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Government health priorities and immediate system priorities
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Understanding 
the value add 
of Allied Health 
Professionals 
(AHPs)



• First contact practitioners for musculoskeletal conditions:

- Physiotherapists, Osteopaths

Where can AHPs add value in the management of 

musculoskeletal conditions including the prevention and 

treatment of Osteoarthritis  
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Potential added value of FCP in musculoskeletal 
(Physiotherapist)

UK pilots found:

• Most patients were managed with self-care advice only

• Reduction in number of investigations (imaging and blood tests)

• Reduction in prescriptions 

• Fewer orthopaedic referrals 

• Higher conversion rate to surgery 



Mobility Action Programme (MAP) 
Cycle 1 Evaluation report 

findings



Background 

• Budget 2015 $6 million allocated to improve early, non-surgical
intervention for people with musculoskeletal conditions eg arthritis, 
gout, back pain. 

• Multidisciplinary Expert Advisory Group (EAG) 

• Advice on what needed to be done, how, for who, by whom, 
conditions to focus on, general priorities and principles. 

• Approach Community based, evidence informed, multidisciplinary, 
patient focused programmes.

• Intending to improve equity, learn about what components and 
approaches work most effectively and efficiently

• Standardised dataset for each participant

• Target population Adults, excluding those covered by ACC, with a 
musculoskeletal condition of > 3 months



MAP Providers (and DHBs where their 
programmes are located)

• Active + (Auckland, Counties Manukau, Northland)

• Arthritis NZ and Melon Health (Lakes Wairarapa, West Coast, Whanganui)

• Body in Motion Physiotherapy and Rehab (Bay of Plenty)

• Canterbury Initiative (Canterbury)

• Coast to Coast Hauora Trust (Northland, Waitemata)

• Hawkes Bay DHB, Iron Maori and Health Hawkes Bay (Hawkes Bay)

• K’aute Pasifika Trust (Waikato)

• Manaia Health PHO (Northland)

• Motus Health (Cantebury)

• Physiotherapy Primary Intervention Group (South Canterbury)

• Southern Rehab (Southern DHB)

• Tairawhiti DHB (Tairawhiti)

• TBI Health Ltd (Hutt Valley, MidCentral, Nelson Marlborough)

• Willis Street Physiotherapy and Healthfit Collective (Wellington)



An example of an evidence informed MAP
Based on NICE* OARSI*, Australian OA* Chronic 
Care Programmes

• GP Referrral for a person with Osteoarthritis of the knee or hip 
(OAHK) 

• Triage to ensure person meets eligibility criteria

• Comprehensive initial assessment, agreement of priorities, goal 
setting

• Development of a multidisciplinary plan

• 6-12 week individual and / or group programme consisting of:
• Education sessions

• Self management & disease management advice

• Exercise and strengthening classes to improve fitness and support damaged 
joints 

• Depending on assessment and needs, may include: physiotherapy, 
hydrotherapy, occupational therapy, nutrition / dietician consults, 
psychological management, pharmacologic management



Evaluation Design and Methodology 
Evaluators: Allen & Clarke Ltd 

The evalution programme includes 2 cycles, measures the 
effectiveness and impact of the MAP across 6 domains / 
evaluation criteria.

1. Reach 

The extent to which providers reached their target population 
and achieved contracted enrolment and completion rates.

2. Health Outcomes

An estimate of the clinical effectiveness of interventions on 
peoples’ health related quality of life, functional status, pain and 
self efficacy following participation in a MAP. 

3. Consumer experience

How well has the programme managed patient care and met 
consumers expectations.



Evaluation Methodology Contd.  

4. Addressing inequities

The extent the MAP is reducing known disparities in access & 
utilsation of health services and outcomes

5. Economic impacts

Assessment to estimate benefits of implementing early intervention 
programmes for people with MSK conditions. 

Includes Health system costs, wider economic impacts due to 
keeping people in employment, improving productivity while at 
work, enabling people to return to the workforce & other non 
health related benefits. 

6. What works best

Under what conditions does the programme of care work best / 
what approaches and components are most effective.



Cycle 1 Data collection methods

Time period: January 2016 – May 2018 
Cycle 1 includes data for 3,484 people  

4 data points for each participant: baseline, end of 
programme (2080), three month (1356) and twelve 
month follow up assessments (443) 

1. Analysis of outcome data for all MAP consumers
2. Indepth case studies of five MAP providers
3. Semi structured Interviews with key informants 

(MOH, providers, consumers, EAG, others)
4. Focus groups with consumers



Client baseline information   

• Patient demog, height, weight, length of time condition present, 
diagnosis,  work status, impact on work ability, comorbidities, other 
health service use in previous 3/12

• SF 12 v2  (general health status from the persons point of view) 

• Stanford self-efficacy (person’s perceived self-confidence to manage 
their condition)  

• Numeric pain scale 

• Timed up and Go

Function scoring tools (one of):

• Oxford Hip Score  /Oxford Knee Score / Lower Extremity Functional 
Scale (LEFS) Vernon and Moir Neck Disability Index / Roland Morris 
Low Back Pain and Disability Questionnaire / Quick DASH Disability 
/ Symptom Score



