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Part 1

Order
1.

APOLOGIES
Cynric Temple-Camp

2.

LATE ITEMS

3.

CONFLICT AND/OR REGISTER OF INTERESTS UPDATE

3.1.

Amendments to the Register of Interests

3.2.

Declaration of conflicts in relation to today's business

4.

MINUTES
Pages:
1-6
Documentation:
minutes of 21 July 2015
Recommendation: that the minutes of the previous meeting held on 21 July 2015 be
confirmed as a true and correct record.

4.1.

Recommendations to Board
To note that the Board approved all recommendations contained in the minutes.

5.

MATTERS ARISING FROM THE MINUTES
To consider any matters arising from the minutes of the meeting held on 21 July 2015
for which specific items do not appear on the agenda or in management reports.

6.

2015/16 WORK PROGRAMME
Pages:
7 - 11
Documentation:
Chief Executive Officer’s report dated 24 August 2015
Recommendation: that the updated work programme for 2015/16 be noted

7.

STRATEGIC PLANNING

7.1.

Regional Services Plan 2015/16 implementation update - Quarter 4,
2014/15
Pages:

12 - 28

Documentation:

Report from the Manager, DHB Planning and Accountability
dated 24 August 2015
that this report be received

Recommendation:

7.2.

Mental Health Service Reconfiguration
Pages:

29 - 105

Documentation:

Report from the Operations Director, Specialist Community &
Regional Services, Clinical Director, Mental Health & Addiction
Services, and Director of Nursing dated 26 August 2015
Recommendation: that this report be received
7.3.

Non-financial Performance Indicators 2014/15, Q4
Pages:
Documentation:

106 - 178
Report from the Manager, DHB Planning and Accountability
dated 24 August 2015
Recommendation: that this report be received
7.4.

Care Capacity Demand Management Update
Pages:
Documentation:

179 - 184
Report from the Director of Nursing/Chairperson, CCDM
Governance Team dated 19 August 2015
Recommendation: that this report be received
7.5.

Regional Women’s Health Service Report
Pages:
Documentation:

185 - 196
Report from the Operations Director, Specialist Community &
Regional Services dated 25 August 2015
Recommendation: that the report be received
8.

OPERATIONAL REPORTS

8.1.

Provider Division Operations Report, June/July 2015
Pages:
Documentation:

197 - 231
Report from the General Manager, Clinical Services and
Transformation dated 19 August 2015
Recommendation: that this report be received

9.

LATE ITEMS
To discuss any such items as identified under item 2 above.

10.

DATE OF NEXT MEETING
13 October 2015

11.

EXCLUSION OF PUBLIC

Recommendation: that the public be excluded from this meeting in accordance with
the Official Information Act 1992, section 9 for the following items
for the reasons stated:
Item
Reason
Reference
“In Committee” minutes of the previous
For reasons stated in the previous
meeting
agenda
Operations Report:
9(2)(a)
 Potential Serious Adverse Events and To protect personal privacy
Complaints
Sub-Lease for tenancy in Feilding
Commercially sensitive contract
9(2)(j)
Integrated Family Health Centre
information
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MidCentral District Health Board
Minutes of the Hospital Advisory Committee meeting held on 21 July 2015
commencing at 8.45 am in the Boardroom, MidCentral District Health Board

PRESENT
Barbara Robson (Chair)
Lindsay Burnell
Kate Joblin

Karen Naylor
Phil Sunderland

In attendance
Mike Grant, General Manager, Clinical Services and Transformation
Carolyn Donaldson, Committee Secretary
Diane Anderson, Board Member, (part meeting)
Anne Amoore, Manager, Human Resources and Organisational Development
Barbara Ruby, Quality and Clinical Risk Coordinator
Chris Nolan, Service Director, Mental Health Service (part meeting)
Juliet Scott, Family Violence Intervention Coordinator (part meeting)
Karen Upston, Project Coordinator (part meeting)
Kenneth Clark, Chief Medical Officer (part meeting)
Lee Welch, Quality and Clinical Risk Coordinator
Leona Dann, Director of Midwifery (part meeting)
Lorraine Rees, Nurse Manager, Infection Prevention and Control (part meeting)
Lyn Horgan, Operations Director, Hospital Services
Michele Coghlan, Director of Nursing
Muriel Hancock, Director, Patient Safety & Clinical Effectiveness
Nicholas Glubb, Operations Director, Specialist Community & Regional Services
Susan Murphy, Manager, Quality and Clinical Risk
Mr & Mrs Hume
Communications (1)
Media
1.

APOLOGIES

Apologies were received from Duncan Scott, Cynric Temple-Camp and Kathryn Cook.
2.

LATE ITEMS

There were no late items.
3.

CONFLICT AND/OR REGISTER OF INTERESTS

3.1

Amendments to the register of interests

There were no amendments to the register of interests.
3.2

Declaration of conflicts in relation to today’s business

Karen Naylor declared a conflict in relation to sections of the Workforce Strategy (item 7.1)
and Operations Report (item 8) in terms of her role with the NZNO.
Barbara Robson declared a conflict in relation to paragraph 7.5 of the Operations Report
(item 8) regarding any discussion on the Maternity Clinical Information System contained in
any report due to her involvement as a consumer representative on the Maternity
Information Systems Programme Steering Group.
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Phil Sunderland declared a conflict in relation to NZ Health Partnerships Limited, due to his
directorship as the Board’s representative for the central districts region.
4.

MINUTES

It was recommended
that the minutes of the meeting held on 9 June 2015 be confirmed as a true and correct
record.
4.1

Recommendations to Board

It was noted that the Board approved all recommendations contained in the minutes.
5.

MATTERS ARISING FROM THE MINUTES

There were no matters arising from the minutes.
6.

WORK PROGRAMME

Quality Workshop - There have been a few discussions concerning when this workshop
should be held. The Chair advised she had also talked to the CEO about it, as the CEO had
some ideas around a clinical governance framework. As a result a date for the workshop will
be determined once the CEO has had a little more time to consider her ideas.
The Mental Health update would be provided next month.
It was recommended
that the updated work programme for 2015/16 be noted.
7.

STRATEGIC PLANNING

7.1

Workforce Strategy: Six Monthly update

The Manager, Human Resources and Organisational Development spoke to her report
touching on the highlights of the past six months. The following points were raised by
members.
Vulnerable Children Act/Police Checks – All new core workers working with children will
undergo police checks as they are recruited. Current staff would be checked within the next
year.
Increasing Maori Workforce FTE – the Maori Leadership Review contains a specific
position around the workforce that would form part of recruitment strategies, along with
current initiatives. MDHB also worked with national and regional organisations and local
partners. Developing targets was suggested as a way to focus attention on achieving the goals
and could form part of specifications for new positions.
Team Development/Staff Safety Culture Survey – the Committee is keen to see the
evaluation of the Team Development Programme and how effective it has been, as well as the
Cummunio report on the Staff Safety Culture Survey.
Care Capacity Demand Programme – Management were asked to provide information to
the next meeting on how many wards have started this programme, how many have
implemented it in full and an explanation of the programme. The information should
provide an understanding on the twelve CCDM tools and the workshops, and how well
targets were being achieved. The Acting CEO said this should come across in the evaluation
report.
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Midwifery FTE – the low vacancy rate was a percentage compared to the number of
budgeted FTEs and did not split the result between midwives and the registered nurses who
were also working in the area.
Exit Interviews – an employee will often provide negative feedback in an exit interview.
Most of the time management were aware of the issue and were addressing it. Issues were
escalated through the leadership teams.
It was recommended
that this report be received.
7.2

Annual Plan update - Patient Safety & Clinical Effectiveness

The Patient Safety and Clinical Effectiveness team members present were introduced to the
Committee, and the role of the quality coordinator was explained.
The Chair commended the team on the excellent work being done.
Clarification on the certification process was given together with a number of explanations,
eg what was required to have a corrective action down-graded; what the first corrective
action better match of staff resource to demand meant; the date the certification occurred;
and whether the survey scheduled for November 2015 would upgrade any recommendations
or highlight new ones. Management advised that in the past, they had identified areas they
felt were not doing so well, and the surveyors had provided recommendations which helped
progress things.
The difference between the new accreditation model and the old accreditation model was
explained. The new model was “whole of organisation” and contained criteria designed for
the health setting. There were seven areas and it had a quite different approach compared to
the old system. Further investment would be required to achieve the new model. The need
for additional investment was queried, given the current heavy workload and investment in
mental health. Management advised this was an overarching quality and culture change for
the organisation and was related to the Baldridge criteria for performance excellence. It was
not a duplication of investment.
Skin integrity – the Director of Nursing (DoN) advised the central region DoNs group was to
form a central region plan to look at the top incident categories. Skin integrity would
probably be the highest category. It was acknowledged that many patients obtained their
injury in the community, so the project would include working with aged residential care
partners and community teams. This work had started. It was also noted that work was
taking place with MDHB’s aged residential care partners and the community in other areas,
eg congestive heart failure. It was almost impossible to quantify the cost of caring for
patients with skin integrity issues, although there were generic costs that could be used for
information purposes.
Customer Relations - The “Hello my name is” campaign was noted. There was no specific
timeframe available as yet on the Real Time feedback survey. The various initiatives
undertaken over the last year or so had freed up beds and reduced demands, and were now
enabling staff to take leave, or attend workshops. Management was confident in terms of
coping with sick leave. TrendCare data was reviewed on a weekly basis at a high level so
management knew the demand to resources ratio.
Food Contamination/Hawkes Bay DHB – Management were not aware of any issues at
MDHB relating to contamination of food in the organisation similar to those that had been
raised by the Hawke’s Bay DHB case, but offered to check and report back.
Patient Handling – Management described recently seeing a demonstration of hovercraft
technology being used to lift ‘individuals of size’, suggesting it might be possible at some
future stage to demonstrate it to board members.
It was recommended
that this report be received.
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7.3

Clinical Board Annual Report 2014/15

This item was deferred until Dr Clark joined the meeting.
8.
8.1

OPERATIONAL REPORT
Provider Division Operating Report - May 2015

The June financial result was now available. While MCH was significantly favourable to
budget for June , the year end position was still a deficit. Overall the DHB had a deficit of
about $1.9m, which was an improvement on the forecast situation. Plans were in place to
deliver to budget for 2015/16.
Issues briefly mentioned included the downward trend of acute surgical presentations from
ED, over delivery of elective services, management of the measles outbreak, activation of the
incident management team in response to flooding, and piloting of wireless in the Women’s
Health Unit.
Annual Leave – Concern was expressed at the amount of untaken leave, particularly where
the leave was greater than two years’ allocation. Management advised it had been difficult to
take leave for many years. However this situation had changed over recent years and there
was capacity now for leave to be granted. There might still be pockets where it was difficult,
eg allied health. Rosters supported staff being able to take leave, and plans were in place to
enable some nursing staff with significant leave hours, to take leave over the next three
months. They would be replaced while on leave so there was no impact on other staff to cover
for them.
A member said she would like to see a plan in place showing how the excess leave is being
addressed. The member was concerned about staff buying out their leave as staff should be
able to take their allocated leave when they wanted to. The Committee was looking for better
visibility of annual leave on a regular basis, showing the progress being made. The Acting
CEO suggested that an overarching plan for leave could be developed for the organisation.
Road Patient Transfers – Management confirmed the clinicians decided on the appropriate
mode of patient transport, not management, and that there had not been any adverse
consequences for any patients due to the mode of transport used. The Chair noted the YTD
costs are well in excess of the annual budget.
Midwifery update – the Director of Midwifery advised a new charge midwife had just started
in the position and that she came with a lot of experience.
Mental Health update - The Service Director, Mental Health Service, spoke to the update. He
confirmed six clinical manager positions have now been filled, and applications closed on 17
July for the two remaining positions. The goal of 24 hour cover for the acute care team was
reached at the end of June. The current acute care team had about 9 FTE, but was moving to
approximately 12.
The summary document that would be presented at the next Committee meeting would
report on progress against the recommendations of ‘Phase one’ of the mental health review
project and becomes the reference document to ensure key elements from the
recommendations are taken through to future planning in ‘Phase two’. Some of the
recommendations will require significant resource and time, and were usually a 2-5 year
goal. The Older Adult Mental Health Service was the agreed way forward.
The Mental Health Service would be engaging more with consumer and family organisations
and the community. There will be a memorandum of understanding covering the networks
with the organisations. A member expressed concern in relation to consumer groups and
their funding. The concern related to the potential for consumer groups funded by the DHB
to be constrained with the input they may provide. and that management should also
consider engaging with service users who aren’t part of formally established/DHB funded
groups. Management advised all the groups in the Consumer Engagement/Participation
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project were funded by MDHB to some degree, however they also had access to alternative
sources of funding.
Management reassured members, they recognised the consumer voice and family voice were
very distinct voices. There were also links with a number of other smaller groups as part of
the network. A member noted it should be remembered that not every family member was
involved in a group. The Service Director acknowledged that, saying there had to be
sensitivity to the uniqueness of the experience and ability to involve services. There will be
more detail provided on Consumer Engagement in the next report.
Housing – the issue of housing and opportunities for further support has been raised with
the NGO partners. Four extra places have been created, with the result that a place has been
found for everyone looking for somewhere to live. There was currently a very low percentage
of people being readmitted to Ward 21.
Ward 21 business case - The business case was an initial one, to identify options with
sufficient background information for the Committee’s consideration. The business case
should be available for the next meeting.
It was recommended
that this report be received.
7.3

Clinical Board Annual Report 2014/15

Dr Clark spoke to this report, acknowledging the contribution made by Ann Podd who
resigned earlier in the year. He noted Ann was still a member of the organisation’s
credentialing committee.
Issues discussed included an explanation of the Health Roundtable, an Australasian
organisation, and its usefulness for comparing and contrasting data, and clinical audit
activities. How clinical audit reports should be provided to a governance committee was
under consideration. National discussions were taking place in terms of what level of
information from the audits and their processes should be available to boards and the public
in general, eg Official Information Act requests and the impact of the Ministry, Medical
Council, Commission etc. Ownership of the data was an issue. The professional requirements
for surgeons necessitate records being kept on their personal cases and audits. How that
information was used within the organisation was a broader subject. Discussion touched on
the Health Practitioners Competence Assurance Act and what audits were conducted under
the protection of that Act.
It was recommended
that this report be received.
9.

LATE ITEMS

There were no late items.
10.

DATE OF NEXT MEETING

1 September 2015
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11.

EXCLUSION OF PUBLIC

It was recommended
that the public be excluded from this meeting in accordance with the Official
Information Act 1992, section 9 for the following items for the reasons stated:
Item
“In Committee” minutes of the previous
meeting
Operations Report:
:
Potential Serious Adverse Events
and Complaints

Reason
For reasons stated in the previous
agenda

Reference

To protect personal privacy

9(2)(a)
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TO

Hospital Advisory Committee
Operations Director, Specialist Community &
Regional Services
Clinical Director, Mental Health & Addiction
Services
Director of Nursing

FROM

DATE

26 August 2015

SUBJECT

Mental Health Report
MEMORANDUM

1.

PURPOSE

To report on the development of the Mental Health and Addictions services (MHAS) and
continued implementation of the mental health external review recommendations. The
recommendations focussed on the need to improve culture, leadership, and responsiveness. The
completed mental health review actions and proposed further development is summarised in
the ‘phase one’ summary report added to this document as an appendix.
2.

SUMMARY

This report outlines the key activities in the Mental Health and Addictions services which create
sustainable service development, quality improvement, including a change of culture and
clinical leadership and governance. As noted above this is the ‘phase two’ of the work related to
the implementation of the MHAS review recommendations.
Completed ‘phase one’ activities arising from implementation of the MHAS Review
recommendations, are recorded in a summary document attached to this report as ‘Appendix
one completed.’
Phase two of the MHAS Review proposes the expansion of the review recommendations to
create a sector wide vision, including development of a network of providers across our sector.
The provider network will become the vehicle for development o both quality and improved
service delivery across our sector. These goals are overseen by the Mental Health and
Addictions Advisory Group.
Good progress has been made with scoping the options analysis for the redesign of Ward 21.
However further work is required to further test the feasibility of the options and confirm the
recommended next steps. This needs to consider both local DHB and wider capital expenditure
planning and approval requirements in the light of the Master Health Service Plan. The fully
developed options paper will be presented to ELT for consideration and endorsement before
inclusion in the next full MH report to November 2015 HAC.
This report also has attached the plan for implementation of recommendations arising from the
longitudinal clinical review of the care of Erica Hume. These two reports are attached as
appendix two and three.
The format of this report is intended to reflect a standard approach to service reports by using
service plan headings to report on developmental progress in an embedded ‘business as usual’
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manner. Headings used commence with organisational management and move on to include
quality and risk as well as large project management. This report incorporates all of the phase
two activities arising from recommendations for ongoing development from the Mental Health
review.
3.

RECOMMENDATION

It is recommended:
That this report be received.

