


Purpose

1. This aide memoire provides you with an update on the immediate work to improve ED
performance, including advice on options for improving performance and patient flow by
expanding and enhancing patient alternatives to hospital including early supported
discharge, support for frail people and integration with home and community support
services.

Summary

2. Throughout Winter 2025, Health NZ has experienced a sustained rise in ED
presentations that has negatively impacted our ability to achieve the Shorter Stays in ED
(SSED) health target and deliver the timely care patients expect.

3. To address this impact on the SSED target we are implementing an immediate package
of initiatives focused on improving the efficiency of our EDs and inpatient services. This
package was approved by the Board in September and focuses primarily on increasing
staffing to improve flow through the ED (e.g., additional SMOs to make treatment
decisions earlier) and improving discharge processes in inpatient areas to reduce length
of stay and create capacity to support flow from ED.

4. But improving SSED performance and patient flow cannot be solved in EDs alone.
Instead, we need to pull multiple levers across EDs, hospitals, and primary and
community care to make best use of our capacity by reducing ED presentations and
readmissions.

5. Many of our existing work programmes — such as the Diagnostics Boost, Interim Inpatient
Bed Capacity Programme, and Primary Care Tactical Action Plan — will contribute to this
goal.

6. There are also opportunities to better support patients in the community to reduce ED
presentations and prevent avoidable readmissions, particularly for older adults and those
with long term conditions that increase frailty. There are options to expand and enhance
several existing programmes to do this, specifically improved discharge planning to aged
residential care, restorative home and community support services, early supported
discharge services, and hospital in the home models.

7. Health NZ is working with Health NZ teams, and private community providers such
including the HealthCare Group to develop options to integrate ESD, HCSS, ARC and
primary care to improve support for people at high risk of an avoidable ED presentation
and admission. We will update the Minister in November.

Discussion

8. Since the start of the winter period, Health NZ has experienced a sustained rise in ED
presentations above population growth. This rise is impacting ED target performance, but
also has flow-on implications for hospitals, with many facing occupancy rates greater than
95%, which in turn impacts performance of the planned care targets.

9. You requested a package of actions for the next three to nine months to improve ED
performance, with a focus on improved efficiency in EDs. You also asked for options to
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better integrate community-based care into hospital discharge processes.

10. The fundamental goal is to optimise the flow of patients through hospitals by making the
most efficient use of our hospital beds, such that people who need a bed have it, and
people who do not, have access to alternatives. This requires a combined focus of:

a) good access to primary and urgent care to avoid hospitalisation

b) diversion initiatives in both emergency transport and EDs where adequate community
triage and community supports can avoid the need to attend hospitals

c) efficient patient flow through EDs and hospitals including early intervention for people
admitted to hospital

d) supporting people to return home as soon as possible when there are sufficient
community based supports available and their need for hospital level care has
reduced.

Immediate actions to improve ED efficiency

11. In an ED, there are two streams of patients:

a) Non-admitted stream: where a patient receives treatment in ED and is then
discharged home.

b) Admitted stream: where a patient is transferred into an inpatient facility from the
ED. This cohort of patients is affected by access block and hospital capacity.

12. We consider focusing on the non-admitted stream to be most impactful over the next
three months. Dedicating resources to move patients through this system quickly has
the potential to rapidly improve performance and achieve the Year 2 milestone (77%).
Specifically, we think we can drive performance through:

a) Earlier senior assessment and decision making in ED (e.g., increased SMO
resource to make definitive treatment decision early).

b) Focusing on ED patient flow (e.g., employing ED flow managers, senior nursing and
allied health practitioners to focus on unblocking delays for patients).

c) Improving patient discharge management and in particular weekend end patient
flow and discharges to create in patient capacity and better prepare hospitals for
Monday peaks in attendances.

13. We are taking a phased approach to this work:

a) Phase 1 (September 2025 — January 2026), which focuses on ED and inpatient
capacity actions that can be implemented in the short term.

b) Phase 2 (January 2026 — March 2026), which focuses on actions relating to access
to ARC, primary, and community care that can be implemented in the short term.

c) Phase 3 (April 2026 — June 2026), which focuses on infrastructure and bed capacity
leading into next winter.

14. The Health NZ Board endorsed Phase 1 of this approach on 9 September. Funding for
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Phase 1 is estimated at $20 million in 2025/26, to be reprioritised from existing budgets
given the high priority of driving improvement in this area. It is noted that these
investments will present an additional risk to delivery of the Health NZ 2025/26 budget.