Clients enrolled

Of  3,484 health consumers  

• 67.8% were female

• 60% were aged between 55 – 74

• 81.5% enrolled due to osteoarthritis 

• 72% referred by their GP

• 73% identified as European/ Pākeha

• 14.4 % identified as Maori

• 9.9% identifed as Pasifika



Reach



Who is accessing the MAP*?
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Health outcomes 

Statistically significant improvements at the national level 

• Numeric Pain Rating Scale  

• Timed Up and Go 

• Functional questionaires 

• Client ability to self manage their conditions 

Observed but not statistically significant improvement

• Health Related Quality of Life (SF12)

• Improvement observed at 3 months post programme (both 
physical and mental health components) but those were not 
statistically significant

• Data was not collected at the ‘end of programme’ so there was a 
smaller sample, results may change as more data becomes 
available



Outcome Discharge  
(Time 2) 

3-Month Follow-Up 

(Time 3) 

12-Month 
Follow-Up 

(Time 4) 

Numerical Pain Rating Scale -1.0 (-1.1, -0.9) -1.0 (-1.1, -0.9) -1.1 (-1.4, -0.9) 

Timed Up and Go test -1.8 (-2.0, -1.6) -2.7 (-3.7, -1.7) -2.7 (-6.9, 1.5) 

SF-12 Physical Health Score ^ 0.8 (0.4, 1.2) 1.1 (0.4, 1.8)   

SF-12 Mental Health Score ^ 0.4 (-0.02, 0.90) 0.5 (-0.41, 1.33) 

SF-6D Health Utility Value ^ 
-0.001 (-0.006, 

0.004) 
0.003 (-0.007, 

0.013) 

Stanford Self-Efficacy Score 0.9 (0.8, 1.0) 0.7 (0.6, 0.8) 0.9 (0.7, 1.1) 

Lower Extremity Function Scale 4.3 (2.4, 6.2) 3.6 (1.4, 5.8) 6.8 (3.7, 9.9) 

Oxford Hip Score 4.4 (3.7, 5.1) 3.2 (2.2, 4.1) 5.7 (2.7, 8.6) 

Oxford Knee Score 5.3 (4.8, 5.8) 5.3 (4.6, 5.9) 5.7 (4.1, 7.3) 

QuickDASH Score -11.0 (-20.5, -1.4) -13.9 (-37.6, 9.8) -32.0 (–)^ 

Roland Morris Disability Questionnaire -3.3 (-3.8, -2.7) -3.1 (-3.8, -2.3) -4.4 (-5.8, -3.1) 

Vernon-Moir Index -3.0 (–) –^ –^ 

 





Consumer experience

• Care was coordinated and well managed, expectations 
were met

• Clients were involved as much as they wanted to be in 
their care decisions

• Wait times for services were acceptable

• Clients experienced positive short term consequences in 
relation to their health and other life circumstances  



Reduction in disparities

• Providers undertook a range of activities to reach 
priority groups 

• Overrall, Māori, Pasifika and those living in more 
deprived areas were able to access the MAP compared 
to the wider population

• Statistically significant improvements for Māori, Pasifika 
and Other for all health questionnaires

• Completion rates of programmes approximately 10% 
less for Maori and Pasifika

• Asian clients did not report significant improvements in 
health outcomes (sample size 124)



Economic impact: analysis approach  

• For some providers, programme costs were greater than expected  

• Increased profile and use of allied health workforce in preventive 
care (which could impact health service use in the future)

Statistically significant reductions in:

GP visits, referals to specialist referrals, other health visits

Increased productivity

Significantly reduced impacts on duration and type of work affected 
by their condition

Less likely to be unemployed due to condition related reasons

A sustainable economic model

Likely to remain viable into the future, all providers were supportive 
of the underlying concept and aims of the MAP.

All providers would re-tender for the service should the opportunity 
become available



What works best

Some early findings of the evaluators:

• Targeting those with mild to moderate conditions

• Combining exercise and education sessions

• Providers already offering health services established programmes 
and achieved enrolment rates faster than new alliances

• The social engagement provided by Group programmes was 
highly valued by clients

• Flexible design of programmes enabled participants to attend all 
programme sessions 

• Copayments were not associated with improved health outcomes.



Challenges 

Some providers

Struggled to enrol clients despite expressing high confidence 
they would be able to

1. Struggled with clinical measurement, documentation, data 
input and follow up reflecting that this was new territory for 
them  

2. Found delivering a multidisciplinary program challenging 
despite apparently having the elements of a team approach 
in place

3. Found it more difficult than they expected to recruit and 
complete programmes with Maori and Pacific people.  

4. Relatively poor support from primary health care despite the 
acknowledged need for such programs to refer to



Next steps

• Final evaluation underway

• Further analysis of consumer feedback

• Focus on ‘under what conditions programmes work 
best’

• Final report to be published May 2020 

• Sustaining the MAP 

• New health Purchase Unit created for these types of
programmes

• Centrally held Ministry funding able to be used by
DHBs

• All DHBs planning to deliver programmes in 2019/20 
(but generally low numbers).