2
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4

Executive Summary: Clinical Director and Service Director
Mental Health & Addictions Service Structure and management
Strengthening Clinical Governance and change of culture

The restructuring of the Mental Health and Addictions Services management continues to
progress, with appointments to seven of the eight new clinical manager positions. The latest
appointment, to the Alcohol and Other Drugs Service (AOD) clinical manager role will take
effect in six weeks time. An interim manager has been seconded as the interim Clinical Manager
until the new appointment has commenced and he will stay in this position until the new
appointee has completed a comprehensive orientation to the service.
The Acute Care Team advertisement recruitment process did not attract any applicants and the
position is being re advertised. In the interim, the very experienced Horowhenua Clinical
Manager is managing this service and is more than capable of leading the ongoing development
of the new model of care.
The development of the mental health leadership has continued with the Service Director, in
partnership with the Clinical Director, facilitating three team workshops in the past month. Two
Executive Leadership team half day workshops were held, to consider and plan to meet current
challenges and set broader service direction. These workshops have enabled the team to set
determine the next six months service priorities.
The executive leadership forums were followed by a full day workshop with the new clinical
managers. This workshop included team building lead by a HR consultant, Vivienne Laurenson.
The clinical manager team forum also addressed broad planning goals and determined
operational priorities for the next six months. Both teams are very new and valued the
opportunity to spend time developing emergent and increasingly effective working
relationships.
Clinical governance of the Mental Health service is becoming well established through a mix of
strong professional discipline, statutory representation and leadership in the executive
leadership team. The leadership team includes the Nursing Director, Allied Health
representative, Clinical Director, two Medical Heads and the Director of Area Mental Health
Services. The forum is chaired by the Service Director and lead by the Service Director in
partnership with the Clinical Director.
The management team, including the leadership team is now focused on the development of a
quality and risk framework which will include monitoring and reporting on key performance
indicators which measure service improvement. These indicators form the basis for this report
on quality and risk to the Hospital Advisory Committee. The outcome of this direct monitoring
and reporting both informs the service and the board about developmental priorities and
establishes greater accountability across the service. This monitoring of current performance
and required improvements will also improve service culture. The report on clinical governance
and leadership includes sections from the Nurse Director, Allied Heath representatives and the
Director Area Mental Health Services.
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Nurse Director
The Nurse Director is working as part of the Mental Health Executive to progress priorities in
service development. Key for this is work towards the nursing component of the workforce
development plan and further developing multidisciplinary function, particularly in Ward 21.
Good progress is reflected in the overall resilience and effectiveness of the Ward 21 nursing team
in the context of recent high patient numbers and complexity of care.
Allied Health Representative
The allied health representative role has led the recent psychology review, and allied health plan.
Both of these papers were developed in response to the Mental Health Review. Implementation
of the recommendations from these reviews will form a key priority for the next six months for
allied health.
The Director of Area Mental Health Services (DAMHS)
The Director of Area Mental Health has continued the development of the DAMHS office, in
order to ensure compliance with the regulatory requirements of the Mental Health Act. The
DAMHS office has developed improved systems to monitor and evaluate the use of the Mental
Health Act. The DAMHS has improved tracking and monitoring the act status of people under
the Mental Health Act and to coordinate with the courts to ensure that hearings are planned,
and that clients whose status requires review have appropriate reports prepared and submitted
according to the required timeline.

4.1

Quality and Risk

This section of the mental health report is proposed to contain all current quality and risk issues
including the clinical reviews and associated implementation plans. The quality and risk part of
the HAC report incorporates the phase two recommendations of the Mental Health Review. For
instance, improved systems and processes. The report commences with an update on progress
with the longitudinal clinical reviews.
Longitudinal Clinical Review and action plan Erica Hume
The organisation received the final copy of the clinical review report into the care of Erica Hume
on 20th April 2015. The final action plan has been worked on it together with the Hume family
who have provided input and it will now be monitored and reported on. The next step for this
plan is to table the report and action plan at the Serious Adverse Event Review Group meeting
(SAERG) which oversights the implementation of all action plans arising from clinical reviews.
The plan is attached to this report in Appendix 2. In future the report on implementation of the
actions arising from the longitudinal clinical review will appear in the clinical review report
section of this quality and risk part of the mental health report.
This is in line with our recommendation that the monitoring and reporting on implementation
be separate from the mental health review. A progress report will continue for 12 months. A
review of full implementation based on audit results will be completed in 12 months time.
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Longitudinal Clinical Review: Shaun Gray
The final longitudinal clinical review into the care of Shaun Gray was received on the 13th August
2015. The findings and recommendations have been accepted in full and they will be
incorporated into our service development planning.
Review Project Phase one Final Report
A Mental Health Review summary report on ‘Phase one’ of the mental health review project,
and proposal to move to the broader ‘Phase two’ planning for a sector wide vision is attached to
this HAC report. The summary report identifies the proposed transition from the initial phase
one processes as identified in the external review to a longer term sustainable sector wide vision
for the Mental Health and Addiction Services within the Mid Central region. The activities
associated with the development of a vision and strategic development includes the ‘phase two’
ongoing recommendations of the Mental Health Review. The phase one summary report has
been developed in partnership with the newly expanded review project advisory group. This
expanded group now has input from our primary care and NGO partners. The Report is
attached as Appendix one.
Mental Health and Addiction Services Key quality indicators
The report on key quality indicators is designed to provide a more informative report by
including graphed information along with explanatory comment. The explanatory comment is
added in order to provide context to the graphed activities and quality and risk indicators.
The indicators associated with the inpatient unit (Ward 21) start with a graph of total occupancy
which will provide the context in which the later detailed quality indicators can be understood.
It is useful to understand the total activity in ward 21 before looking at the accompanying
reports on incidents and staff utilisation. Ward 21 and management of demand in this part of
the service remains a challenging area and still require close management. Key areas that the
service is monitoring are:
Ward 21
Activity data for ward 21 in representational graphs are attached at Appendix A.
Occupancy
The Executive Leadership team has focused strongly in the past three months on managing the
acute demand placed on ward 21. The team has reviewed and updated reporting on unit activity
in order to ensure an ongoing and more accurate understanding of the drivers of over
utilisation. The team has maintained the rolling 12 month graph and update this to include
when inpatients are on leave. There is an accompanying graph which focuses in on the month’s
activities which is aimed to provide more detail about occupancy and demand. The two graphs
illustrate four key drivers that are being activity monitored.
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Occupancy including leave management
Leave management is now included in the presenting data in order to provide a more complete
picture of not only patients in the unit, but those on leave or returning from leave. Patients on
leave remain the clinical responsibility of the inpatient unit and the inclusion of leaves provides
a more accurate picture of the total demand on the unit. Patients on leave can return at any time
to the unit.
Monitoring against funded and non funded capacity
The line graphs also now show utilisation in a rolling 12 month utilisation for both 24 (funded)
and 26 beds, two unfunded).
Throughput or total activity
The overall utilisation of the unit is portrayed in accurate ‘total patient movement’ figures which
indicate overall levels of activity. At times if the average length of stay is shorter the occupancy
results can be lower but they do not alone indicate the unit demand as patient movement can
still be very high. It is also important to monitor national KPIs which focus on numbers seen
seven days prior to admission, post discharge and the readmission rate. We are consistently
failing to meet the national KPIs in each of these areas. These KPIs are indicative measures of
factors which lead to over utilisation. These KPIs are attached as the National KPI report at
Appendix A.
Ward 21 Smoke free
Progress continues to be made in embedding a smoke free culture in Ward 21. Established
guidelines are generally being followed well and supported by Multi Disciplinary Team (MDT)
decision making. We see the smoke free policy on Ward 21 as moving to a ‘business as normal’
approach.
Consumer Engagement/Participation
Consumer and family input is a fundamental part of our further development of quality
improvement. The leadership team is reviewing our current consumer and family input in order
to strengthen the representational ‘voice’ from each part of our sector. The development of a
partnership with Supporting Families, Mana o Te Tangata and other family / whanau and
consumer groups and persons in our community is part of our consumer engagement project.
With the new members on the Consumer Engagement/Participation group, this will bring an
NGO voice to the project. The Terms of Reference/Project Scope is being reviewed to better
reflect a more district-wide perspective. It is expected the ToR/Project Scope will be finalised by
24 August 2015. A consultative forum is being held with the support of the consumer
organisation partners-Mana o te Tangata in September.
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MONITORING AND AUDITING
Serious Adverse Events Review Group (SAERG)
The Mental Heath SAERG oversights all reviews of serious adverse events. The SAERG also
monitors all implementation plans arising from clinical reviews to the point of completion.
Currently the SAERG is monitoring the implementation of eight review plans at present. The
SAERG is also completing an audit of the past 12 month’s implementation of review action
plans. Ten review plans have been audited to date.
The SAERG is proposing a review of all completed suicides across our district as reported
through the coroner’s office as a midyear review project. This work will inform the suicide
prevention strategy. The SAERG also oversights audits of implemented recommendations.
Quality Representatives
The ARQ (Area Representative Quality) group manages ongoing auditing processes and the
response to certification audit required actions. This forum has all services represented with
roles in each service taking responsibility for quality audits and activity. The forum is currently
responsible for preparing for the upcoming certification interim audit.
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Quality and Risk
ACTION/ITEM

MILESTONE

COMMENTARY

RISK
R
At Risk;

Quality and Risk

A
On track;

G
Complete.
-longitudinal review

Action plan complete

( Erica Hume)

-longitudinal review (Shaun
Gray)

Draft Action plan complete

-Phase One Review Project

Report complete

-Ward 21

Occupancy matched to
resourced beds

-Ward 21 smoke free

- Consumer
Engagement/Participation

-SAERG

Ward 21 100% smoke free

Increased consumer/family
engagement and
participation

All serious adverse events
are reviewed with action
plans completed

Final action plan endorsed with a
short list of clarifications

Longitudinal clinical review
received

Report Complete

Occupancy, at times still exceeds
resourced beds, daily bed meetings
and discharge planning is occurring
to address this.

Compliance with smoke free policy
continues to be monitored.

Review of current consumer and
family input is being completed by
the leadership group in order to
strengthen representation from
these groups.

SAERG is completing an audit of
the past 12 month’s implementation
of review actions.

A

A

G

R

A

A

A
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4.2

Workforce Development

The service is embarking on the completion of a Workforce development plan. The plan is being
supported by Central TAS. The workforce plan will include compliance with basic standards of
practice, by discipline and monitoring competencies including registration and updated practice
attainment. The plan will also include all education and training initiatives planned for a 12
month period, as well as goals associated with cultural change and maintenance of skill base for
delivery of critical clinical programmes including Dialectical Behavioural therapy (DBT),
Cognitive Behavioural Therapy (CBT) and motivational therapies. The final draft of a plan is
expected to be completed by the end of September.
The workforce plan ‘change of culture’ activity stream is continuing in line with the MH
recommendations. In this respect the previously reported plan to hold three TePou values based
workshops before the end of the year are on track. The roll out is to three initial individual
teams. These are Community Mental Health (CMH), Oranga Hinengaro (O.H) and Alcohol and
Other Drugs (AOD). The focus of each workshop will be around values, attitudes and the role of
supervision in supporting reflective practice.

4.3

Infrastructure development

Ward 21 Environment
Good progress has been made with scoping the options analysis for the redesign of Ward 21.
However further work is required to further test the feasibility of the options and confirm the
recommended next steps. This needs to consider both local DHB and wider capital expenditure
planning and approval requirements in the light of the Master Health Service Plan. The fully
developed options paper will be presented to ELT for consideration and endorsement before
inclusion in the next full MH report to November 2015 HAC.
WebPAS
The MHAS is engaged in the scoping exercise that is the beginning of our WebPAS project. The
service has identified key staff, who have been working with the Business Analyst within the
WebPAS project team to demonstrate current practices and processes.
Clinical Portal
The clinical portal has commenced uploading of the historical clinical information from January
2015; this will take some weeks to complete.
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4.4

Major Projects

The Acute Care Team (A.C.T)
Work on development of the new service model continues to be progressed with the current plan
to roll out the service model by end of September. The project team are mindful of the need to
keep all stakeholders informed and updated. Whilst there has been no change to the way in
which referrers access the service, to date, it is still key to remind all of the current processes.
The Older Adult Mental Health Service (OAMHS)
A timeline is to be confirmed for Mental Health Services to take over direct management of
OAMH. An implementation plan has been developed and integrated with a consulting process
which will be released in early September.
Social Housing
There are four main projects which aim to improve access to social housing and to effectively
better meet the needs of the local community. These projects are outlined below.
Review of Yaxley
Yaxley is a 12 bed unit in Feilding provided by DALCAM at ‘St Dominics’ which houses up to 12
mental health clients with complex needs. Of these beds 8 had recently been reserved for older
clients with mental health issues and four for more complex clients. Currently most residents in
this unit no longer have predominantly mental health but age related issues. A review of their
needs and more appropriate placement with aged care services which will better meet these
needs is ongoing. The provider arm is providing support to expedite what has become a long
process of multiple assessments. Until a more appropriate placement is found for individuals in
this unit, access to high support accommodation for complex mental health clients is reduced.
Profile of needs of clients in the NGO sector
Both NGO partners are engaged in a needs profiling exercise of current clients. Initial feedback
is that the main presenting needs for a significant percentage of the clients in these services are
age related, and not mental health. With better placement in age appropriate settings, capacity
for current mental health clients improves.
Four additional residential placements
Four temporary additional placements were created in May to assist with over demand in the
inpatient unit. This additional capacity was instrumental in supporting the unit to manage high
demand over the past three months. The initial programme report has evidenced a highly
successful placement of this small group of clients in sustainable community supports. The
MHAS are recommending that these placements be continued for a further six months in order
to build on this effective start to placing complex clients, and assisting with management of the
ward 21 demand. Planning and funding portfolio manager has extended the contract for six

10

39

weeks in order that a proposal is submitted before the end of August prior to approving a longer
trial.
Horowhenua
We have flagged that there is a need to extend access to supported accommodation and crisis
respite to the Horowhenua region.

5.0

NEXT STEPS

Older Persons Specialist Mental Health Service
The need to strengthen specialist services for older persons is central to our range of required
services. Following progress with the Star One development, the MHAS plans to further develop
our specialist community mental health service for older persons. Taking this step will create a
full range of services across the complete age range of need for our community.
Social Housing- Review of supported accommodation
The MHAS will continue to work with our NGO partners to develop improved access to support
packages of care and accommodation in the community with an agreed ‘whatever it takes’
approach to providing support and accommodation for clients of the Mental Health Service.
Develop and implement a quality and risk framework including reporting, monitoring and
auditing activity
The MHAS aims to have a standardised monitoring, reporting and auditing system which will
focus on service improvement and ongoing implementation of Mental Health Review
recommendations by 30 September 2015.
Provider Network
The MHAS will, together with NGO and primary care partners, develop a sector wide provider
network. The goals of this network will be improved efficiency of service delivery, better
connectedness and the creation of a level playing field for all providers. It is expected that a
provider network will be in place by December 2016.
Stakeholder input
The MHAS will have a secure and stable system of consumer, family / whanau input which will
incorporate a co design approach to service development by December 2015.
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Options paper and mental health unit redesign
A background options paper has been completed. This paper assesses and analyses the design
issues with the current inpatient unit and benchmarks against contemporary projects for
inpatient design, as well as reference design standards for mental health inpatient units.
However, further work is required to further test feasibility of the options that have been
identified and consider both local DHB and wider capital expenditure planning and approval
requirements in light of the Master Health Service Plan. It will also consider what can be
undertaken in the short/medium term to improve the Ward 21 environment. The fully
developed options paper will be presented to ELT for consideration and endorsement before
inclusion in the next full MH report to November 2015 HAC.

Nicholas Glubb
Operations Director
Specialist Community & Regional
Services

Dr Syed Ahmer
Clinical Director
Mental Health

Michele Coghlan
Director of Nursing
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APPENDIX: A
Mental Health & Addiction Services Performance Report
Table One: Ward 21 Average bed occupancy

W21 Average Bed Occupancy
26
25
24
23
22
21
20
19

25

25

24
23

22

Pre Oct

23

22

23

Post Oct

23

25

24

24

23

23

22

21

Pre Oct Avg

Post Oct Avg

Total admissions for July: 56, which is higher than previous months.
Table Two: Trendcare Activity for Ward 21 (Occupancy/Utilisation/patient
movement)

The above graph indicates the Occupancy and utilisation for Ward 21 in July which is based on
24 resourced beds. Patients movement out of and into the department includes
admissions/discharges/transfers and patients ‘on leave’ or return from ‘on leave’.
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A key point to note in this report is that the over utilisation of inpatient beds peaks at regular
times during the month. These figures which can reach 109% do not include those patients on
leave. Capturing the leave figures and noting the higher peaks of utilisation is a more
informative report on demand placed on the inpatient unit rather than the traditional average
occupancy.
Table Three: Ward 21 average length of stay

The ALOS remains within the Ministry of Health target range; this has been achieved through
multi disciplinary discharge planning meetings and the ability to use community beds.
Table Four: Percentage of clients who are readmitted within 28 days of
Discharge
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As noted in the narrative above, the KPI for readmissions has not been met. This KPI is under
close monitoring by the service. Close monitoring is needed in order to improve the quality and
effectiveness of discharge planning.
However, our current audit reveals that closer scrutiny and analysis of the data is required, as it
appears some contact data has not been included in the report to the MOH. This will mean that
once data is corrected the actual achievement for this KPI will improve.
Table Five: Ward 21 Total Incidents Reported

Number of Incidents Reported

Ward 21 Incide nts Re porte d - Las t 12 Months
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0
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20

Medicine

The above graph represents total incidents including- total self harm, conduct/behaviour/abuse
and threatened self harm. More detailed individual graphs are included later in this report.
Table Six: Ward 21 Restraint and Seclusion Open side and HNU

Number of Episodes

Ward 21 Restraint and Seclusion
-Openside and HNU
50
40
31

30
20
10

10

10

10

11

9

8

10

6

4

6

Dec‐14

Feb‐15

0
Apr‐14

Jun‐14

Aug‐14

Oct‐14

9

12

8

Apr‐15

7

2

Jun‐15

Apr‐ May‐ Jun‐ Jul‐ Aug‐ Sep‐ Oct‐ Nov‐ Dec‐ Jan‐ Feb‐ Mar‐ Apr‐ May‐ Jun‐ Jul‐
14 14 14 14 14 14 14 14 14 15 15 15 15 15 15 15
Restraint 40 22 11 10 10
4
6
2
3
7
4
6
6
14 13
3
Seclusion 31

10

10

10

11

8

9

6

4

10

6

9

8

12

7

2

15

44

Seclusions and Restraint Note the continuing decline and overall low utilisation of seclusion
and restraint despite high occupancy and activity. This is a good outcome from the team in ward
21 under difficult circumstances.
Table Seven: Ward 21 Self Harm – Actual and Threatened July 14 – July 15

