth so Tim discussed with the hospital pharmacist
who arranged for it to be couriered up to the local pharmacist.

The GP was further alerted to a follow-up plan and markers of
concern, which was undoubtedly of on-going benefit. While the
GP may not sit in on Tim’s consultations (though that opportunity
is there), Tim says the benefits of corridor conversations cannot
be under-estimated.
“We often discuss how patients we have seen are doing and
what more can be done to support the families. The GPs feel
much more confident knowing I will be there each month and
on the end of a phone at other times,” he said. “I feel we need
to utterly support primary care in this. I was at a satellite clinic
recently where a child who needed to be seen did not turn up.
The receptionist knew the family, called Granddad who made
sure the child was seen next opportunity. We in secondary care
do not have these linkages. We are individual-centric, in that I
could be seeing a child at one clinic and a colleague could be
seeing a sibling at another clinic and neither of us knows. The
strength of primary care is the holistic or whanau ora approach,”
he said. “They can do stuff we can’t!.”
Tim is very clear about the value of recording ‘conversations
of care’ around a child. This underpins the Phone Advice system.
When a GP or midwife talk to the paediatricians then key NHI
linked information on the advice is recorded. In this way the
relevant clinical information around these conversations start to
‘travel with the child’s record’ “In healthcare, we are locked into
episodes of care as a concept. The traditional referral system
often behaves like a ‘one-way street’ whereas the ‘conversation
of care’ is the dynamic way in which we work out together with
other participating professionals and the family the best ways to
manage this child’s health and improve well-being”.

TelePaeds an invaluable
networking tool
By Lauren Young

Auckland Palliative Care Nurse Specialist Karyn Bycroft is
convinced that TelePaeds is one of the most useful, but
probably underused tools in our armoury of things that
can make a big difference in our treatment of children.
While mental health services have been using video
teleconferencing for a very long time, in paediatrics it is
in its infancy. The Starship palliative care service, along
with the paediatric oncology services, are familiar with
telepaeds in their service, which covers children and young
people throughout New Zealand.
It is used for many things and in different situations,
but it is used to primarily bring together different clinical
disciplines who may be in different cities or different
hospitals. For example, managing the painful or end of
life symptoms of a child could be very daunting for a rural
GP who is on their own. Telepaeds can bring together
the oncology, and palliative care specialties and the GP
together with the family to work out the best solutions.
Another useful application involved the family with their
specialists – Mum and child and tertiary team were in
Starship, while Dad was in a smaller regional hospital
with the paediatrician, nurses and pharmacists who were
going to continue the child’s care were back in their local
environment.

Both parents were part of the ongoing discharge planning
and were fully aware of what was needed and when, as
were the regional team. Initially the regional team had lots
of contact with the Starship team but this lessened as they
gained confidence. The family were also assured that they
were doing the right thing. Karyn Bycroft says that taking
tertiary services to where they are needed is what it is all
about. “This is a cost-effective means of bring expertise to
where it is needed,” she said. “I think it’s really important
to keep the communication channels open and to assist
clinicians in other areas with education and support.”

Auckland Palliative Care Nurse Specialist Karyn Bycroft at a young
patient’s ‘bedside’.

Clinical Care Network & Teleh ealth
By Lauren Young

For Paediatric Oncologist Michael Sullivan, the TelePaeds story began
more than 10 years ago when the Paediatric Society had a vision to
provide equitable tertiary access all around the country to all paediatric
patients, even those living in remote areas. This involved putting in
place a national telehealth network which would allow for patients
and families with complex health problems to get access to ongoing
specialist support and clinical care. TelePaeds is now VividSolutions, a
national provider of telehealth. The work done by the TelePaeds team
to develop the network was recognised by IDG Computerworld National
Health IT awards in 2006, and 2007, the National TUANZ award for IT
in Health in 2007 and the International IDG Computerworld Honours in
Health (Washington DC) in 2009.

Let’s say a child needs a liver transplant in Auckland. Traditional
patterns of clinical referral for children with complex and chronic health
needs would involve a formal referral to the treating centre such as
Starship in Auckland. The Auckland team would accept the patient and
take over care for further evaluation and eventual transplantation. So
what happens next? Prior to returning home the Starship team would
make contact with the home centre; doctor-to- doctor, nurse-to-nurse;
where information about the procedure, its complications and clinical
issues, would be conveyed by letter, phone and fax, with advice on
ongoing clinical surveillance and follow up. Care is then handed back
to the home centre and follow up arranged by way of outreach visits or
return visits to Starship.

