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Integrated Community Nursing Implementation Planning

Bay of Plenty Alliance Leadership Team Meeting Outcomes
30 November 2016

The Bay of Plenty Alliance Leadership Team (BOPALT) endorsed the implementation planning work at its
meeting on 30 November 2016.

The implementation planning work was presented in two key documents which provided a detailed service
description of Integrated Community Nursing care and a schedule of implementation plan activities
deliverable over 6, 12 and 18 months.

The implementation work is ambitious. The Alliance Partners have made a long term commitment to
achieving our vision by 2018 of implementing an integrated community nursing services that meets the
patient and family/whanau needs. There is also the commitment to build a cohesive and consistent primary
and community nursing workforce that is fully supported to assist with attaining, retaining and restoring
family/whanau wellness.

The BOPALT has agreed to move forward with the planned implementation activities.

Engagement

The Alliance Partners are keen to engage with the wider stakeholders to present the implementation work
to date. An overview of the implementation work is presented below. Stakeholder engagement presents an
opportunity to expand on the service description and anticipated implementation activities.

We encourage Primary, Community, Kaupapa Maori and District Nurses to continue to participate and
contribute your thoughts to the implementation work.

A series of open engagement forums will be organised and we will publish the details of these once
arrangements have been made through the Alliance partners.

Integrated Community Nursing Implementation Project Team
30 November 2016
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