Note the lower report for July despite increase in activity.
Table: Eight: Ward 21 Threatened Self Harm only July 14 – July 15
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Table Nine: Ward 21 Conduct/Behaviour/Abuse towards Staff (Violence) July 14
–July 15

Self Harm/ threats and actual, and behavioural challenges.
The graphed results are linked to the overall level of activity in the unit. High periods of
admission and occupancy occurred in June and July. In June two patients were the cause of a
significant number of incidents.
Table 10: Ward 21 staff average double shifts April 2014 – July 2015

W21 Average Double shifts worked (hours)
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Table 11: Ward 21 Staff Over time April 2014 – July 2015

FTE

Nursing Overtime Wd 21(FTE)
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3
2.5
2
1.5
1
0.5
0

3

3

3

2

2
2

Actual FTE ovetime

2

2
2

2

Actual FTE ovetime

2

3

2

2

2

Avg Apr‐Sept

2

Avg Post Oct

Staffing
The graphs above indicate staffing fluctuation including overtime and double shifts over the past
month. There were periods in June, and end of July and early August which resulted in very
high occupancy and demand on the unit. The inpatient team worked very hard to manage
demand during this period. In June the unit managed a cohort of young people who needed of
inpatient care. In late July and early August the unit experienced very high demand and over
occupancy in the unit. The executive team held an afternoon tea in recognition of the effort
made by the inpatient team at this time.
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Mental Health KPI July 2015
(National Benchmarking)
28 day acute inpatient readmission
rate (for June)*
Average length of acute inpatient
stay

Monthly
29%
17.2

Target
0-10 %
14-21 days

Pre-admission community care
(Seen in 7 days before ward
admission)

80%

75-100 %

Post-discharge community care
(Seen in 7 days afterward discharge)

69%

90-100 %

% current clients with deferred
diagnosis (DSM IV 7999)

18.00%

% HoNOS/CA/65+ Compliant
Admissions and Discharged Community Teams

64%

70%

% HoNOS/CA/65+ Compliant
Admissions and Discharged Inpatient Team

79%

80%

The national Key Performance Indicators are reliable and relevant measures of overall service
activity and responsiveness. Key indicators which require improvement are the readmission
rate, 29% and pre-and post admission targets. The preadmission target has improved
significantly -80% but post transfer of care has remained low 69%. These three indicators are a
combined useful measure of how well the community services are doing in regard to acute care.
Post transfer of care pick up of clients within seven days is an improvement target for our
community mental health teams. The readmission rate is affected by pick up rates post transfer
of care.
Data Validity
We are currently auditing the data entry and reporting for these KPIs. These KPIs are a focus for
the new Clinical Managers in the community, particularly the Palmerston North Clinical
Manager. On an initial audit it appears that the data is not fully taken up in our systems and
both the post transfer of care and readmission rate data may improve with better data entry. A
full audit and improvement in data validity is expected to be confirmed in the following HAC
report.
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APPENDIX 1: Phase One Review Report

TO THE MENTAL HEALTH AND ADDICTION SERVICES
REVIEW PROJECT ADVISORY BOARD

PROGRESS REPORT ON MENTAL HEALTH AND ADDICTION SERVICES
REVIEW PROJECTS

18 AUGUST 2015
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EXECUTIVE SUMMARY

This report provides a reference point for the Mental Health Review eighteen months following the
initial completed suicide events which lead to a service wide external review, and twelve months after
the receipt of the final review report and recommendations.

The report records the progress of work to address the External Review recommendations following the
two serious adverse events in April/May 2014. It sets out progress with the Phase One programme of
work, maps ongoing work from Phase One that is transitioned into Phase Two, and highlights the next
steps for the work that will take a planned whole of system approach for the redevelopment of mental
health and addiction services across the MidCentral DHB district.

The mental health review project grouped the review recommendations under seven general headings
as a means of organizing aligned work streams which were derived from the recommendations. This
organization of the review work streams under seven grouped headings is continued in the layout of this
summary document. All recommendations are listed under the grouped headings and each grouping is
followed by a summary description of actions taken to implement all of the recommendations, to end
July 2015.

Ongoing work that needs to be carried through in the service planning process is identified and carried
over to be completed as part of ‘Phase Two’. Phase Two relates to longer term planned development
approach, builds on the work to date and looks to the future to sustain the momentum of improvement
for consumers, families and staff.

Completed work under each of the recommendation headings includes:

Governance







a change management process was developed and a review of clinical governance structure
undertaken
a Clinical Director and medical heads were appointed
review of clinical audits arrangements undertaken
a service executive was established that reflects the principles of clinical governance
Managerial and CEPD roles were disestablished and a Service Director and Clinical Managers
appointed
A consumer engagement/participation project was initiated which will continue into Phase Two.

Structure



a restructure of the mental health leadership was undertaken and a new Service Director
appointed with clear single point of accountability and responsibility for the services overall
Agreement was reached for a new 24 hours emergency service – now called the Acute Care
Team – based in the Palmerston North Community Service and additional staff resources
appointed. This team will manage the single point of entry (SPoE) and in future manage people
3
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in crisis under a home based treatment model when appropriate. Progressing this team will be
carried into Phase Two.
A proposal to re‐align the Older Adult Mental Health (OAMH) Service with Mental Health
Services – including a proposed restructure of nursing leadership across Ward 21 and Star 1 ‐
has been completed, along with an operational plan on the reconfiguration of and interface
between OAMH, Mental Health and Elder Health Services.

Culture





we have engaged Te Pou, the national workforce centre, to run a workshop on its Let’s Get Real
– Values and Attitudes programme and these workshops will continue into Phase Two
formal weekly Executive and Operational meetings with new Clinical Managers have been
implemented to identify barriers to decision making and address them
There is now an established partnership between the Clinical Managers and Consultant
Psychiatrists in a multidisciplinary team context to provide clinical governance and oversight.
Care plans and clinical decisions are documented as an outcome MDT forums
Improved linkages with consumer and family organisations are being developed. In addition,
there is a MoU with the Student Health Service of Massey University in place.

Clinical Leadership and Partnership




internal and external mentoring and support is now provided for the Clinical Director who also
engaged with other DHBs for shared learning
each MDT has a Consultant Psychiatrist whose role, in partnership with the clinical Manager, is
to provide clinical leadership
the Executive Forum has an established partnership of Allied Health, Nursing, Medical and
managerial roles providing clinical governance, whilst the Service Executive Team monitors
incidents, complaints and national KPIs set for the sector and the Service Forums include
cultural, family and consumer representatives.

Quality and Safety










A review by the Serious Adverse Event Review Group (SAERG) of all reported adverse events for
the past year was undertaken. All recommendations arising from these were reviewed and
monitored for implementation
the Mental Health Mortality and Morbidity Forum was established
weekly self harm reports are generated from Ward 21
an Open Disclosure plan was developed and an educational workshop was held
the service has now integrated the London Protocol with the Taproot process for RCA
investigations
regular environmental audits in Ward 21 are now undertaken by the Health and Safety
representatives and reports are presented to the Mental Health and Addiction Services Review
Project Advisory Board, with issues highlighted and actions taken
Transitioning to Phase Two, the SAERG is developing an audit system for all ongoing
recommendations. The SAERG has expanded its terms of reference to include reporting on
‘near misses’ and will continue to monitor related incidents to provide opportunities for service
improvements.
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Staffing









a mental health training plan and schedule was updated
Advanced Suicide Assessment and Risk Management training has continued with attendance of
154 front line staff at completion of the last workshop in April this year, including almost 100
percent of Ward 21 staff
the DBT capacity was increased by four roles (from foundation to intensively trained) and
therapy groups are now operating
in Ward 21 a reorganization of staff skill mix/roster for staff‐to‐patient ratio and allocation was
established to support and improve practice
Associate Charge Nurses for morning and afternoon shifts were also put in place to support
nursing leadership
the position of Director of Nursing for mental health and addiction services has been
temporarily seconded from the general hospital until a permanent role is appointed
the consumer and family representative roles ensure linkages between their roles and the
constituency they represent are improved and strengthened
Further work to support professional development will continue through to Phase Two,
including a new training and development calendar.

Ward 21 Facility and Environment










environmental safety changes have been made to the ward including removal or replacement of
key identified ligature points, shower heads and coat hooks
changes were made to strengthen nursing leadership ‐ two Clinical Nurse Specialists were
seconded to provide mental health nursing leadership as well as support for the temporary
appointment of the Charge Nurse, seconded from within the general hospital
A cap on bed numbers was implemented to maintain a safe level of care and daily Dashboard
reports are provided on bed status. The Clinical Director now reinforces stringent admission
classification. Ongoing and intensive oversight is maintained.
The use of CCTV enables staff to clearly identify people entering the ward and what is occurring
in the open side communal area. It is not used as a clinical tool
a systematic approach for responding to incidents has been developed and changes made to
incident review processes to manage complex and high need patients
formal procedures for staff injuries are now reinstated under the Riskman process
a debriefing policy is in place and further work to put in place debriefing processes will be
included in the workforce development plan in Phase Two
A business case is being developed to address the design and upgrade of the facility. This work
will be carried over into Phase Two under Infrastructure.
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RECOMMENDATIONS:

It is recommended that:

1. The Review Project Advisory Board accepts this report.

2. The Review Project Advisory Board endorses this report for submission to the September Health
Advisory Committee meeting.

SIGNED:

DATED:
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1. INTRODUCTION

Following two serious adverse events in April/May 2014 an external systemic review of MidCentral
secondary Mental Health and Addiction Services was commissioned. The review terms of reference
aimed to ensure that any underlying issues in relation to the structure, resourcing or culture of the
service was identified and addressed.
The Review was completed in August 2014 and 50 recommendations were made (six of these
recommendations were subsumed into other review project areas, including implementation of clinical
electronic records, and root cause analysis of the two deaths undertaken by the RCA teams).
To implement these recommendations, a work programme was developed and a project team put in
place to help drive the changes. The project team received guidance from the Mental Health and
Addiction Services Review Project Board (now called the Mental Health and Addiction Services Review
Project Advisory Board). The review project team continue to submit regular reports to MDHB Hospital
Advisory Committee.

Purpose
The purpose of this report is to provide the Mental Health and Addiction Services Review Project
Advisory Board with a summary of the state of completion for ‘phase one’ tasks of the Review Work
Programme: Phase One is completed work, arising from the Review recommendations. Phase Two is
about taking the remaining recommendations which relates to longer term development, or larger
projects and ensuring these are captured in the broader service plan. Incorporation of these
recommendations in the broader service plan will link them to related developmental plans, and embed
the Review recommendation goals into our core service development planning.

An example of a Phase One goal which has been completed is establishing Dialectical behaviour therapy
training and service delivery. An example of the Phase Two component attached to this
recommendation and incorporated into the future plan will be completing a workforce plan which will
address all training needs, including ongoing sustainable training for DBT. Another example of a
completed phase one actions but continuation of phase two development relates to the
recommendation about inpatient unit redesign. Immediate Phase One goals to complete some
refurbishment are met, but our longer term planning needs to include re‐design which may include
consideration of new build options.

This report will serve as a reference document which sets out the achievements made against Phase
One actions to meet the External Review recommendations, record how these are embedded into
‘business as usual’ and also provide a clear link to our service planning goals for those recommendations
which have commenced but require longer term implementation.
The report indicates a planned approach to transition to Phase Two and looks to the future to build on
this review project work to sustain the momentum of improvement for our service.
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2. PHASE ONE

Introduction
The review recommendations are numerous. For the purpose of coordinating effort when implementing
recommendations, they were grouped under seven general headings. These headings were used to
guide the project action plan completed by the Mental Health Review project implementation team.

The actions were also viewed in stages. Phase one being the initial implementation of tasks that
required urgency, and commencement of implementation of larger projects which were planned for
completion over a longer period of time. Phase one is now completed (see Appendix I: Phase One
Status Report). This now marks the end of the first stage of the External Review recommendations.

The headings used to group together or aggregate the review recommendations were:








Support for strengthening clinical governance
Reviewing the structure and reporting arrangements
Re‐establishing the MHAS vision, values and embedding a change in culture
Ensuring strong clinical leadership and clear partnerships established
Reviewing quality and safety processes
Staff actively supported to develop professionally, including team training
Improving the acute admission Ward 21 environment, including a cap on bed numbers, and
debriefing processes in place and upgrading the ward facility design and layout.

The following update lists the recommendations under each grouped heading and is referenced in the
narrative report, evidencing actions taken to date. The narrative report is also linked to an updated
action plan report in the Hospital Advisory Committee action plan report format, for consistent detailed
reference.
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SUMMARY OF PROGRESS

The following outlines the actions taken to address each of the recommendations under Phase One.

1. Support for Strengthening Clinical Governance

The Reviewers noted that clinical governance, ‘…has a key role in ensuring availability, quality and
standardisation of evidence‐based practice…’ They observed there were unclear roles and fit between
roles across services, the quality of partnerships was variable and the interface between services was ad
hoc.

Review Recommendations:
The organisation needs to provide clear leadership and support for strengthening clinical governance in
the mental health and addiction services through:
1. Articulating the vision, values and expected behaviors for MidCentral Health leadership and
clinical governance.
2. Role modeling effective clinical governance at the executive level.
3. Giving ownership and accountability back to services, with clear points of accountability.
4. Clarifying expectations of accountability but also delegated authority to act.
5. Establishing consistent forums at all levels, with structures, processes and reporting based on
the commonly agreed pillars of clinical governance.
6. Improving governance partnerships across the clinical governance leadership group with
effective teamwork and clearly valued opportunities for wider contributions, from clinical and
professional leaders of all disciplines, managers, consumer and family leads, quality and risk
experts and business analysts.
7. Clarifying roles, especially the clinical manager roles and CEPD roles, and reporting lines.
Summary of Implementation
Implementation of a change management process was developed and a review of the clinical
governance structure was undertaken in consultation with mental health and addiction services staff.

In the service, a Clinical Director was appointed and medical head roles established to support the new
Clinical Director ‐ reviews of clinical audit arrangements undertaken (with a process for regular reviews
now in place), and clinical delegations and expectations established. Following appointment of a Service
Director, the mental health and addiction service has established a service executive, with membership
that reflects the principles of clinical governance. In addition, all of the prior managerial and CEPD roles
were disestablished and new Clinical Managers were appointed with clear reporting lines. There is a
functioning operational forum driven by the newly appointed Clinical Managers.

These changes have provided for clear points of accountability and clarifying expectations, improving
governance partnerships and clarifying roles and reporting lines (see below: Structure and Reporting
Arrangements).
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In line with the recommendation on improving partnerships and engaging consumers in the clinical
governance and leadership process, a consumer engagement/participation project has been initiated.
The aim of this project is to be managed as part of Phase Two and with the goal of developing and
embedding a vision of consumer, family and whanau engagement and participation within a model of
co‐design – a partnership between staff and consumers to work together for service improvements. The
project group has met five times. The Terms of Reference/Project Scope is rewritten to include a district‐
wide view of the purpose and goal.

Transition to Phase Two:
The consumer engagement/participation project will continue into Phase Two.
As of June 2015 the Mental Health and Addictions Services Review Project Advisory Board has an
extended membership and Terms of Reference which supports the development of a whole‐of‐sector
vision and strategy for mental health and addiction services. The Board will continue to oversee work
on progress of Phase Two.

10

59

2. Reviewing the Structure and Reporting Arrangements
The Reviewers noted the management and leadership structure appeared inconsistent, with confusing
roles and reporting lines. There was also concern on the way the acute emergency mental health
service was structured with inadequate resourcing to cover the DHB catchment area after hours, and
lack of a formal psychiatric consultation‐liaison role.

They also highlighted the need to support a medical/clinical manager partnership.

Review Recommendations:
1. Consider having a clear single point of accountability and leadership for mental health and
addiction services that sits at service level and reports to the Operations Director and is
responsible for decision‐making in conjunction with clinical partners.
2. Review the effectiveness of the Service Development portfolio and where it sits in the structure;
consider how the CEPD roles, if they are needed, might add more value to improving quality and
effectiveness of the services.
3. The separation of daytime and out of hour’s acute responses needs to be reviewed, given the
dissatisfaction with the current model. The evaluation of the model needs to be undertaken in
terms of capacity to meet crisis and urgent response needs for communities, the emergency
department, primary care and other secondary clinical services; location; effectiveness; and
medical staff roles in the service. An opportunity may also arise to formalize the psychiatric
consultation‐liaison service and strengthen the linkages across clinical services.
4. Medical staff in particular should have designated leadership roles at the clinical team level and
should function as clinical partners for the Clinical Managers at that level.

Summary of Implementation
A review of the services structure, key leadership roles, reporting arrangements, accountability, and key
partnerships at every level was undertaken. A restructure of the mental health leadership was
completed and a new Service Director was appointed (May 2015) in which the position has a clear single
point of accountability with responsibility for the services overall, and reporting to the Operations
Director. In addition, the Clinical Education Practice Development roles were disestablished and Clinical
Managers appointed for each of the specialty areas, reporting to the Service Director.

A review of the out‐of‐hours acute response service was undertaken in consultation with staff,
consumers and families. Agreement made to put in place a new 24 hours emergency service – the
Acute Care Team, relocated to the Palmerston North Community Service and additional staff resources
appointed. This team will take the responsibility of managing the single point of entry approach across
the mental health and addiction services and in the future will respond to people in crisis under a home
based treatment model of care, when that is appropriate.
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Transition to Phase Two
Progressing the Acute Care team establishment with the development of a new model of care that
encompasses all aspects of acute care in the community and hospital settings.
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3. Re‐establishing the MHAS vision, values and embedding a change in culture
The External Review team made the observation there was a passive, complacent and powerless culture
within the services. There were issues related to habitual, shaped beliefs and behaviours that have not
been questioned; complacency; avoidance of action and learning; no clear sense of vision and direction
for the service or how each service area ‘fits’ as part of a whole; and key people did not appear to have
authority to make decisions and act on these. The Review team recommended that a programme of
action be developed to re‐establish vision, values and culture, and engage clinical teams and consumers
in the process. In addition, standards of behaviour and standards of clinical practice are clearly
articulated and addressed and the appropriate levels of authority to decide, act and review are
delegated.