15. Regions are working at pace to implement Phase 1 initiatives. Most are dependent on
recruitment and a fast-track sign off process is in place to streamline this. Work also is
underway to develop a monitoring framework to assess the impact of these actions,
noting that SSED performance traditionally improves in Quarter 2.

16. Alongside this ED-specific work, we expect other ongoing initiatives to support ED
performance. Phase 1, focused on non-admitted patients in EDs, sits within the context
of other initiatives that are under way and that we expect to support improved ED
performance. For example:

a) The Diagnostics Boost Programme will support faster access to diagnostic services,
where 40% of people presenting to ED require radiology and 45% of inpatients.

b) The Interim Inpatient Bed Capacity Programme, which will deliver four inpatient
units at our critically overcrowded hospital and increase hospital capacity to support
patients who do need to be admitted to hospital.

c) Actions within the Primary Care Tactical Action plan to reduce presentations to ED,
including the 24/7 online digital service and the roll out of the urgent care and after-
hours framework.

We also need to use levers outside of our hospitals to prevent presentations
and readmissions to ED

17. We know that using levers within ED and hospital alone is not enough to make a
sustained impact on ED performance and improve patient outcomes. Rather, we need
to make better use of services that prevent presentations to ED, and avoid
readmissions, particularly for older people.

18. When we look at patients who stay in hospital for longer than ten days, people who are
transferred to EDs by ambulance but only stay a short time, and those older than 45
years who are admitted but have no significant clinical interventions, we have identified
a large cohort of patients who could benefit from community-based care.

19. Additional investment in health services that provide community-based early intervention
— with the aim of avoiding hospital and ED admissions — will potentially reduce hospital
pressures and cost.

20. Below we outline some of these considerations of the range of options being considered
and how they could be expanded to improve ED performance and outcomes for
patients.

21. Pursuing any of these will require cost benefit analysis to understand the impact on our
hospitals. This includes consideration of working with the funded sector, the private
sector and our Health NZ provider models. The analysis includes the impact on the
SSED, FSA, Treatment and Faster Cancer Treatment Health Targets by our hospitals.

Early supported discharge (ESD)

22. ESD models facilitate earlier discharge or hospital avoidance by providing rehabilitation,
nursing, and home support to patients at home or step-down settings. For example,
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ESD teams can provide intensive rehabilitation during a short stay in ARC after a person
is discharged from hospital. International evidence shows ESD programs can shorten
hospital lengths of stay, reduce readmissions, lower health care costs, and delay or
prevent hospitalisation.

23. Health NZ is working with private and Health NZ providers to identify the most effective
and affordable option for scaling Early Supported Discharge models across our
hospitals to reduce inpatient bed days. Each District has local variation, and we are
working through the options and impacts that should be considered.

24. ESD models are being used across New Zealand and, while there is no standard model,
two key evidence based ESD services are in place:

a) START Service in Waikato (Supported Transfer & Accelerated Rehabilitation Team)
has been in place since 2010 and evaluated in two randomised control trials which
found that the service reduced the initial hospital stay by approximately 6 days per
patient. Importantly, START also reduced subsequent hospital use over the 6
months post-discharge, with ESD patients spending 5 fewer days in hospital (for
medical cases) and 3 fewer days (for injury cases) compared to control groups,
indicating fewer relapses or readmissions. Work has progressed to extend START
across Te Manawa Taki. Central is also rolling out START.

b) CREST Service in Canterbury has been in place since 2011. Like START,
interdisciplinary teams and trained support workers provide up to four visits daily for
personal care and exercises. These programs report not only shorter hospital length
of stay, but also lower 30-day readmission rates and reduced long-term care
placement for their elderly clients. Te Waipounamu region are developing plans to
implement evidence based Early Supported Discharge models across the region

¢) ACC’s Non-Acute Rehabilitation Pathway (NARP) provides dedicated funding
based on the proven START and CREST programmes for ACC patients.

25. Adoption of ESD models alone will not be sufficient to lower bed days. For example,
despite the use of the START service in Waikato, Health Roundtable data comparing for
2024/25 shows that Waikato’s proportion of actual bed days to expected bed days is still
one of the highest in the country.

Restorative service model for people using home and community services (HCSS)

26. A national restorative HCSS model of care is being implemented across New Zealand to
replace the traditional HCSS. To date, approximately half of all people receiving HCSS
services have been transitioned to the restorative model, and all services are planned to
use the new model by 2027.

27. The restorative model of care requires HCSS providers to collaborate with NASC,
primary care, secondary care, community providers, and ARC to facilitate integration
across the health system, identify health decline and increase service delivery to meet
patient needs. This model is similar to the MSK pathway model which aims to support
peoples’ independence by better using the allied health workforce.