Michael’s vision of a clinical care network is where healthcare teams
working at a distance from each other share the responsibility for the
ongoing care of patients with complex health needs, regardless of
where the patient lives.

So what if things go awry? Most often there will be direct one-to-one
communication between the medical staff of the home centre and the
treatment centre seeking advice on how to respond to each event. This
is a reactive and ad-hoc process involving one-on-one communication,

that is very appropriate in an emergency, but for many chronic
conditions the problems are sub-acute and may be very complex but
for the most part can be managed during routine daylight hours.
“This is where clinical network based care supported by telehealth
has a real role to play”, says Michael. “Clinical network based care is
an inclusive team process where clinical teams at either end share
the responsibility for the patient and family in a prospective and
anticipatory way, enabled and structured by the use of telehealth.
Regular planned telehealth meetings between clinical teams can deal
with many ongoing issues and respond to new and evolving problems
in a prospective way. By scheduling team-to-team conferences, theses
meetings are more inclusive and can readily and efficiently convey
information across multiple health care professionals, lessening some
of the need for ad hoc clinical discussions”.
Michael’s view is that by regularly supporting clinical teams in home
centres, clinical network based care can develop local capabilities and
over time and has the potential to permit more care closer to home,
lessening the need for family disruption and its associated financial and
emotional cost.
An additional benefit, and an essential component of clinical network
care, is having some form of network agreement so everyone knows
clearly their roles are and the expectations.

“To me, the essence of a good clinical care network is the provision
of planned, prospective and anticipatory care for chronic serious and
complex disorders. We now have a national platform to deliver this
modern type of care regardless of where patients may live”. However,
establishing clinical care networks requires time, effort, a high level
of clinical collaboration, and is crucially dependent of good clinical
leadership.
“We are all very busy and we have seen it many times, what we now
describe is the “asymmetry of need””. Home centres need the support
for their chronic complex patients more than centres of expertise are
often able to provide. To develop clinical network-based care, we need
to consider how it can be incorporated (and resourced) into the routine
clinical environment of home centres and referral centres like Cardiac,
Liver, Renal and Bone Marrow transplant services, and Cancer services
etc. There are also opportunities for virtual referrals and direct clinical
advice to be provided by over telehealth VSL network.
The Paediatric Society has championed the development of
telehealth, but it not about the technology alone, says Michael. “Its
about integrating it into our clinical care to support good regular and
effective communication, a shared sense of clinical responsibility to
ensure equity of access to healthcare for patients and their families”.

Midlands clinical group joins up
By Lauren Young

David Newman is very enthusiastic about the relatively
new Midlands Clinical Directors’ Group. Meeting bimonthly via tele-paeds, the participants are the entire
team of clinical directors from the Midlands region’s DHBs
– Bay of Plenty, Tauranga, Whakatane, Lakes, Taranaki,
Waikato and Tairawhiti. The meetings last around one
and a half hours and cover topics such as administration
and coordination of clinical services as well as issues of
clinical interest. One topic that has been on the agenda
the last few virtual meetings has been the use of oxygen
and air blending for neonatal resuscitation to prevent
retinal damage and potential brain injury.

rheumatology, metabolic disorders and allergy services.
These sub-specialties are provided to the region as
outreach services. By sharing knowledge of the range of
services and understandings of the clinical and economic
justifications Midland Paediatric services can improve
equity of access for their patients. “Initially some were
concerned that the cost of these out-reach clinics may be
a barrier to the DHBs. However, by sharing our knowledge
we have been encouraged that the services are cost
effective and sustainable” says David. “There is also the
added benefit of up-skilling local clinicians and them
sharing the knowledge in these different areas”.

The clinical directors have not only been able to share
experience of what works best but have also been able
to share learnings about the development of staff training
programs as well as the experience in the development
of business cases as retro-fitting of theatres is required.
It also requires the working together of O&G consultants,
paediatricians, midwives and nurses. As a level 3 neonatal
unit, Waikato DHB already uses this evidence based best
practise procedure.