Review Recommendations:
1. MidCentral Health needs to undertake a programme of action that re‐establishes its vision,
values and culture and which clearly articulates that in practical terms.
2. Mental Health Services need to be more effectively connected to wider DHB structures through
clinical and quality activities and professional group activities.
3. Clinical governance and stronger leadership need to be visible to clinical teams and to
proactively engage clinical teams and consumers in the above process.
4. Senior leadership need to work with service users, families and staff to make some clear action‐
orientated commitment to change and agree where to start – breaking that down into practical
achievable steps.
5. Innovation and initiative need to be modeled and encouraged by managers and clinical leaders,
to create a sense that change for the better is possible and will happen.
6. Leadership and governance teams need to ensure that the appropriate level of authority to
decide, act and review are delegated, so that when ideas and service improvements are
generated, decisions are made and things happen.
7. Clinical Directors need to determine professional/clinical issues and actions required;
expectations and responsibilities of line managers to act need to be clearly documented.
8. Standards of behavior and standards of clinical practice need to be clearly articulated and
addressed, with positive examples acknowledged and problems acted upon appropriately and
effectively.
9. Encouragement should be provided to all disciplines to work in different clinical areas by
offering staff rotations or secondments either within the DHB or external to the DHB. Staff and
managers need to collaborate on policy development and implementation with clear buy‐in.
This should not be a top down process.
10. Links should be established with clinical leaders in mental health and addiction services at other
DHBs, and staff, particularly from Ward 21, should be sent to visit facilities and to meet with
their counterparts at other DHBs, to seek new ideas and resources, which can support quality
improvement (the external reviewers could provide contacts if required).
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Summary of Implementation
The Project Board visited Whanganui and Waikato DHBs mental health services, to engage and learn
regarding the challenges that those services had faced and the approach that they had taken to
respond. A focus was identifying key factors that strengthened the culture of the service, predominantly
through stronger clinical and managerial leadership, and clinical governance.

Te Pou was engaged to run a workshop on its Let’s Get Real competency programme ‐ Values and
Attitudes for senior staff to help focus on improving clinical practice and working more therapeutically
with consumers. The Te Pou workshops are value based, address expectations about standards of
interpersonal behaviour and support improved clinical decision‐making.

Whilst the Mental Health and Addiction Services Review Project Advisory Board is developing a sector‐
wide vision, the goal is to build a vision with a more engaged and ‘ground up’ approach, allowing time
for a well supported vision to be developed in partnership with community stakeholder groups,
including NGO providers, and aligning with the DHB overall planning process and timing.

Formal weekly Executive and Operational meetings with new Clinical Managers has been implemented
to identify barriers to decision making and address them. The Service Director is establishing cost centre
based financial management strategies to support competent service level decision‐making about
allocation and distribution of resources, as well as ownership of allocated budgets.

There is an established partnership between the new Clinical Managers and Consultant Psychiatrists in a
multidisciplinary team context that provides clinical governance and oversight to individual care
planning and engagement with consumers and families. Care plans and clinical decisions are
documented as an outcome of the MDT forums, including tasks delegated to individual clinicians.

Visits to other services are encouraged and some Clinical Managers, Ward 21 Charge Nurse and nursing
staff, and review project team members have visited other DHB services. Staff movement between
services has been a feature of this year and this movement has been accommodated within the current
budget allocation to each service.

Improved linkages with consumer and family organisations are being developed with individual visits to
these organisations completed by the Service Director in the first three months of commencement.
Linkages also include the development of a Memorandum of Understanding with the student health
service of Massey University.

Further workshops with the teams on Te Pou’s Let’s Get Real values and attitudes training will assist in
improvement to people’s behaviour and cultural enhancement.
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Transition to Phase Two




Further work to embed vision and values, aligned with the sector view will be followed up in
Phase Two under workforce development.
Establishing a quality and risk framework which will include ongoing monitoring and auditing of
implementation of recommendations.
Management team development and training: ongoing service team development processes
with the new Clinical Managers will be part of Phase Two, once these newly appointed
Managers are embedded into their roles and there is stability within the teams. A team
planning day is being organized for the new Clinical Managers on the 6th August 2015.
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4. Ensuring Strong Clinical Leadership and Partnerships

Some of the issues observed by the Review team have been noted above. They also commented that
strong clinical leadership, in particular medical leadership, was lacking. The Review team did
acknowledge the challenge for provincial DHBs in New Zealand to attract and retain experienced clinical
leaders, particularly in psychiatry which has a scarce national workforce. They also noted from
interviews with staff clinical leadership and partnership was seen as a critical issue.

Review Recommendations:
1. The incoming Clinical Director should be actively supported by the DHB to undergo leadership and
management training and to receive mentoring, both from other clinical leaders within the DHB
and from Clinical Directors in Mental Health services at other DHBs in the region.
2. Additional clinical leadership roles should be established within the Mental Health service and in
particular there should be a medical leader for each large clinical team or group of teams, with clear
responsibilities and partners, and encouragement to use Continuing Medical Education (CME)
resources for development of leadership skills.
3. Clear partnerships should be established between medical, nursing allied health and management
leaders at each level of the service; it should be clear who the Clinical Director’s partners are and
what the forums and processes are for joint decision‐making and leadership.
4. The Clinical Director should be expected to develop clear goals for their own role and also with
their partners to develop clear goals for the leadership team, to enhance the quality and safety of
the service and to strengthen its relationships with other clinical services.
5. The leadership team for the Mental Health and Addictions service at Capital and Coast DHB, as the
large regional neighbor, should be asked to consider how they might support the team at MCDHB
to develop their expertise in leadership and management, for example by means of a mentoring
programme, bilateral site visits and staff exchanges.
6. DHB delegations and structure should be reflective of effective clinical governance principles.

Summary of Implementation
A stock take of opportunities for intra‐hospital connections was completed and gaps in mental health
representation have been identified. Engagement with other DHBs (Waikato, Whanganui and Capital
and Coast DHBs) for shared learning was undertaken. Internal and external mentoring and support is
now provided for the Clinical Director.
The service restructure has confirmed the clinical/management partnerships at every level of the
service.
Each of the multidisciplinary teams (MDT) has a Consultant Psychiatrist whose role functions as the
overall leader for the service in partnership with the Clinical Manager. The Executive team has an
established partnership of Allied Health, Nursing, Medical and managerial roles and this provides clinical
governance to the service. The Executive team directly monitors incidents, complaints and national KPIs
set for the sector. The service forums include cultural, family and consumer representative input, and
clinical partnerships are created at this forum through representation of all disciplines. Consumers and
families are represented in key processes such as recruitment to senior roles and staff in clinical teams.
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Transition to Phase Two
The Executive team will progress the development of a quality and risk report with identified key
performance indicators.
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5. Reviewing Quality and Safety Processes
The Review team found that open disclosure of incidents was not a well established custom or practice
and there was insufficient engagement and transparency in review of incidents, especially from the
families and consumers perspectives. In addition, they found that the quality and safety culture was not
clearly established and visible as it should be, and the Root Cause Analysis (RCA) processes followed at
MidCentral Health appeared to lack expert clinical input from the relevant clinical specialties, thus the
potential to not recognise specific clinical issues to inform recommendations.

Review Recommendations:
1. The executive team should provide clear expectations and leadership not only around the open
disclosure of adverse incidents to those affected but also for routine consumer engagement in
review processes and provision of reports to affected patients and families.
2. Leaders of the Mental Health and Addictions service and the Quality and Risk team should develop
together, and implement and lead jointly, a plan for clear governance of quality and risk in the
Mental Health and Addictions Services, including ongoing training in safety and quality principles
and practice, regular review of incidents and recommendations arising from their investigation and
development of open disclosure and active learning from incidents.
3. The Quality and Risk team should consider inclusion of a clinical expert advisor from relevant clinical
specialties and/or professional groups on each RCA team, to ensure that specific clinical issues are
not missed.
4. The Quality and Risk team should also seek advice from other DHBs on additional approaches to the
reporting, classification, and investigation of incidents, for example use of the London Protocol,
which might be of particular value in the investigation of Mental Health incidents.

Summary of Implementation
A number of actions were undertaken from these recommendations. Included was a review by the
Serious Adverse Event Review Group (SAERG) of all reported adverse events for the past year. All
recommendations arising from reviews were reviewed and monitored for implementation.

The Mental Health Mortality and Morbidity Forum were established. An action plan for patient safety
and clinical effectiveness was developed and implemented for each case reviewed.

An Open Disclosure plan was developed and a workshop on this completed through the quality and
clinical risk department. The workshop took into account the MidCentral DHB Open Disclosure Policy
(MDHB6623) which is based on the Health and Disability Commissioner’s guidance. The service has now
integrated the London Protocol with the Taproot process for RCA investigations.
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Regular environmental audits in Ward 21 are now undertaken by the Health and Safety representatives
and Riskman reports are presented to the Mental Health and Addiction Services Review Project
Governance Board, with issues highlighted and actions taken.

Mental Health and Addiction Services has engaged with quality and clinical risk at a corporate level and
improved monitoring and auditing processes for implementation of review recommendations. The
MHAS is negotiating additional resources to provide further quality and clinical risk input to the services.

Transition to Phase Two
The SAERG is developing an audit system to ensure all recommendations are implemented and to
measure the effectiveness of these. The SAERG has expanded its terms of reference to include reporting
on ‘near misses’ and will continue to monitor related incidents to provide opportunities for service
improvements.

Further Open Disclosure workshops have been scheduled for 30 September and I October 2015
following positive feedback at the workshop held in February 2015 for mental health and addiction
Services.
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6. Staff Actively Supported
The Review team noted the serious, recurrent and persistent issue with medical vacancies and the
amount of pressure doctors worked under because of this. Vacancies also existed for psychologists.
Whilst low morale, frustration and demoralization was expressed by some staff to the Reviewers, staff in
specialized teams expressed much more job satisfaction. In addition, consumer advisors felt
undervalued and under‐resourced and the Reviewers noted the need for active ongoing support to
develop these roles.

Review Recommendations:
1. Currently employed staff should be actively supported to develop professionally and given
responsibilities and opportunities which ensure they feel highly valued by the DHB.
2. Planned team training, which we understand is to be rolled out throughout the DHB, should
focus particular attention on staff in the large inpatient and adult community teams, which
present particular challenges because of their size and roles. It should also include an emphasis
on clarifying and enhancing the roles of consumers as members of the healthcare team.
3. Discussions should be held with the clinical leaders for Mental Health and Addictions services
at the other DHBs in the region to look at how neighbouring DHBs might assist one another to
cover gaps, provide additional supervision, arrange secondments or visits to other teams to
share and increase clinical experience and explore the use of videoconferencing for clinical
consultations and education both within and between DHBs.

Summary of Implementation
A mental health training plan and schedule was updated. Advanced Suicide Assessment and Risk
Management training, facilitated by QPR New Zealand has continued to be implemented. At completion
of the last workshop in April 2015, 154 front line staff had attended including almost 100% of Registered
Nurses from Ward 21. The response to this training has been highly favourable with evaluations
indicating increased confidence in managing risk associated with suicidality. The new training schedule
will become part of the workforce development plan under Phase Two.

To sustain the Dialectic Therapy (DBT) training a data base was developed to capture quarterly reports
on the demand for this training and the available staff resources. The DBT capacity was increased and
therapy groups are now operating. All of the eight DBT clinicians practicing DBT with the PN DBT
program are intensively trained. Of the two DBT clinicians in the Horowhenua, one is intensively trained
and the other foundation trained.

To support and improve practice for the staff working in Ward 21, a plan was established to reorganize
staff skill mix/roster through a staff to patient ratio and allocation, improving the rostering process by
appointing Associate Charge Nurses for morning and afternoon shifts and secondment of two Clinical
Nurse Specialists Monday to Friday to support the experienced Charge Nurse (seconded from the
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general hospital) to provide nursing leadership and embed professional practice processes, starting with
putting in place professional dress standards.

The consumer and family representative roles have been enhanced by ensuring that linkages between
these roles and the constituency that they represent are improved and strengthened. The family
advisor is committed to more time with the non‐government organisation Supporting Families and
whanau representatives in Kaupapa Māori organisations. The Operational Forum which is the general
management forum for the service has consumer and family representation and these roles have full
input to the decision making about service management.

While permanent recruitment to vacant SMO positions continues, a rolling programme of locum
recruitment has been undertaken, with locums now engaged through to the commencement of
permanent staff. This has brought SMMO staffing up to established levels.

Transition to Phase Two
Further work to support professional development will continue into Phase Two under Workforce
Development.
A new Training and Development calendar will become part of the workforce development plan under
Phase Two.
SMO recruitment and improved medical coverage will remain a priority in phase two.
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7. Improving the Acute Admission Ward 21 Environment and Facility.
The Review team noted Ward 21 would not meet current standards for acute mental health units in
New Zealand or Australia, although acknowledged a review of the ward design features had been
undertaken since the recent incidents.

Their observation was of a ward that is not set up with the needs of mental health service users, family
and staff in mind: with a sterile and overly ‘clinical’ look; limited space for 24 – 30 patients experiencing
acute symptoms; little capacity to provide separate spaces for patients of varying ages and needs;
limited appropriate communal space; a layout with many blind spots; a pressure cooker environment,
not conducive to the type of recovery environment people need to heal in. However, they did
acknowledge staff have tried to make some areas more recovery focused and environmentally more
appropriate.

Review Recommendations:
1. Design, layout and ligature points need to be attended to as a matter of priority.
2. The focus on security and containment needs to be balanced with care, compassion and
recovery.
3. Serious consideration needs to be given to the separate environment review and
recommendations outlined in Appendix 5. Actions that can be implemented quickly should be
implemented quickly.
4. A decision is needed and should be firmly implemented on the bed numbers for the unit.
Community services staff need to be part of the bed management plan alongside in‐patient unit
staff.
5. Debriefing of service users and staff after a significant event on the ward should happen within
48 hours and with appropriately trained, experienced staff external to the unit, to identify and
start implementing processes to care for those affected and to form part of the process of
learning from the incident and implementing change as a result.
6. A joint union and staff management group should review all staff injuries, with feedback to staff,
ensuring that the investigation and review process includes immediate and 1 week follow up of
injured staff, review of the environment (inclusive of staffing adequacy) and consideration of
patient care issues.
7. Regular maintenance of the unit should occur, to ensure that it is and looks like a place where
the people using it feel cared for and valued.
8. The use of CCTV in the unit should be reviewed: technology of this nature does not replace
skilled nursing care and there may be excessive reliance on it as a form of security.
9. Clinical leaders and occupational therapy staff should contact their counterparts at inpatient
units in other DHBs to find out how sensory rooms may be used more fully (the external
reviewers could provide contacts if required).
10. The location of the Mental Health Emergency Team should be reviewed, in consultation with
that team and the Emergency Department. This needs to be considered in conjunction with a
rethink of the clinical model, as noted previously under Structure, and provision of better access
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to clinical information for this team to operate safely and to provide services in a timely manner,
as noted under Resourcing below.

Summary of Implementation
Immediate environmental safety improvements made to the ward such as the removal of ligature
points; including shower heads, coat hooks etc, with ongoing work to change door handles and hinges.
Changes were made to strengthen nursing leadership with an experienced Charge Nurse seconded as
interim Charge Nurse and two mental health Clinical Nurse Specialists seconded to support that role,
with a focus on improving mental health nursing practice, patient care and staff and patient safety.
To maintain a safe level of care and manage patient flow within capacity, a cap on bed numbers was
implemented. This requires close monitoring and management and this will continue into Phase Two.
Dashboard reports are provided twice daily to the entire hospital informing on the bed status. The
Clinical Director now reinforces stringent admission classification. A Security report was undertaken on
the use of CCTV in the Ward and it was noted that the current system and use of CCTV complies with all
relevant regulations and Code of Practice. It reinforced the use of CCTV to enable staff to clearly identify
people entering the facility and what is occurring in the open side communal area. It is not used as a
clinical tool. Regular maintenance is ongoing.
A systematic approach for responding to incidents has been developed and changes made to incident
review processes to manage complex and high need patients, including an update on the policy and
procedures. This will link with work on ‘Resilience’ under the SAERG. Formal procedures for reporting
and management of staff injuries have been strengthened. A debriefing policy is in place.
Transition to Phase Two
Further work to put in place debriefing processes will be included in the workforce development plan in
Phase Two.
An options paper is being developed to address design issues and make recommendations about an
upgrade of the facility. This work will continue to Phase Two under Infrastructure.

4. Mental Health Emergency Team
This team has now been renamed the Acute Care Team to better fit with the type of service to be
delivered. Appointments have been made to resource this team, with an interim Clinical Manager until
this role has been filled. A project team is in place to plan and develop the acute model of care that will
operate over a 24/7 period.

Relocation of the team to the Ruahine building on the Palmerston North Hospital campus from Ward 21
was completed in May 2015. This means the team is able to access clinical information faster and it
provides a safer environment at night. Further work on this will carry over into Phase Two.
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5. CLINICAL REVIEW INTO THE CARE AND TREATMENT PROVIDED TO ERICA HUME
As part of the Phase One recommendations an independent clinical review into the care and treatment
of Erica Hume was undertaken. The Service Director and Clinical Director have been actively engaged
with her family to develop an action plan to address the clinical review recommendations.

There is a separate implementation plan for the recommendations arising from the longitudinal review
of the care of this client and it is intended that this remain a separate project, until implementation of
the recommendations is assured. It is envisaged that this will take 12 months. The final action plan has
been worked on it together with the Hume family who have provided input and it will now be monitored
and reported on. During this period, the plan will be reported against in a separate report in the MHAS
Report to the MHAS Executive. Following this, if sufficient progress has been demonstrated then a
‘phase two’ approach will be taken to incorporate these actions into the MHAS service plan.