28. This model supports ED performance by targeting better and more integrated services
for people who are already using our HCSS services. For example, restorative HCSS is
aligned with the early supported discharge model used with the START/ CREST
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29.

programmes. Providers can increase service delivery to respond to changes in patients’
needs when they are discharged from hospital and can support rehabilitation when a
patient has finished ESD and requires long-term HCSS.

Beyond the initial roll-out, there are options to deliver additional clinical interventions that
would support hospital and ED avoidance through the restorative HCSS model. These
could include simple primary care activities (e.g., vaccinations and phlebotomy), more
frequent interRAI Home Care assessments, simple equipment allocation and low-level
district nursing. The goal is to deliver wraparound, early intervention services, and more
support in the home, for vulnerable older people when health decline is evident and at
the point of hospital discharge. We expect that this proposal would have a positive
impact on hospitalisations and ED admission for this cohort. Initial advice on this
proposal is due to Minister Costello on 10 October.

Discharge planning and access to ageing well community services

30.

31.

32.

33.

34.

Discharge planning involves ensuring that people discharged from ED and inpatient
settings have access to the medicines, equipment, and support services they need to
transition to care in the community. For older people, this can also include securing a
temporary or permanent space in ARC. Improving discharge planning can support the
flow of patients out of ED and reduce the likelihood of readmission.

When a patient being discharged needs access to ARC, discharge planning includes
support to identify a suitable ARC facility (via NASC and hospital social workers). The
process of identifying and securing a bed in an ARC facility for people is a major life
change and there is potential for decisions to take time because of the complexity of the
situation (e.g., family dynamics), and if the person does not have the ability to make
decisions for themselves and doesn’t have an Enduring Power of Attorney (EPOA) in
place.

These issues can increase the hospital length of stay beyond when the patients’ needs
would be better met in an ARC. This is compounded where a patient’s preferred location
has low ARC capacity, and the patient has to wait until a bed becomes available.

Work is under way to reduce the impact of these delays. Budget 25 provided $24 million
across four years to reduce barriers and facilitate the timely transition of older people
from acute hospital care into ARC in the short term. This funded is managed by regions
and is being used to deliver short-term transitional stays in ARC, establishing EPOAs or
Protection of Personal and Property Rights orders, training and advice for ARC staff on
complex patients prior to discharge to ARC, and hospital-based staff to support
transition into ARC. We expect to receive performance reports on the status of these
initiatives, covering the first quarter of this funding (Q1 25/26) in the next month.

There is also opportunity to better incorporate HCSS services into broader discharge
planning, specifically including a person’s HCSS provider in the discharge process,
which can be critical for successful discharge and avoiding readmission. Trials have
illustrated benefit in reduced hospital utilisation.

Hospital in the Home

35.

Hospital in the Home and Virtual Care models provide some hospital-level care to
people with moderately acute conditions at home, using tools such remote patient
monitoring devices and ‘virtual wards’ staffed by a multi-disciplinary team. It is used as
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both a diversion approach from EDs to avoid the need for admission as well as a short
stay ESD model. Hospital in the Home in New Zealand was scaled up in the Northern
Region during the COVID-19 pandemic. This model strongly aligns with other
programmes in this paper (e.g., ESD) that provide enhanced care at home.

36. Previous experience with Hospital in the Home could be built upon to alleviate hospital
demand where we face capacity constraints. The models require robust coordination
(often utilising telehealth, remote monitoring and rapid-response nursing/medical
teams). The cost and capacity savings of Hospital in the Home models have also not yet
been robustly evaluated in New Zealand, which would need to occur before we pursue
these further.

37. A randomised controlled trial evaluation of a new Hospital in the Home service in
Waikato is about to commence (Medicine SMOs and RNs providing care in the person’s
home). Patients with unplanned ED attendances are provided electronic monitoring
equipment (SPARK telemedicine equipment accessed through the SPARK Innovation
Fund) and transferred home. Patients who have required hospital admission can be
discharged early under this model of care.

Next steps

38. We look forward to discussing these options further with you at our workshop next week.

39. Phase 2 work will continue following our workshop, focusing on actions relating to
access to ARC, primary, and community care that can be implemented in the short term.
This includes consideration of working with the funded sector, the private sector and our
Health NZ provider models. The analysis includes the impact on the SSED, FSA,
Treatment and Faster Cancer Treatment Health Targets by our hospitals.

40. You have also requested work to understand the populations that use emergency
departments, and the incidence of iliness and the impacts of aging and frailty. This work
is underway with our population health team and will be available in mid-November.
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