Another area of discussion has been molecular microarrays for genetic testing. Micro-array is a new test which
is substantially more informative but also more expensive
test than traditional karyotype for assessment of children
with developmental delay. The resource implications have
resulted in inequalities of access to the test between
DHBs. By sharing the knowledge – and the business
cases, some regional inconsistencies can be addressed.
Staffing to winter levels is also on the agenda which may
lead to better forward planning and improved ability to
address local issues.

Also on the agenda have been discussions around
Starship services, such as renal, neurology, oncology,

Big supports small

Working for both the biggest and the smallest DHBs in the country
pose special challenges for general paediatrician, John Garrett.
These challenges have been however, largely alleviated by the use of
telepaeds. John’s territory covers Canterbury plus the West Coast, an
area with a population of 32,000 and of those, 6,500 are under 15
years of age. The West Coast also has a very low population density
– 1.8 person per square kilometre – lower even than Australia.
People are spread all along the coast, but the distance between
say Karamea and Haast is the same as that between Auckland and
Wellington. The distance poses challenges yet John is committed
to providing the same levels of care and access as children in other
areas, even though the West Coast has no resident paediatrician.

For the Coasters, it’s a four hour drive between Greymouth and
Christchurch and a staggering eight hour drive from Haast. According
to John, it’s the addition of tools to enable the access to clinicians
which overcomes the demographic and geographic differences.
Telepaeds enables John to conduct outpatient clinics at Grey Base
Hospital from Christchurch. With the able support of Charge Nurse
Dot O’Connor, John has conducted clinics with over 50 children.
These children are selected for this type of consultation because
they are well known to John, can talk themselves and are there with
their families. Dot can always assist with samples and bloods. These
children may still be on a waiting list for specialist follow up if not for
telepaeds. John also has virtual clinics
in Westport.
In Haast, where John
does both virtual and actual
clinics, a rural nurse specialist
supports the families
between clinics of both
types. John also does
a clinic in South
Westland with the
one sole GP there,
Martin London who
shares in consults
when he can. He even
does home visits on his
way – he can do up to 5
visits in Ross which is an hour
south of Greymouth and 1.5
hours north of Franz Joseph.
John finds the Coasters are
very grateful for this service,
especially if you can bring the
services to them. Because
there are few paediatric
services on the Coast, John, as
a generalist, sees a wide variety
of cases, from congenital heart
disease to neurological problems

By Lauren Young

Charge Nurse Dot O’Connor

– the whole range of paediatric sub-specialities. He then shares his
findings with the other specialists on his return to Christchurch.
John says that the people on the Coast are truly skilled generalists
and it’s important to get to know them. “It’s very difficult, I think, to
discuss a patient with someone you have never met. The nurses
and doctors on the Coast know the patients and their circumstances
which is really important. And when they know me well enough to
contact me if there are issues, it is a really good result for all”, he
said. “I also really appreciate the work done by the nurse specialists
who work in remote areas without the usual supports. They tend to
be very practical people”.
John conducts several telepaeds meetings a week between
Christchurch and the Coast. There is the clinical governance meeting
where all the children who have been discharged in the last week
are discussed. There is a meeting to discuss all referrals to the
specialist services which include the Child Development Service
and the Child and Adolescent Mental Health Service and there is the
Child and Youth Mortality Review Group. Telepaeds is also used for
CME, teaching RMOs and getting access for nurses to talk with other
sub-specialty nurses at say Starship. This has been invaluable in
transferring expertise from a tertiary centre.
Another area where telepaeds is used is for discharge planning
between Neonatal ICU in Christchurch and the nurses on the Coast
to ensure everything is in place for discharge. This can be really
useful because the meetings can be multi-disciplinary, involving
CYFs, health and the family and where both ends have a good
understanding of resources available and the baby’s needs.
John is looking forward to a future development – that of acute
telemedicine. Planned for around September when Grey’s wireless
capacity is improved, this will involve mobile telepaeds units on a
trolley which can go to a bedside. It is anticipated that support and
advice can be given to patients who are acutely unwell and which
can stabilise them for a transfer or it may save an unnecessary
transfer. This will be used for both paediatics and neo-nates and
John will be able to complete an entire remote ward round. “The
future for telepaeds is exciting and unlimited really”, he said.