A clinical review into the care of Shaun Gray has been finalised. Actions required to address the
recommendations from this clinical review work will come under the Phase Two work‐plan. Both of
these clinical review implementation plans will have a separate reporting line, independent of the
Mental Health Review reporting in phase two.
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6. TRANSITION TO PHASE TWO
Introduction
The transition to Phase Two takes into account where mental health and addiction services have moved
from a focus on the external review of secondary services and remedial action to secure patient safety
particularly in Ward 21, to moving into a planned developmental approach across the continuum of
care.
Phase Two takes a whole of system approach over time for the redevelopment of mental health and
addiction services. This includes the development of contemporary models of care to support a service
development plan for secondary mental health and addiction services. Phase Two will be based on a
district‐wide approach developing strong and enduring networks between and across all elements of the
system, with strong engagement with staff, consumers, families/whānau and the wider community.
Work in Phase Two is planned to be organized into three main areas in the service plan: a service
development plan, quality and risk, workforce development and infrastructure development. An action
plan for each of the specific areas is attached – Appendix II.

i.

Service Development Plan

The development and implementation of a Service Development Plan will provide a strategic framework
to inform planning and delivery of mental health and addiction services to ensure our resources are
configured to meet the mental health needs of our population. It will be developed in partnership
between consumers, family/whanau, NGOs, Iwi and other Māori providers, and Central PHO. It will be a
foundation document that clearly demonstrates the partnerships that will be integral to ensure the
mental health and addiction services needs of our population across the district are met. The focus will
be a seamless integration between services ensuring there are no barriers, a sector wide vision, and
development of a network of providers across our sector to ensure better outcomes for our population.
Included in the plan will be an organizational chart that outlines the reporting and accountability lines.
A draft outline of our plan is listed below. Areas where we will be locating the objectives continuing
from the Review are noted below, with a short narrative about the link and focus, consistent with the
Phase One summary. The service plan will have the following outline and areas of focus that will guide
our planning for development across the district.
The service plan structure is:
 Introduction
 Organisational Management
 Key Strategies
 Service delivery and development
 Quality and Risk
 Workforce Development
 Infrastructure Development
 Projects.
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ii.

Organisational Management
 Clinical Governance

The new Service Director has put in place an Operational Leadership group made up of the Clinical
Managers, Nursing leadership, HR, Quality and Risk, Allied Health and Consumer and Family
representatives. In addition there is also a new Mental Health Executive group in place Chaired by the
Service Director and includes the Clinical Director, Nursing Director of Mental Health and Addictions, the
clinical Manager/DAHMS, a representative of Allied Health. These groups provide the overarching
leadership that goes towards strengthening clinical governance in the services. As these group
members become embedded in their roles, they will help to articulate the vision, values and expected
behaviours of the service.

iii.

Service Delivery and Development

 Acute Care Service
A new mental health model of acute care will replace the current Mental Health Emergency Team. As
noted above, a working group has been established and a Steering Group made up of representatives
from across the services. The MHET is now resourced 24 hours, as from June 30th 2015 with emergency
cover provided during the day. The new Acute Care team will be responsible for all people accessing
mental health and addiction services through a single point of entry (SPoE).
The working group will develop a standard operating manual incorporating the Choice and Partnership
Approach (CAPA), designing the single point of entry process and defining and aligning the consultation‐
liaison role. Development of documentation (including a standard operating model of service manual is
expected to be completed by September 2015) and training will be undertaken on the agreed model of
care. In future, the team will look to support people in crisis within a home based treatment model.
 Older Adult Mental Health
This is a work in progress with agreement on future direction for this service combining Older Adult
Mental Health Services and Star 1 Ward, criteria agreed and a timeline in place, incorporating
management of the change process. A plan is being developed to provide a framework for change.
 Admission/Discharge processes
A more streamlined approach will be taken for people requiring admission, treatment and follow‐up
after discharge/transition back into the community. A greater focus will be on assessment, recovery
planning and placement into the most appropriate treatment situation from the various referral
pathways. Much of this will be through the Acute Care Team using the Choice and Partnership
Approach, and involving the community key worker where appropriate. We will be looking to develop
criteria integral to the Acute Care Team in partnership between primary and secondary care services.
Included in this will be a project to work with NGOs who provide supported accommodation, to create
more options for those people being transitioned out from the acute admission ward.
An evaluation will be carried out on this service after six months of operation.
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iv.

Quality and Risk

 Quality and Risk
As noted above, discussions are underway with the quality and clinical risk department to improve
monitoring and auditing of quality indicators. A quality and risk framework is being developed, and
additional quality and clinical risk resource/input for the service is being negotiated. The service will
develop a quality and risk framework as part of its quality and risk plan.
 Consumer Engagement/Participation
Critical to establishing collaborative partnerships and meaningful engagement with consumers and their
families was the establishment of project working group to develop a framework for partnership
between consumers, families and clinical staff for designing and evaluating services. The group includes
representatives from NGOs and the PHO to ensure we have a district‐wide lens on the project, as well as
mental health and addiction services consumer and family representatives and senior nursing staff.

Links with Mana o te Tangata (Peer Support services) and Supporting Families (Family representative
group) and Kaupapa Maori Groups (representing Whanau) are being strengthened as our consulting
partners in this project. It is anticipated the project will continue through to the end of 2015

v.

Workforce Development
 Workforce plan

The development of a workforce plan will be designed to support a workforce that is competent and
capable to meet the needs of our population. The plan will build on the national workforce priorities as
set out in Rising to the Challenge to ensure we have the workforce with the right skills, in the right place
and at the right time. Using the Triple Aims Quality and Improvement Framework we want a workforce
that is ‘willing and able to learn; being consumer and community focused; getting it right; and being up
to the job’.

Work continues to build a profile of our services workforce, as does the coordination of various reports
to support intelligent use of data to inform workforce development. The Central Region Technical
Advisory Service (TAS) will provide support to develop a workforce plan that takes into account:





A stocktake of all staff competencies
An analysis of the gaps and training needs to improve practice
Development of a plan for ongoing training and development, including debrief training and
ongoing training for DBT
Incorporation of peer support workers into services.

 Culture Change: Part of the required cultural change within Mental Health and Addiction
Services is to create an environment that is more flexible and accountable to consumers; more
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recovery focused and promoting a culture of hope, autonomy and self determination. To
address this and help support practice improvement a schedule of further Let’s Get Real
workshops from Te Pou will be undertaken – this includes training and development initiatives
inclusive of Let’s Get Real modules for Ward staff. Te Pou will provide three workshops by the
end of 2015 with a focus on values, attitudes, and the role of supervision in supporting reflective
practice.
 Team Development Process: The focus is for Clinical Managers is to develop, consult on and
implement a team development plan for orientation, and a management training programme
that includes professional development. Once the Clinical Mangers are well embedded into
their roles further work will focus on developing a vision and look at how the use of the values
and attitudes of “Let’s Get Real” can be utilized into the teams. Clinical Managers will also
develop a plan for performance management processes (including professional development).
Performance management processes will then be undertaken by Clinical Managers over a 12
month period.
 Professional Development
We need to ensure the professional groups are meeting their professional standards to continue
to work at the top of their scope. A training and development calendar will identify what is
required. This will describe what ongoing is compulsory – such as compliance to the Health and
Safety regulations, and what is mandatory organizational training such as CPR.

vi.

Projects

 Ward 21 Re design
An initial business case summary for alternate options (redesign or new build) has been
prepared by the Service Director and is awaiting approval from HAC. The proposal identifies a
preferred option with contextual reference information about the service’s capacity to provide a
quality clinical programme from the existing/redesigned environment.
 WebPAS
MHAS is engaged in the scoping exercise that is the beginning of our WebPAS project. The
service has identified key staff, who have been working with the Business Analyst within the
WebPAS project team to demonstrate current practices and processes.

vii.

Infrastructure

Whilst a number of changes have been made to the Acute Inpatient Ward 21 following the External
Review recommendation, there is further work to ensure a more improved therapeutic environment
that is and safe for both patients and staff. Part of the changes required is to the redesign of the facility
itself. A business case is being developed to address the design and upgrade of the facility.
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 Seclusion Reduction
Reducing the use of seclusion and minimizing the use of restraint is a national priority. A group
of nursing representative from the ward is developing a policy and set of procedures on the use
of seclusion and restraint. With assistance from Te Pou, further work to implement the full set
of seclusion reduction six core strategies will be actioned.
 Intensive care pathway
One of the current projects is to establish clinical pathways which reflect best practice
treatment standards. A clinical pathway serves as a reference point for standards and guides
clinical service delivery. The service is embarking on the development of an Intensive Care
Clinical Pathway which will support improved practice when providing care to those patients
who are at most risk, and most acutely ill.
 Electronic records
Future planning is in place for progression to electronic records. This will be done once the
project developing WebPAS completed and is implemented in August 2016.
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7. SUMMARY

This report has provided an outline of the progress made on completing the Phase One External Review
work programme. It signals further ongoing work from Phase One that will be transitioned into Phase
Two (July 2015 – 2017). A conceptual framework provides an illustration of the activities in Phase Two
against each of the recommendation headings, including future MHAS business as usual (Appendix III).

Much has been achieved in addressing the External Reviewers recommendations. Phase Two gives a
new sense of direction to build on the achievements from Phase One and takes a longer term
development approach incorporating a new service development plan, a workforce development plan
and a more improved therapeutic environment within MidCentral Health’s acute mental health
inpatient unit, Ward 21.

In undertaking the many changes and challenges that were required to address the issues identified by
the external reviewers, there is now a planned approach to sustain the momentum of improvement for
our services and for those we care for. Achieving this will require effective partnerships at all levels
within our services and across our district with everyone having the opportunity to have input and
achieve the vision ahead.
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Appendix 1:

Phase One Status Report
Mental Health & Addictions Review Work Status Programme
Project Status Report – Phase 1
Responsible

Action

Due
Date

Completed

1.Support Clinical Director – internal milestones
established

Chief Medical
Officer (CMO)

Milestones met
for support of
clinical director

15.8.14

September
2014

2.Medical Heads appointed – positions developed and
job descriptions prepared

Clinical Director
(CD)

Medical Heads
appointed and
positions filled

29.8.14

September
2014

Proposal
completed and
presented

15.9.14

September
2014

Phase 1- Completed Key Tasks
Governance

3.Clinical Governance
specialties, include clinical
leads for all services

Review the clinical
governance structure and
forums within the Mental
Health Service and subspecialties (Incorporated
into proposal being
finalised (as per Action 4
below).

C.D/Director of
Nursing(DON),
Director of Allied
Health (DAH)
Incorporate proposed
clinical governance
structure into mental
health service structure
review proposal
(See 4. below) and
consult with staff.
Review and confirm the
clinical governance
framework in conjunction
with the service structure
review (see 4. below)

First Proposal
completed

December
2014

Second proposal
completed

March 2015

Implementation
of change
management
process,
appointment of
new clinical
managers
underway May
and due for
completion July
2015.

July 2015
(with the
exception of 2
positions
which are
temporarily
filled whilst
positions are
re advertised.
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Phase 1- Completed Key Tasks

Responsible

Action

Due Date

Completed

19.9.14

October
2014

Structure
4. Review structure and reporting arrangements
Meetings with unions held; structure reviewed with
agreement that changes are required


Service Management - proposal developed and
finalised for consultation with unions and staff
24/7 Mental Health Emergency Team (MHET).
Clarify reporting lines/Service Manager/Clinical
Educator Practice Development
(CEPD)/Integration of Older Adult Mental Health
Service with Mental Health Ward 21 leadership.



Clinical leadership - feedback closed



Medical - feedback considered



clerical



Nursing - partial re-issue of proposal considered



Allied Health - consider feedback



Phase 1 decision determined

Manager Human
Resources(M.H.R
)/ C.D/O.D
DON/DAH (others
as appropriate)

All actions
completed for
phase 1 and 1b
proposal
document to
CEO. All affected
staff advised as
per plan.

26.9.14

October
2014

24.10.14

October
2014

7.11.14
28.11.14
28.11.14
5.12.14



Finalise Phase 1 proposal and submit to CEO
and CMO



Advise all affected staff that a further leadership
proposal will be issued for consultation setting
out a leadership structure, roles and
responsibilities.



Staff advised
New Service
Director
appointed and
commenced in
April.

Phase 1b decision determined

5. Daytime and out of hours acute response (including
location)
Review separation of daytime and out of hours acute
responses, including use of new community-based acute
respite service; determine proposed model of care and
incorporate into Service Structure Review proposal as
per(4) above and undertake consultation process


24 hour emergency service



Physical location agreed and arrangements for
move has been made

C.D/DON/OD

Review of
separate out of
hours completed.
Consultation
process
completed.

November
2014

5.12.14
April 2015
10.12.14

19.9.14

September
2014

24/7 model
agreed. New
appointments
pending.

December
2015

Relocation
completed

May 2015
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Phase 1- Completed Key Tasks

Responsible

Action

Due Date

Completed

Culture
6. Culture Change Programme


Reaffirm mental health vision



Reaffirm mental health values



Embed into team development programme
(refer 8 below)

D/C. D/N. D/CN

7. Support timely decision making - establish Mental
Health Team meeting and determine decision making
process.
1) Ensure barriers to decision-making during
project implementation identified and remedied
2) Currently the project board is addressing any
identified barriers to decision making via biweekly meetings.
3) Weekly meetings with Service Leaders
identifying any barriers

1). Mental Health
Team meetings
have been
established within
the inpatient
ward.

5)
6)

Weekly walkabouts within the service by
(O.D ,CD & DON)
Six weekly meetings with Sponsor and Project
Board
Bi-Weekly meetings with Project Lead

8. Team Development process
1) Hospital Advisory Committee: Review staff
safety in Mental Health Services. Results to
inform Mental Health Review work programme
2)

Determine time line with Human Resources for
Mental Health Inpatient Service to undertake
team development

19.9.14
15.3.15
December
2015
30.9.1431.10.14

2). Bi-weekly
project board
meetings
continue
C.D/DON/O.D

4)

Te Pou LGR
workshop held in
April 2015.
Follow-up
meetings held.
Further
workshops on
values & attitudes
planned.

September
2014

3). Operation
leaders meeting
has been reestablished with
Service Director.

May 2015

4). Weekly walk
about was
established
immediately with
O.D/DON.CD,
now ongoing with
Service
Director/Nurse
director and
clinical director.

M.H.R
C.D/DON/DAH/O
D/HR

September
2014

May 2015

5). Six weekly
meeting
continues.

February
2015

6).Bi weekly
meetings
established and
continue with
project lead

February
2015

1). Second
Organisational
Staff safety
survey was
completed in
February/March ,
the results due
July/August 2015
2). To be re –

1.3.15

March 2015
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looked at once all
new positions
established ( *as
part of phase 2)
Will be scheduled
again for new
clinical managers
later in 2015 as
part of phase 2*

Phase 1- Completed Key Tasks

Responsible

Action

Due Date

Completed

1).Stock take
completed and
report circulated

31.10.14

November
2014

2).To be
implemented in
phase 2* as part
of new leadership
focus.
3).Members
visited both sites
and engaged with
the two DHBs
and also CCDHB
in March 2015.
Ongoing
engagement
continues.

28.11.14

Clinical Leadership & Partnership
9. Establish Connections with other services
1) Complete stock take of opportunities for intrahospital connections and do gap analysis in
respect of Mental Health Service
2) Encourage and support mental health service
participation on intra hospital committees
3) Hospital Advisory Committee request : Engage
with Whanganui and Waikato DHBs for shared
learnings with regard to Mental Health and
Addiction Service review

Director Patient
Safety & Clinical
Effectiveness
(DPSCE)

November
2014

Quality & Safety Process
10. Review quality and safety
1) Hospital Advisory Committee request:
Serious and Sentinel Event Group to review
all reported adverse events as an
opportunity for service improvement. This
procedure has been implemented as
mandatory requirement for all serious
events
2) Hospital Advisory Committee: Patients and
families are routinely informed of adverse
events which affect their care. This
procedure has been implemented as a
mandatory requirement for all serious
events
3) Formally request Patient Safety and Clinical
effectiveness to consider review team’s
findings and to develop a plan of action
4) Action plan developed for implementation
of recommendations Root Cause Analysis
(RCA155) - to provide 6 weekly updates
and report on Action Plan to Project Board
synchronised with every Hospital Advisory
Committee meeting
5) Action plan developed for implementation of
recommendations (RCA156) - to provide 6

DPSCE

Nurse Director
Mental Health
( N.D M.H)

N.D M.H

1a).Serious and
Sentinel Event
Review Group
(SAER) review
completed.
SAER group
continues to
monitor the
related incidents
1b).Mental
Health Mortality
and Morbidity
forum has been
established
2).Regular
updates to the 2
affected families
occurs.
3,4,5).Action plan
developed-6
weekly updates
of RCA provided

28.8.14

January
2015

30.10.14

March 2015

30.9.14
March 2014

30.9.14

April 2015

6).Consumer/Fa
mily engagement
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weekly updates and report on Action Plan to
Project Board synchronised with every
Hospital Advisory Committee meeting.
6) Consumer/family engagement – plan of
action developed
7) RCA process & membership - Clinical
Board advised
8) Open disclosure - Plan of Action considered
by Clinical Board
9) RCA communication – Plan endorsed
10) Mental Health Service ownership and
awareness re: RCA- Implementation Plan
developed

and participation
group has been
established, TOR
written.
8). An Open
disclosure
workshop
provided and
attended by a
range of
clinicians and
senior managers.
7,9,10). RCA
processes and
implementation
plan developed

Staffing
11. Professional Development


Mental Health Workforce Training Plan, Suicide
Prevention, Suicide Triage & Risk Management
Training commenced



Update Mental Health Workforce Training Plan
and implemented

Project Team

Training plan
updated and
completed

Project team

Training
schedule
updated.

31.12.14

February
2015

31.12.14

January 2015

DON,CD, DAH

11a Dialectic Behaviour Therapy (DBT)


Set up database for quarterly reports on
demand, waiting list (if any) and available staff
resource.

Project Team

11b. Workforce ( ward21)



Staff to pt ratio
Pt allocation



Rostering process



Embedding MHB professional practice culture

N.D/C.N/CNS

.

Data base
developed for
DBT.
DBT team
capacity
increased and
therapy groups
are now
operating into
future months.
Staff skill
mix/roster
reorganisation
plan established
Professional
practice culture
process
commenced
with
professional
dress standards
first. Plans to
improve
professional
culture is
ongoing

1.4.15

March 2015

March 2015 &
Ongoing

35

84

Ward 21 Facilities & Environment
12. Upgrade facilities


Commission independent assessment by
Waitemata DHB staff

O.D



Review recommendations and identify
immediate action items

O.D/DON/CD



Arrange and implement immediate action items



OD

Reiterate with staff process for requesting
maintenance work



Develop timed and prioritised Action Plan

Project team

Independent
assessment
completed.
Majority of
immediate
actions
completed,
others are
awaiting
contractors and
CAPEX
approval.
Processes
reinforced
Action plan
developed

14.8.14

August 2014

5.9.14

October 2014

14.9.14
10.9.14

December
2014
September
2014
April 2015

Ward 21 patient
flow dashboard
developed.

31.1.15

February
2015

28.2.15

February
2015

31.3.15

13 Beds




Develop structured plan to manage patient flow
within capacity, including discharge planning,
length of stay, complex case management for
long stay patients, management of non-clinical
patients, early identification of barriers to
discharge

ND/CN/CNS

Daily MDT
meetings
established to
manage pt flow
and discharge
planning.

Plan considered and endorsed by Mental health
leadership group

14 CCTV


Project Team to meet with Ward 21 leadership
to discuss any matters related to CCTV activity

OD/CD.DON
Project team

Recommendatio
n document
circulated.
Completed.

16. Staff Injuries


Meet with unions regarding review findings,
action plan and process for staff injury reporting

18. Location of Mental Health Emergency Team agreed

19. Electronic Records
1) Stock take completed. Arrangements are
underway for the Clinical Portal to be opened for
inclusion of Mental Health and Addiction Service
clinical notes by end June 2015. This is subject

Human Resource
(HR)

Formal
procedure for
staff injury
incidents now re
instated in ward
21
( Riskman
process)

OD/CD/DON

Location agreed
and date for
move set
1)Clinical portal
working group
established

31.3.15
February
2015

11.12.14

January 2015

28.2.15

March 2015

12.9.14

March 2015

March 2015

31.12.14

January 2015
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to ‘Break the glass’ security of access system
being applied for first 12 months then reviewed.
2)
3)

4)

Post stock take of M.H Clinical records , report
findings to mental health leadership
Implement findings

C.D & Project
Team

Ensure mental health service represented on
WebPAS steering group (as WebPAS is the
organisation’s long term solution)

2).Report
completed and
presented to
M.H project
Board

31.1.15

February
2015

3).Mental health
Clinical portal
th
‘go live’ on 11
May for all Drs
letters/MHET
emergency
assessments/m
ental health Act
assessments.
4).Key
personnel are
represented on
the WebPAS

30.9.14

May 2015

Due Date

February
2015

Additional Comments

Key Tasks

Responsible

Action

20. Independent Clinical review Approach suitably qualified
senior clinician

CMO/OD

Arrangements
agreed for the
Independent
Review to
proceed.
Clinician
identified and
commenced
review



Identify reviewer



Establish TOR



Inform families & seek feedback



Finalise TOR



Provide information to reviewer



Arrange site visit, access to staff, family as required



Report provided



Work programme developed as required



Report copied to families

21. Incident Reviews
1) Action plan recommendations from both RCA
reviews implemented
2) Common factors from the RCA review findings Action
Plans are implemented
3) RCA findings and independent review findings have
been reviewed to determine policy and other process
changes required
4) Policy and procedure changes have been
implemented

OD/CD/DON/
PL

DON/CD

22.8.14
5.9.14
5.9.14
12.9.14
17.9.14
19.9.14
19.9.14

Completed

February
2015

The review has
been completed
(May 15)
findings are to
be discussed
with families
underway.
Work program
revisited to
reflect report
findings

31.10,14
14.11.14
14.11.14

May 2015

1,2).Action
plans
implemented
3,4).Policy and
procedure
changes have
commenced
further work will
continue as part
of the phase
2*ongoing

30.11.14

November
2014

17.10.14
17.10.14
30.11.14

October
2014
October
2014
November
2014
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processes.
Project Approach & Review
24. Resourcing


Appointment of Project Lead

OD

lead Appointed
29.8.14

September 14
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Appendix 2: ‐ Phase Two Action Plan
Service
Development
Plan

Description
Acute Care Service






Clinical Governance

Infrastructure

Due Date for
Completion

Actions



Develop a standard operating manual which
includes integration with SPoE and CAPA
processes and a daily MDT meeting.
Develop documentation and training for staff
working in the Acute Care team on the 24/7
model of care
Define and implement a Consult/liaison role
Develop and undertake an evaluation plan
after 6 months of operation.

Development of a quality risk plan will be a new
project that will become a ‘business as usual’
component of the MHAS quality processes.

Admission/discharge
processes

Develop criteria for both admission and discharge
process.





Electronic records

June 2016

Review audit arrangements, including clinical
delegations and expectations

Quality and Safety,

Ward 21 – Environment
improvements and
upgrade of facility,

September
2015

Undertake environmental improvements to
the ward décor and furnishings as well the
courtyard
Complete a business case to upgrade the
ward facility
Evaluate plan to manage patient flow within
capacity
Provide staff training for complex and high
needs patients including debriefing

Future planning for progression to electronic records
will occur after the WebPAS implementation in
August 2016.

October 2015

Ongoing

31 July 2015
August 2015
Ongoing
2016/17
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Workforce
Development

Culture change




Team development
process

Professional development

Development of the MHAS vision and values
will rest with the Review Project Governance
Board as per the terms of reference.
Ongoing discussions and workshops planned
with Te Pou for staff training on the Let’s Get
Real values and attitudes.

New Clinical Managers to undertake team
development exercises including financial and
management training.








Review all clinical staff core competencies
Develop a plan for ongoing training
Work with Clinical Managers to develop,
consult on and implement a team
development plan. Evaluate plan six monthly
Performance management processes
undertaken by Clinical Manager over a 12
month period
Develop a plan to sustain DBT long term
Work with Te Pou to develop a plan to
increase staff capability to work with people
with co‐existing disorders (MHAS).

Ongoing

July/August
2015 and
ongoing

June 2016

40

Future MHA
Service

Ward 21

Staffing

Quality &
Safety

Clinical
Leadership

Cutlure

Structure

Governance

Appendix 3:

•Business as usual; Established Quality & Safety frameworks; Ongoing and planned workforce development and training; Projects for improvement; Consumer and
family engagement at all levels. Improved inpatient infrastructure; Clear referral processes for acute referrals where "any door is the Right door'

the design and upgrade of the facility. This work will be carried over into Phase Two under Infrastructure.

•Phase 2: Further work to put in place debriefing processes will be included in the workforce development plan in Phase Two. A business case was developed to address

will become part of the workforce development plan under Phase Two.

•Phase 2: Further work to support professional development will continue into Phase Two under Workforce Development. A new Training and Development calendar

expanded its terms of reference to include reporting on ‘near misses’ and will continue to monitor related incidents to provide opportunities for service improvements.

•Phase 2: The SAERG is developing an audit system to ensure all recommendations are implemented and to measure the effectiveness of these. The SAERG has

risk framework which will generate reports on quality improvement and risk management will support targeted clinical leadership and service improvement.

•Phase 2: The Executive team will progress the development of a quality and risk report with identified key performance indicators. The formation of a quality and

quality and risk framework which will include ongoing monitoring and auditing of implementation of recommendations. Management team development and
training: ongoing service team development processes with the new Clinical Managers will be part of Phase Two, once these newly appointed Managers are
embedded into their roles and there is stability within the teams. A team planning day was organized for the new Clinical Managers on the 6th August 2015.

•Phase 2: Further work to embed vision and values, aligned with the sector view will be followed up in Phase Two under workforce development. Establishing a

community and hospital settings.

•PHASE 2: Progressing the Acute Care team establishment with the development of a new model of care that encompasses all aspects of acute care in the

•PHASE 2:. Embedding a clinical governance model with clinical leadership by consultant psychiatrists in partnership with the newly appointed clinical managers in
Multidisciplinary settings will continue. As of June 2015 the Mental Health and Addictions Services Review Project Advisory Group has an extended membership
and Terms of Reference supporting the development of a whole‐of‐sector vision and strategy for mental health and addiction services. The consumer
engagement project will continue into phase two.

Conceptual Framework: Progressing to Phase Two
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Appendix 4: Summary of External Review Recommendations
GOVERNANCE
The organisation needs to provide clear leadership and support for strengthening clinical
governance in the mental health and addiction services through:
 Articulating the vision, values and expected behaviours for MidCentral Health leadership
and clinical governance.
 Role modeling effective clinical governance at the executive level.
 Giving ownership and accountability back to services, with clear points of accountability.
 Clarifying expectations of accountability but also delegated authority to act.
 Establishing consistent forums at all levels, with structures, processes and reporting
based on the commonly agreed pillars of clinical governance.
 Improving governance partnerships across the clinical governance leadership group with
effective teamwork and clearly valued opportunities for wider contributions, from
clinical and professional leaders of all disciplines, managers, consumer and family leads,
quality and risk experts and business analysts.
 Clarifying roles, especially the clinical manager roles and CEPD roles, and reporting
lines.
STRUCTURE
 Consider having a clear single point of accountability and leadership for mental health
and addiction services that sits at service level and reports to the Operations Director
and is responsible for decision-making in conjunction with clinical partners.
 Review the effectiveness of the Service Development portfolio and where it sits in the
structure; consider how the CEPD roles, if they are needed, might add more value to
improving quality and effectiveness of the services.
 The separation of daytime and out of hours acute responses needs to be reviewed, given
the dissatisfaction with the current model. The evaluation of the model needs to be
undertaken in terms of capacity to meet crisis and urgent response needs for
communities, the emergency department, primary care and other secondary clinical
services; location; effectiveness; and medical staff roles in the service. An opportunity
may also arise to formalize the psychiatric consultation-liaison service and strengthen
the linkages across clinical services.
 Medical staff in particular should have designated leadership roles at the clinical team
level and should function as clinical partners for the Clinical Managers at that level.
CULTURE
 MidCentral Health needs to undertake a programme of action that re-establishes its
vision, values and culture and which clearly articulates that in practical terms.
 Mental Health Services need to be more effectively connected to wider DHB structures
through clinical and quality activities and professional group activities.
 Clinical governance and stronger leadership need to be visible to clinical teams and to
proactively engage clinical teams and consumers in the above process.
 Senior leadership need to work with service users, families and staff to make some clear
action-orientated commitment to change and agree where to start – breaking that down
into practical achievable steps.
 Innovation and initiative need to be modeled and encouraged by managers and clinical
leaders, to create a sense that change for the better is possible and will happen.
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Leadership and governance teams need to ensure that the appropriate level of authority
to decide, act and review are delegated, so that when ideas and service improvements are
generated, decisions are made and things happen.
Clinical Directors need to determine professional/clinical issues and actions required;
expectations and responsibilities of line managers to act need to be clearly documented.
Standards of behaviour and standards of clinical practice need to be clearly articulated
and addressed, with positive examples acknowledged and problems acted upon
appropriately and effectively.
Encouragement should be provided to all disciplines to work in different clinical areas by
offering staff rotations or secondments either within the DHB or external to the DHB.
Staff and managers need to collaborate on policy development and implementation with
clear buy-in. This should not be a top down process.
Links should be established with clinical leaders in mental health and addiction services
at other DHBs, and staff, particularly from Ward 21, should be sent to visit facilities and
to meet with their counterparts at other DHBs, to seek new ideas and resources, which
can support quality improvement (the external reviewers could provide contacts if
required).

CLINICAL LEADERSHIP AND PARTNERSHIP
 The incoming Clinical Director should be actively supported by the DHB to undergo
leadership and management training and to receive mentoring, both from other clinical
leaders within the DHB and from Clinical Directors in Mental Health services at other
DHBs in the region.
 Additional clinical leadership roles should be established within the Mental Health service
and in particular there should be a medical leader for each large clinical team or group of
teams, with clear responsibilities and partners, and encouragement to use Continuing
Medical Education (CME) resources for development of leadership skills.
 Clear partnerships should be established between medical, nursing allied health and
management leaders at each level of the service; it should be clear who the Clinical
Director’s partners are and what the forums and processes are for joint decision-making
and leadership.
 The Clinical Director should be expected to develop clear goals for their own role and also
with their partners to develop clear goals for the leadership team, to enhance the quality
and safety of the service and to strengthen its relationships with other clinical services.
 The leadership team for the Mental Health and Addictions service at Capital and Coast
DHB, as the large regional neighbour, should be asked to consider how they might support
the team at MCDHB to develop their expertise in leadership and management, for example
by means of a mentoring programme, bilateral site visits and staff exchanges.
 DHB delegations and structure should be reflective of effective clinical governance
principles.
QUALITY AND SAFETY
 The executive team should provide clear expectations and leadership not only around the
open disclosure of adverse incidents to those affected but also for routine consumer
engagement in review processes and provision of reports to affected patients and families.
 Leaders of the Mental Health and Addictions service and the Quality and Risk team should
develop together, and implement and lead jointly, a plan for clear governance of quality and
risk in the Mental Health and Addictions Services, including ongoing training in safety and
quality principles and practice, regular review of incidents and recommendations arising
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from their investigation and development of open disclosure and active learning from
incidents.
The Quality and Risk team should consider inclusion of a clinical expert advisor from
relevant clinical specialties and/or professional groups on each RCA team, to ensure that
specific clinical issues are not missed.
The Quality and Risk team should also seek advice from other DHBs on additional
approaches to the reporting, classification, and investigation of incidents, for example use of
the London Protocol, which might be of particular value in the investigation of Mental
Health incidents.

STAFF
 Currently employed staff should be actively supported to develop professionally and
given responsibilities and opportunities which ensure they feel highly valued by the
DHB.
 Planned team training, which we understand is to be rolled out throughout the DHB,
should focus particular attention on staff in the large inpatient and adult community
teams, which present particular challenges because of their size and roles. It should also
include an emphasis on clarifying and enhancing the roles of consumers as members of
the healthcare team.
 Discussions should be held with the clinical leaders for Mental Health and Addictions
services at the other DHBs in the region to look at how neighbouring DHBs might assist
one another to cover gaps, provide additional supervision, arrange secondments or
visits to other teams to share and increase clinical experience and explore the use of
videoconferencing for clinical consultations and education both within and between
DHBs.
WARD 21 – Environment and Facility
 Design, layout and ligature points need to be attended to as a matter of priority.
 The focus on security and containment needs to be balanced with care, compassion and
recovery.
 Serious consideration needs to be given to the separate environment review and
recommendations outlined in Appendix 5. Actions that can be implemented quickly
should be implemented quickly.
 A decision is needed and should be firmly implemented on the bed numbers for the unit.
Community services staff need to be part of the bed management plan alongside inpatient unit staff.
 Debriefing of service users and staff after a significant event on the ward should happen
within 48 hours and with appropriately trained, experienced staff external to the unit, to
identify and start implementing processes to care for those affected and to form part of
the process of learning from the incident and implementing change as a result.
 A joint union and staff management group should review all staff injuries, with feedback
to staff, ensuring that the investigation and review process includes immediate and 1
week follow up of injured staff, review of the environment (inclusive of staffing
adequacy) and consideration of patient care issues.
 Regular maintenance of the unit should occur, to ensure that it is and looks like a place
where the people using it feel cared for and valued.
 The use of CCTV in the unit should be reviewed: technology of this nature does not
replace skilled nursing care and there may be excessive reliance on it as a form of
security.
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Clinical leaders and occupational therapy staff should contact their counterparts at
inpatient units in other DHBs to find out how sensory rooms may be used more fully (the
external reviewers could provide contacts if required).



The location of the Mental Health Emergency Team should be reviewed, in consultation
with that team and the Emergency Department. This needs to be considered in
conjunction with a rethink of the clinical model, as noted previously under Structure,
and provision of better access to clinical information for this team to operate safely and
to provide services in a timely manner, as noted under Resourcing below.
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APPENDIX 2: Longitudinal Clinical Review Erica Hume

Clinical Review into the Care and Treatment provided to Erica Hume by MidCentral District Health
Board.

Recommendations and action plan

16.08.15
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Clinical Review into the Care and Treatment provided to Erica Hume by MidCentral District Health
Board.

Recommendations and action plan
21.05.15
1

Referral:

Recommendation
Review the processes that occur when a person is referred into the service and modify existing
practice and policies to reflect a person‐centred and responsive approach.
Action Plan one:

Key points:




Ensure consideration of longitudinal history as part of the assessment criteria
Have a low threshold for direct contact with referrer regarding referred concerns
MDT process to be used for declines and referrals



Question framed as “What does this person need (what matters to them) and where and by whom is
that best delivered”
Ensure they are truly set up to help the person seeking help and not centered on the needs of the
service.



Description
Review acute
responses including
proposed model of
care to ensure that
referrals of existing
DHBs are reviewed
by a psychiatrist for
service follow up.
Review of referrals
includes
longitudinal history
as part of the
assessment criteria

Responsible
Role
Clinical
Director
Service
Director

Action Required and Monitoring

By when

To review the MCH referral policy to
ensure psychiatrist oversight, in an
MDT setting of referrals.

30 May 2015

30 June
Circulate current policy for feedback,
and review with quality staff. Feedback
to include NGO partner and PHO and
stakeholder input.
Finalise policy review (quality and risk
team and Mental Health Services
Clinical Director and Service Director).
Include specific note of consideration
of longitudinal history.