P h oto galler y
The Launch of the Charter on the Rights
of Tamariki Children & Rangitahi Young
People in Health Care Services in Aotearoa,
NZ in Wellington.
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NZ Ch ild & Youth Epidemiology Service
The role of the NZ Child and Youth Epidemiology Service in the New Zealand Health Sector– a Gnome’s Tour
http://www.telegraph.co.uk/news/newstopics/howaboutthat/2540560/Gnome-returned-after-worldwide-tour.html

By Liz Craig Director, NZ Child and Youth Epidemiology Service
Information from these reports has been used for a variety of
purposes, with some examples being listed below.

In 2008 an elderly UK woman’s garden gnome was abducted, and then
returned seven months later, accompanied by a photo album of his
world-wide tour. The attached letter read: “Hello! I feel I should explain
my prolonged absence. A gnome’s life is full of time for reflection, and
whilst surveying your garden one morning…I came to the conclusion that
the world is a big place and there is more to life than watching commuter
traffic, and allowing passing cats to... So I decide to seek adventure. My
travels have taken me across three continents, 12 countries and more time
zones than I can possibly remember…”
The invitation to write a piece on “the NZ Child and Youth
Epidemiology Service’s role in informing the health sector / paediatric
clinical networks” has afforded an opportunity to reflect on the
Epidemiology Service’s own travels over the past 8 years, and to share
with you a few snapshots of where NZCYES data has turned up, and the
uses to which it has been put, during this time.
As the comments below suggest, it is likely that the utility of NZCYES
data will vary from individual to individual (e.g. I display our reports
prominently in the window to my office to stop people looking in - Senior
Paediatric Academic). From a broader health sector perspective however,
prior to the NZCYES’ inception, the previous record for monitoring the
same basket of child and youth indicators consistently over time was
three years, with a multiplicity of different agencies investing significant
time and resources to produce one off “snapshots” of child wellbeing.
With a more consistent approach to child and youth health monitoring
over the past eight years, it is hoped that we can begin as a sector, to
focus more on developing appropriate policy responses to the health
needs identified in our national data and less on the mechanics of report
production itself. With this in mind, I will leave you with a snapshot of
some of uses to which NZCYES data has been put over the past eight
years.
DHB Regional Strategic Planning
The NZCYES was initially established to provide child and youth health
information for DHB health needs assessments, with mini-reports being
provided to 5 DHBs in 2004. Since then the work has grown, with the
NZCYES now providing reports to the majority of NZ’s DHBs and the
Ministry of Health on an annual basis. For examples see:
http://dnmeds.otago.ac.nz/departments/womens/paediatrics/
research/nzcyes/dhb.html)

“The DHB report is used widely. I have personally used the reports
to inform briefing documents for the CEO of the DHB, I have quoted
the data widely and used it when presenting to internal and external
groups (including the Board). I have also seen data from NZCYES
quoted widely e.g. Grand round and paed updates…I think having
the data has certainly helped to get child and youth issues on the
agenda at this DHB”. DHB Public Health Physician
In our DHB we use the Epi Service data regularly to inform planning.
Some examples include:
1 We are using the reports to inform the development of our new
child health plan
2. We are using the reports to assist in prioritizing actions to
implement our Youth Health Plan
3 We used the data and associated analyses extensively for a recent
report to the DHBs Community and Public Health Committee on
child and youth health in the DHB.
DHB Funding and Planning Manager
Academic Research and Teaching
NZCYES reports have also been used by New Zealand’s academic
community, both as a basis for informing research and for teaching.
Some comments from those using the information in these purposes
are listed below.
Over the last 2 years, I have used NZCYES reports to:
• Inform student teaching
• Determine priorities for research
• Give to many post-graduate students who need to know
prevalence/ incidence figures.
Senior Clinical Academic (Paediatrics)
Academic Publications
NZCYES reports have been cited in a range of academic publications.
Submissions, Policy Debates and Public Awareness Raising
NZCYES Reports and data have also been used to inform
submissions to a variety of Government and non-Government
Agencies (e.g. the Alcohol Reform Bill, the Welfare Working Group,
UN Convention on the Rights of the Child). The release of national
reports has also provided an opportunity to raise the general public’s
awareness of child and youth health issues (e.g. via the media).