30 July 2015

30 July 2015

30 August 2015
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To establish a system of highlighting
referrals from other DHBs and ensure
direct contact with the identified
referrer as part of the MDT review of
referrals.

October 2015

Update the mental health referral
policy to ensure psychiatrist oversight
of all referrals and outcome of referral.
Confirm psychiatrist oversight of all
referrals with a sample audit of one
month’s referrals, and three month
intervals for one year.
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2&
3

Assessment and formulation

Recommendation
2. Ensure the MDT Case Review Policy which has psychiatrist oversight of reviews, is fully
implemented
3. Build and sustain a culture of critical thinking, and a relentless focus on what matters to the
Person and family. This will require developing and activating leaders and improvement
champions across all parts of the service.
2‐Key points are:


Implement existing MDT review policy

3‐Key points are: The development of





A culture of critical thinking,
a relentless focus on what matters to the patient and family,
an investment in developing and activating leaders across all parts of the service
Driving the culture and process changes needed, which include a workplace culture of
empathy, team collaboration and quality improvement.

Description
Implement existing
MDT review policy

MDT processes are
reviewed updated
and implemented
A culture of critical
thinking,

An investment in
developing and
activating leaders
across all parts of
the service

Driving the culture
and process

Responsible
Role
Service
Director
Clinical
Director

Action Required

Monitoring

MDT policy is implemented by directive
from CD

By 30 May 2015
30 September 2015

MDT forums are sample audited from 01
July to 30 August and report on
compliance with review standards and
recommendations available by 30
September 2015.
Implementation of recommendations
planned and monitored until end of 2015.
The clinical review and this action plan will
be made available to the auditing team in
the upcoming certification interim audit in
November 2015.

December 2015

Quarterly monitoring
of forums to end 2015
30 May 2015
June 30 2015

Complex case conferences calendarised
July / August 2015
Establish new clinical manager positions
with a focus on clinical service delivery for
all services
 Clinical Manager appointment
and selection processes finalised
 Appoint to the new positions and
to review and re advertise to any

December 2015

December 2015

49

98

changes

4&5

unfilled clinical manager position


Workforce development and
educational forums completed
Let’s Get Real – Te Pou
workshops x 2 by end of 2015



Central TAS workforce plan
including a family focus
developed by end of 2015



Supporting Families presentation
and staff education sessions x 2
by end of 2015

December 2015

Treatment and Interventions
Recommendations
4. Take action to develop and sustain an appropriate range of psychological therapies,
Especially adequate DBT services.
5. Implement and standardise a process for a person to be rapidly engaged in appropriate
Psychological therapy and for the efficacy of this therapy to be regularly reviewed.
4 Key points




Develop a sustained resource of staff able to deliver DBT
Develop other complementary psychological therapy options, including CBT training
To use other psychological therapy options as interventions with eating disorders‐

5 Key points



Ensure active MDT case review for clients receiving DBT, CBT, and other psychological
therapies including referral, treatment and discharge processes.
Ensure that MDT reviews (including pharmacy input) incorporate reviews of medication
and co morbidity, including eating disorders

Description
Review and update of
specialist programmes
including updated
service descriptions

Professional
Development
Mental Health
Workforce Training Plan
and core competencies.

Responsible Role

Mental Health
Service Project
Team

Action Required
Review of Specialist
Services Programme
description, and update
operational guidelines by
December 2015. This
update will include a
‘sustainability’ plan for
DBT. This part of the
workforce plan will
address how the critical
mass of DBT resource is
maintained, as well as

Monitoring
Workforce Plan (WP)
completed by 30 Oct 2015

WP commence
implementation Dec 30 2015
Quarterly monitoring to July
2016
monitor as per WP from May
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Update Mental Health
Workforce Training Plan
and monitor
implementation over a
12 month period.

Dialectic Behaviour
Therapy (DBT) set up a
database for quarterly
reports on demand,
waiting list (if any) and
available staff resource

Ensure MDT case
reviews for clients
receiving DBT , CBT and
pharmacy input

allied training which will
create a sustainable
resource base. E.g. CBT
training.

2015

Create a new MH
workforce training plan
including prioritised core
competencies and access
to training for all staff,
relevant to service needs.
Involve external support
and expertise in
developing a workforce
training plan. Approach
Te Pou, and Central
Region Technical
Advisory Services
(Central TAS)

September 30 2015

September 30 2015

September 30 2015

Monitor the
implementation of the
workforce training and
education plan with
quarterly reports on
achievement to the
Service Director and
Clinical Director
DBT database and
quarterly reports on
staffing and waiting list.
Set targets for training
access to DBT in the MH
workforce training and
education plan for the
following 12 months.
Implement active MDT
case review for all clients,
and audit for review of
clients receiving DBT,
CBT and psychological
therapies. E.g. for clients
with Eating Disorders.
Ensure pharmacy input
to MDT processes, over
sighting prescribing
regimes, and
polypharmacy.
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6.

Student focus

Recommendation
Actively support students in a way that minimises transitions of care and handovers to other
services and that deliberately factors in their requirements as a student into care plans.

Key points





Build relationships with student health and develop joint care planning
Use a joint approach to ensure seamless transition from holidays into services
Include contact with families from out of area as part of joint care planning
MDHB should work with University Counseling and other student support services,
including academic support to identify and action ways to jointly support students with
mental health needs.

Description

Build relationships
with student health
and develop joint
care planning

Use a joint approach
to ensure seamless
transition from
holidays into services

Include contact with
families from out of
area as part of joint
care planning

Person
responsible

Service Director
Clinical Director

Action Required

Approach student
health to establish a
Memorandum of
Understanding (MOU)
about joint care
planning.
The MOU will include
clarified points of
contact for both
clinical and
organizational
relationship. The MOU
will reference
academic support
systems and links and
map out access
pathways to support
for students, including
around times of stress
such as at exam times.
Stocktake all current
clients with shared
care arrangements
with Massey University
as well as all other
Palmerston North

Monitoring

By end of July 2015‐
By September 30 2015

By September 30 2015
October 2015

By November 30 2015

By October 30 2015

Explore use of Skype for
relevant services e.g. CAFs
and EIS as well as CMHT
December 2015
52
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Tertiary Institutes and
Organisations
Develop shared care
individual plans which
incorporate
presentation
arrangements and care
which covers absences
due to holidays in
other areas. Key
worker handover to be
incorporated into both
MDT and individual
care plan processes.
The plan to note
positive confirmation
of contact by
agreement that the
individual can re
contact the service of
origin if other service
contact is not made.
Develop shared care
individual plans for
students receiving
joint care which
incorporate contact by
the lead carer with
families during holiday
periods. Audit a
sample of shared care
plans and report by
end of October
2015.Ensure patient
has telephone access
to their family &
support network whilst
admitted to Ward.
Develop shared care
individual plans for
students receiving
joint care which
incorporate a full
handover to services of
origin where students
53

102

are not expected to
return to Palmerston
North. Contact to
include ‘out of the box’
thinking, using modern
technology, such as
Skype / video
conferencing / text
and facebook.
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7.

Service Configuration

Recommendation
Design and implement models of service delivery that support consumers in a variety of settings
and that have the flexibility to adapt intensity of support when and where it is needed.
Key points‐
to develop





An enhanced crisis response service
A more home focused / home based treatment focus
Improve community respite service access / capacity
To develop peer support service options

Description
Review acute
responses
including
proposed model
of care
Improve
community
respite service
access / capacity

An enhanced crisis
response service
A more home
focused / home
based treatment
focus

Person
responsible
Service
Director
Clinical
Director
Service
Director
Clinical
Director
DHB Mental
Health
Planning and
Funding
Portfolio role
(DHB P+F
role)

DHB P+F role
To develop peer
support service
options

Action Required

Monitoring

Progress the establishment of a 24
hour acute care team.

By end of August
2015‐

Establish additional 4 places / beds in
the community in support of
alternative care and support for
people in the community / who are
ready for discharge from the
inpatient unit

By June 30 2015

Explore establishment of a home
based treatment service and
recommend service configuration to
provide improved cover. The model
of care is strengths and recovery
focused.
Using Co‐Design principles that will
help find solutions that are effective
for DHB service development.
Workforce development plan with
work stream on cultural change, and
engagement with consumers
Support the Palmerston North
consumer advisory group to develop
a peer support service.

30 Dec 2015

30 September 2015
workforce
development plan
Monitor Te Pou
workshops Dec 2015

30 September 2015

30 November 2015
30 February 2015‐05‐
22

December 2015
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Engage with Planning and
funding portfolio role
Map existing services
Develop a service level
agreement with the
consumer representative
group

Audit report on completed
workshops‐ completed within two
months of the workshop
completions. Audit report on
utilisation of additional capacity
completed end 2015.

8
&
9

Documentation
Recommendation
Introduce and support collaborative note writing or similar tools, in order to keep the
Documented records accurate and meaningful to both consumers (and family) and to staff.
Provide clear guidance to staff about how to share information with families

Key points





Training in collaborative note writing
Improving the quality of clinical file documentation
Work towards an electronic clinical record
The focus on patients (and family) must remain clearly at the centre (of the service
delivery and documentation)

Description

Training in
Collaborative note
writing

Implement a
clinical file audit
programme

Person
responsible
Service
Director
Clinical
Director

Action Required

Workforce training to be completed
in collaborative note writing
Training to use the principles of ‘co
design’ and include a focus on
patient rights as outlined in the
sector standards. (The Code of
Health and Disability Services
Consumers' Rights, and ‘Health and
Disability Core Standards, NZS
91344.1:2008). Rights include
patient rights to edit and update
notes. The training to highlight

Monitoring

By 30 November
2015

Update by December
2015
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individual right to request a change
of responsible clinician or key
worker.
Develop a clinical
electronic record

Update of the policy on collaborative
care plan development, and review
of file documentation and notes by
consumers to be completed.
Update the policy governing request
for change of responsible clinician
Plan a clinical file audit programme
as part of the quality assurance
activity for the MHS
WebPAS project (electronic system)
to be implemented to establish a
clinical electronic record

Audit plan to be
completed by 30
June 2015
December 2015

Audits commenced
by 30 July 2015‐July
2016 with quarterly
auditing report
WebPAS to have
quarterly report
phase one
completed end
January 2015

To engage with the project team
managing the WebPAS project and
for MHJ be represented on the
project group
To commence reporting on this
project by July 2015
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TO

Hospital Advisory Committee

FROM

Michele Coghlan
Director of Nursing
Chairperson, CCDM Governance Team

DATE

19 August 2015

SUBJECT

Care Capacity Demand Management
(CCDM) Update

1

MEMORANDUM

Purpose

This report is for the Committee’s information and discussion. It provides information about
the Care Capacity Demand Management (CCDM) programme up to August 2015. The report
provides updates on the progress MidCentral Health (MCH) has made towards meeting the
requirements of the Safe Staffing Health Workplace Unit’s (SSHWU) Over the Line Assessment.
2

Summary

Since introduction of the CCDM programme in 2011, significant progress has been made against
most aspects of the programme. Recently MCH undertook an ‘over the line’ (OTL) assessment.
Within that assessment elements of the programme are described in terms of what OTL should
look like for each intervention at the executive, operational and clinical levels of the
organisation. The purpose is to assess the progress of MDHB in implementing the tools and
processes of the CCDM Programme. This enables identification of all elements successfully
implemented and those yet to be completed, to inform future programme activity and resource
requirements.
This report gives a brief overview and description of the individual aspects of the programme, a
comment on achievements and outlines areas for further development and future plans to
achieve all aspects of the programme.
NB: The over the line assessment relates specifically to implementation in Medical/ Surgical/
Paediatrics Wards. Work is underway by the SSHWU on the refinement of mix and match tools
for maternity, mental health and specialist units. DHB’s may achieve over the line status
without implementation in these areas.
3

Recommendation

It is recommended
that this report be received
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4

Introduction

The CCDM programme consists of a complex set of activities and tools designed to firstly
diagnose readiness of the DHB to implement the programme, then engage the organisation in
an 18 month to two year process in order to introduce the various processes and tools and
embed the programme to achieve the three aims: matching workforce availability to patient
acuity, identifying and managing gaps in capacity and demand, and safely managing
unpredicted demand. Ultimately, when fully implemented, the programme is designed to
provide a “real time” whole of hospital view for all staff, enabling more direct intervention at the
“coal face” to manage patient flow.
The purpose of the CCDM project in our DHB is to assist us to:
i. Develop a seamless coordinated and effective system of care capacity/demand matching;
ii. Utilise a Whole of Organisation Approach that supports interconnection between the
social and technical elements of our organisation;
iii. Implement recognised best practice tools and guidelines to help us achieve Care
Capacity Demand Management; and
iv. Meet our commitments to the Healthy Workplaces Agreement and National Terms of
Settlement (NTOS).
5

National Involvement

While the ‘over the line’ assessment addresses progress in medical, surgical and paediatric
inpatient wards, MDHB has significant involvement at a national level in other areas. There is
a MDHB representative on the national group planning for CCDM in maternity and on the
allied health national group. A staff member is also representing the PSA union on the mental
health national working group. Palmerston North Hospital maternity unit has been selected to
pilot CCDM on behalf of New Zealand DHBs in November 2015.
6

CCDM Programme Components

The following is a brief summary of each aspect of the CCDM programme taken from the ‘over
the line’ assessment, along with an indication of progress toward implementation of that aspect.
6.1

Partnership and Governance

This is achieved when a functional and collaborative partnership has been established between
the DHB and Health Unions which is actively engaged in leading and enabling implementation
of the CCDM programme, and agreement has been reached on how permanent governance for
CCDM will be provided.
Progress: Partnership is in place at governance and ward level for the CCDM programme
however, this is an area where there may be improvements gained through union involvement
in all aspects of the CCDM programme. A decision on permanent governance has not been
made, however bi-monthly governance meetings continue with broad DHB and union
representation.
6.2

Validated Patient Acuity Tool

This is achieved when there is an agreed and formalised TrendCare improvement plan which
the steering group has responsibility and oversight for including: the utilisation and data
accuracy, software program, including development and review of business rules and oversight
of data quality; there is organisation-wide engagement with a validated patient acuity based
demand; 85 per cent of staff on acute inpatient wards have completed inter-relator reliability
testing (IRR); patient actualisation is 98 per cent across acute inpatient wards; validated patient
acuity data is utilized in daily operational and annual planning activities and all finance and
business managers are in agreement that validated patient acuity data adds critical accuracy to
evidence based staffing models.
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Progress: TrendCare has been in place since 2001 at MCH. There is an active TrendCare
working group and governance that is responsible for all aspects of TrendCare as listed. This is
reported to the CCDM Governance Team. There is a plan in place to achieve 100 per cent IRR
testing by October 2015, patient actualisation is 98 per cent across the hospital. TrendCare data
is in daily use for the purposes of bed and staff management.
6.3

Mix and Match work analysis

This is achieved when all acute inpatient wards with a patient acuity system (excluding
maternity and mental health) have completed at least one Mix and Match work analysis and all
wards that have undertaken the Mix and Match work analysis have an agreed action plan and
post evaluation timeframe.
Progress: Five of eight eligible inpatient wards have completed Mix and Match work analysis.
Two of these wards have completed actions plans. Refer to appendix 1 for those who have
completed Mix and Match FTE calculations.
6.4

Mix and Match FTE calculation

This is achieved when The Mix and Match FTE Calculation process has been completed for all
acute inpatient wards (excluding maternity and mental health), Mix and Match FTE Calculation
action plans are in place for each of the wards and the Mix and Match FTE calculation is being
used as the basis of annual staff budgeting.
Progress: Mix and Match FTE calculation has been completed and implemented in two wards.
Two further wards have had the FTE calculation completed without implementation. In one
ward this was due to the result showing no need for FTE change (this ward was outside
benchmarks for some patients so has completed further work on TrendCare accuracy). The
other ward result showed a potential decrease in FTE. However when detailed analysis of
TrendCare was undertaken, it was discovered that some patients were being allocated to an
incorrect patient type, therefore it was agreed to correct the data and re-run at a later date.
Further discussion is underway to agree the content and timeframe for a rerun of these two
wards plus the one remaining ward that has completed mix and match work analysis, on
agreement of baseline variables (see appendix 1).
6.5

Core data set

This is achieved when The DHB has an agreed set of indicators with agreed tolerances for each
that are centrally collected, collated. The CDS is, analysed by the DHB CCDM Council and
reported on monthly from the floor to the board.
Progress: MCH has an agreed core data set which has been shared nationally by the SSHWU.
Also the Charge Nurse reports provided at MCH have been shared nationally as an example of
key data sharing. Although the completed set of core data awaits the implementation of
business intelligence tools to measure it, most aspects are currently collected and reported on
throughout the organisation at all levels. Outstanding is the reporting on variance response
management which is currently under development.
6.6

Local Data Councils

This is achieved when each acute inpatient service (excluding Maternity and Mental Health) has
a Local Data Council (or KHWD group or Quality group) whose membership includes all of the
appropriate representatives; the organisation provides IT support to the development and
automation of Local Core Data Set dashboards for each ward/service ; the Local Data Councils
review the Mix and Match reports and support progression of the local action plans for each
service; the Group also analyses the overall performance of the service, using the local core data
set on a monthly basis and are empowered to redesign services locally and evaluate their
impact.
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Progress: Historically MCH had a nursing governance structure that included local governance
groups at ward level with variable effectiveness. Currently a project is underway to redevelop
nursing governance at MCH and the outcome of that is expected to include strengthened
partnership and analysis of core data at ward level. This will also strengthen the ability to
analyse performance across services. Currently the Charge Nurse reports and the monthly line
meetings provide a venue for analysis of data but this needs to be strengthened to ensure that
all staff have access to and understand data relevant to their area of practice.
6.7

Effective Variance Management

This is achieved when:







A Churchill exercise has been held (or determined not to be needed)
The HAAG screen has been developed and is being utilised at a daily operations
meeting
All acute inpatient wards have a variance indicator board that is being utilised and
responded to as by the organisation as agreed
All acute inpatient wards have agreed standard operating responses
Relocation policies and processes are in place for each ward
The DHB has standard operating responses and agreed essential care guidelines policy

Progress: All aspects of this indicator of success are in place. This continues to be updated and
improved through consultation with staff and work towards provision of real time patient and
staffing information within the Hospital Operations Centre (currently Hospital Coordination
Unit).
6.8

Forecasting sufficiently well to reduce both positive and negative variance

This is achieved when a daily operations meeting is being held that includes reviewing
yesterday, looking at today and planning for tomorrow and there is a regular multidisciplinary
meeting looking at demand, capacity and performance data to support mid-range forecasting
and initiating appropriate and timely actions in response to future demand and capacity
mismatch when this becomes apparent.
Progress: There are daily meetings held in the Hospital Coordination Unit that look at data as
described. The Planning and Performance Unit does some forecasting which is reviewed for
forward planning however this is an area that well be enhanced when new electronic tools are
introduced.

Michele Coghlan
Director of Nursing
Chairperson CCDM Governance Team

MidCentral

DHB
District
Health
Boards

√
√
√
√

Preconditions

TrendCare
EOI from DHB to the SSHWU
Letter of agreement signed
CCDM Central council established

√
√
√
8*

(* as
defined
by
SSHWU
Med/
Surg/
Paeds)

5
4
4
2
2*
Pending
Part 1
MH (W21)
OAMH
(STAR 1)

√

Core data Set defined

√
Further
development
in progress

√
√

Appendix 1: CCDM Project DHB Overview of Progress August 2015

Discovery Report
Programme Co-ordinator established
EOI to wards wanting to take part
Total Number of Inpatient wards

Mix & Match Part 1 Report (Wards)
No of wards changes have been
made due to Mix and Match Part
Mix & Match Part 2 Report (Wards)
Number of wards that changes have
been made as per Mix and Match
No of wards who have re run part
Two
Other areas Mix and Match have
been completed.

Local councils developed

Variance Response strategy
developed (Safe Staffing Policy)
Churchill (day in the life) completed.

√

Capacity at a glance screen

√

Variance Indicator Board

Policy
updated

Smart 5 (Standardised operating
responses)

√

Care rationing Guidelines

√

Work In
progress
to enable
electronic
data
capture
and
reporting

Integrated ops centre
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Local Data Councils

Operations Centre
Smart 5s

Other (Part 1 completed)

Inpatient Wards remaining

Notes:
Topic
Inpatient Med/Surg/Paediatric Wards completed or in progress
(total 8)

Page 6 of 6

Ward 23 – oncology (Part 1/Part 2/ MOC change/FTE implemented)
Ward 24 – orthopaedic (Part 1/Part 2 (no FTE change)/Part 2 rerun in progress)
Ward 25 – Medical (Part 1/Part 2/ MOC change / FTE increase implemented)
Ward 26 – Medical (Part 1/Part 2 (FTE reduction not implemented)/Part 2 rerun in progress)
Ward 28/CCU – Cardiology/Medical (Part 1 completed)
Ward 27 – Urology/Surgical
Ward 29 – General Surgical
Paediatrics
STAR 1 (Older Adult Mental Health) (Part 1 completed)
Ward 21 – Mental Health (Part 1 completed)
STAR 1 part 2 not completed due to proposed service changes and psychogeriatric service project currently
underway

Ward 21 part 2 not completed due to SSHWU pilot being initiated and awaiting results on TrendCare
applicability, Ward 21 staff requested that part 1 data collection be repeated once TrendCare data more
robust and understood by staff.
Paper based Ops Centre in use, tender process underway for data capture, monitoring and reporting
We have consulted widely and have an updated policy around ‘floating staff’, therefore have not specifically
implemented the Smart 5s – although the concept is used.
The review of the nursing governance structure and processes including alignment with the core data set will result
in reinvigoration of local data analysis and reporting at ward/unit level as well as across the organisation.

Details
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TO

Hospital Advisory Committee

FROM

Operations Director - Specialist
Community & Regional Services,
MidCentral DHB

DATE

25 August 2015

SUBJECT

Regional Women’s Health Service Report

1

MEMORANDUM

PURPOSE

This report is provided as an update on the Regional Women’s Health Services (RWHS), with a
focus on subspecialty services. It is presented for the committee’s consideration. No decision is
required.

2

SUMMARY

This report provides particular focus on development and delivery of the subspecialties
gynaeoncology, urogynaecology, infertility and fetal medicine. It provides a baseline for further
operational and service development reporting.
The RWHS continues to be embedded across both MidCentral Health and Whanganui regions.
While there are challenges, particular with data capture as a complete service, systems are being
established to mitigate this. The medical sub-specialities continue to be developed by the senior
clinicians with those skills and interests in collaboration with tertiary specialist services from
our region and neighbouring DHBs.
Information technology has been improved in the Women’s Health area at MidCentral Health
with wireless access points enabled. This enabled a trial period to establish the most
appropriate devices best suited to the work environment and to support the Maternity Clinical
Information System (MCIS). Work continues to embed and deliver the clinical benefits of this
system.
An independent contractor has been confirmed to complete the evaluation of the service, which
is expected to take place in the second quarter of 2015/16. The evaluation is part of the RWHS
Development Plan work programme, to assess progress following the first 18 months of the
RWHS service arrangements.

3

RECOMMENDATION

It is recommended that:
the report be received
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SUB-SPECIALTIES UPDATE

4.1 Gynaecological Oncology
The central regional gynaecological oncology service is progressing as determined by the
national service plan. It is noted that the Regional Clinical Director was part of the working
party that developed the national gynaecological oncology standards and service plan. The
regional Clinical Director and the Chief Medical Officer have also participated in a Capital and
Coast DHB working party to produce a business case for the DHB to meet the new standards.
The business case also includes aspects of regional collaboration, and is currently under
consideration at CCDHB.
Further progress is being made on the development of regional collaboration with tertiary
providers. Regular meetings have standardised the referral processes between the DHBs and a
consistent regional plan is being formalised. This recognises the role of both gynaeoncology and
other cancer subspecialties.
The multidisciplinary meeting (MDM) process has been improved in the last year with the
addition of MDM coordinators at CCDHB. Christchurch gynaeoncology specialists are now
linking into the MDM video conference to give their expert opinion in addition to Wellington’s
gynaeoncology specialists.
Central Region DHBs are formalising the MDM referral process. This remains an ongoing
project with video conferencing at regular intervals to discuss issues and enable progress.
Communication between CCDHB and MDHB gynaecology service has improved with these new
processes, with work planned to develop this further with medical and radiation oncology at
CCDHB.
The National Gynaeoncology Review has recently been completed with input from the Central
Cancer Network and the working groups are awaiting the data from this.
For the 2014/15 financial year a total of 83 patients have been managed through the multidisciplinary team (MDM) process for Palmerston North site. Wanganui site has had 20 referred
through the MDM. We currently rely heavily from the Cancer Nurse Coordinators for the
numbers reported here, and 2014/15 is the first year with reliable retrospective data.
2014/15
Gynae-Onc
Palmerston North
Wanganui

83
20
103

4.2 Urogynaecology
The development of a regional urogynaecology service, including urodynamics and incontinence
services is progressing. A lead clinician has been identified for urogynaecology services and is
currently working on a business case and model of care for this service.
Volumes have decreased slightly for 2014/2015, largely due to parental leave of the lead
clinician through much of 2014/15. Strengthening the multidisciplinary contribution to this
subspecialty is a focus for future development, particularly for physiotherapy and nursing.

2
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Uro-Gynae
Palmerston North
Wanganui

2013/14

2014/15

122
28
150

103
28
131

4.3 Maternal Fetal Medicine
Work is progressing on strengthening our relationship with our tertiary Maternal Fetal
Medicine (MFM) provider at Capital and Coast DHB. The clinical lead for MFM has developed
a relationship with the new subspecialist in Capital and Coast DHB, and regular meetings have
been scheduled.

MFM
Palmerston North
Wanganui

2013/14

2014/15

1,223
91
1,314

1,293
79
1,372

4.4 Fertility and Endometriosis
Clinical lead for fertility services has established an outreach tertiary fertility clinic in
collaboration with Fertility Associates, Wellington. Best practice in the treatment of
endometriosis has been reviewed and the need for a multidisciplinary clinic identified.
Specialists with appropriate skills will need to be recruited, and will be part of SMO workforce
development for the future.

Fertility
Palmerston North
Wanganui

2013/14

2014/15

162
25
187

128
34
162

4.5 Ultrasound
At MidCentral Health the ultrasound sub-specialists continue to develop the collaborative
relationship with the radiology department to provide the service. This has included a clinical
reference committee developing reporting standards in Women’s Ultrasound. It is hoped that,
in time, these standards will be adopted across the region, and in the private sector. This is part
of a wider success story for ultrasound at MDHB with no patients (for any specialty, including
Women’s) waiting greater than six weeks since April 2015.

4.6 Colposcopy Clinic “Do Not Attends” (DNAs)
We have previously reported the percentage of Maori and Non Maori DNAs for our colposcopy
clinics and the actions being taken to improve attendance levels at Palmerston North Hospital.
In response to a request from the HAC Chair, this update also provides the actual number of
individuals on a monthly basis, in addition to the percentages for 2014/15 included in the table
and graph below. Women reported as DNAs, that subsequently attend clinic will be reported in
the table below as attendances in the month of their eventual attendance. Unfortunately this
information is not currently available for colposcopy at Whanganui DHB.

3
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We use a patient focused booking system for all patients giving a choice of day and time for an
appointment. For Maori, Pacific Island and Asian women with a routine referral we offer an
appointment within 3-4 weeks of receipt of referral, even though the guidelines allow up to six
months. This reduces the risk of out of date contact details.
Patients who identify as Maori are contacted by Service Access Coordinator, Maori Health Unit.
The Coordinator and the Colposcopy Receptionist have a Sharepoint portal to share information
in real time and can both track patient’s appointments and interventions. The pathway into the
service is discussed with the women and any barriers to attendance discussed, a visit beforehand
to meet the clinic nurse can be arranged if required and she will explain the entire process and
accompany the women if requested.
Actions undertaken in 2015 to improve attendance across the region include:


Texting 2-3 days prior to the appointment and a repeat on the day.



Ringing if confirmation of attendance has not been received.



Contacting the women that DNA and their GP/Smear taker. This is done either on the
day of DNA or as soon after as possible.



Letters sent out with a follow-up appt.



Discharge after three attempts as per National Cervical Screening Programme (NCSP)
guidelines where appropriate - this sometimes proves a successful strategy as women
need to make an immediate decision on whether to attend or not

We are also looking at the chronic DNA women and are considering a survey which where we
would contact these patients to try and better understand the reasons for their DNAs. The
design of this survey will need careful planning as we would want it to be non judgmental but
still elicit accurate information,
Colposcopy Clinic Group DNA Numbers – Actual
2014/2015
July
August
Sept
Oct
Nov
Dec
Jan
Feb
March
April
May
June

DNAs
9
14
5
5
4
7
6
7
16
8
6
4
91

Maori
Attendances
19
24
23
24
16
14
12
26
17
16
15
19
225

Sub Total
28
38
28
29
20
21
18
33
33
24
21
23
316

DNAs
17
31
28
24
16
20
15
13
16
19
25
16
240

Non-Maori
Attendances
153
114
132
135
105
115
92
138
131
108
125
114
1,462

Sub Total
170
145
160
159
121
135
107
151
147
127
150
130
1,702

Total
198
183
188
188
141
156
125
184
180
151
171
153
2,018

4

189

5

OUTREACH CLINICS

Obstetric and gynaecological clinics are provided in Taihape on a monthly basis. There is work
in place to provide training sessions for interested General Practitioners in specific
gynaecological procedures.
Whanganui have purchased an additional ultrasound which will provide capacity at the Taihape
outreach clinic for some investigations to be carried out at the time of consultation.
Data on referral numbers and patterns from rural areas is limited in its uniformity and quality.
Further work will be done to improve reporting. Overall MDHB outreach clinics have increased
slightly in volume in the 2014/15 year. Volumes for the Taihape outreach clinic are currently
unavailable.

6

CLINIC SITE
Dannevirke

CLINIC DESCRIPTION
Gynaecology

2013/14
259

2014/15
219

Horowhenua

Antenatal
Colposcopy
Gynaecology

Horowhenua Total

215
88
368
671

247
94
406
747

Grand Total

930

966

MATERNITY CLINICAL INFORMATION SYSTEM (MCIS)

The MCIS is a nationally procured, cloud based, perinatal database and electronic clinical
record. The RWHS is the first early adopter DHB of this system and has approached this as a
joint project between the MidCentral and Whanganui DHBs. This system has seen a large
change in how maternity information is recorded and has seen staff change in how they carry
out their work, with most clinicians reacting positively.
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Wireless access points have been enabled in the Women’s Health area in July 2015. A trial
period established the devices best suited to the work environment and to support the MCIS.
This provides clinical staff with the ability to work on alternative devices, including COW’s
(computers on wheels), IPads and Surface Pros while looking after a mother in the maternity
facility. Work continues to embed and deliver the clinical benefits of this system.
MCIS is now entering a consolidation phase and the refinement of reports is a focus.
Cardiotocography (CTG) machines at MidCentral Health with the interface directly into the
system are due to be purchased in September 2015.
Both midwives (self employed and hospital) and obstetric representatives have been at national
discipline specific meetings with the MCIS provider (Clevermed) in order to address clinical
concerns. Their input has been invaluable as an enabler to the continual improvement of MCIS
from the clinicians’ perspective.
We have been advised that the Midwifery and Maternity Providers Organisation (MMPO), who
have approximately 80% of self-employed LMCs in NZ as members, have signed a contract with
Clevermed to provide their replacement Practice Management Support System.
They have announced that a decision has now been made that the company Clevermed (whose
software is called Badgernet) is the successful vendor and we will be working with them over the
coming months to build a new MMPO online system designed for LMC Midwives.

7

MATERNITY QUALITY AND SAFETY PROGRAMME (MQSP)

In April the Ministry of Health (MoH) confirmed that it was continuing to fund the MQSP for a
further three years in which time the programme should be firmly embedded within MDHB and
will become 'business as usual'. A consultation document from the MoH has been received,
outlining ‘Emerging’, ‘Established’ and ‘Excelling’ tiers of services that each DHB belonged to.
Following self assessment MidCentral Health identified with the establishing tier and now
awaits confirmation from MoH.
In addition the first annual maternity report for MDHB and WDHB is being presented to
the CPHAC on 1 September, after which it will be available on the website. There will be a
presentation day on 3 November 2015 where a Midwifery Leader and an Obstetric Specialist
will critique the report. In the afternoon there will be workshops run on communication,
vaginal birth after Caesarean section and a vision for the Regional Women's Health Service.

8

ENABLING SYSTEMS – WORK STREAM STATUS

The table at the end of this report summarise the status of the priority ‘one’ tasks; their status is
estimated to be 90% implemented. We anticipate that many will be at green status once the
MCIS becomes imbedded in all maternity facilities and in use by lead maternity carers.
Amber work streams largely relate to the progressive implementation of the MCIS and three
relate to referral pathways which link to the Map of Medicine process.
A summary of all work streams is attached in Appendix A.
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9

WORKFORCE

Medical Staffing
The first RANZCOG Integrating Training Programme Registrar has started at Whanganui. At
MidCentral Health Dr Phil Suisted has been appointed as a one year locum consultant from
September. This is an interim measure to support SMO oversight of Delivery Suite at
Palmerston North Hospital, whilst a wider review of the SMO FTE is undertaken.
Midwifery Staffing
Despite a vigorous recruitment round for new graduate Midwives MidCentral had no new
graduates commence at the beginning of this year. However a new graduate did commence 1st
June from Auckland University of Technology (AUT). Whanganui DHB site had one new
graduate commence at the beginning of 2015.
Recruitment remains a focus in this quarter with the Director of Midwifery (DOM) and a second
year post graduate midwife together with the WDHB Midwife Educator spending time with the
Otago Polytechnic potential new graduates for the coming 2016 year. A two hour interactive
session was held at their campus in Paraparaumu to approximately 30 students. There were
several email feedback comments following this session commending the workshop and
conveying that it was well received by the students. The DOM facilitated the same session in
Waikato in August. The new graduate vacancy is on line with a closing date end of August with
interviews planned for September. The plan is for MDHB to take between 4-6 new graduates in
2016 and WDHB 1-2 new graduates.
At the 30 June 2015 MidCentral Health had 3.1 FTE vacancies, for midwives, in addition to
those currently covered by 3.3 FTE Registered Nurses (RNs) employed on temporary contracts.
Challenges to facilitate sufficient skill mix in the roster remains with a careful balance of
experienced midwives, newly recruited midwives and registered nurses. Two experienced LMC
midwives have been appointed, with commencement in February 2016.
We welcomed the Charge Midwife, Diane Hirst who commenced 20 July 2015. Diane's
orientation period has included working with an Associate Charge Midwife and visiting the
primary units in Horowhenua and Dannevirke.
Seven midwives completed the midwifery survey led by the MidCentral Midwifery Practice
Committee with most of the feedback being around rostering and visibility of the Associate
Charge Midwives. The Charge Midwife is working with the midwives regarding rostering to hear
their feedback and work with them on improving satisfaction with rostering.
Horowhenua primary unit has remained fully staffed where we also have a number of casual
midwives who assist with roster gaps due to sickness or education.
At Whanganui DHB we have remained fully recruited over this quarter.
The Midwifery Professional Support pilot evaluation was completed and sent firstly to the
RWHS leadership group and then to all midwives and supervisors. The report was also
forwarded to the Midwifery Council of New Zealand (MCNZ) as requested following their
reading of the planned pilot. The MCNZ has shown a keen interest in this pilot and evaluation.
The pilot overwhelmingly supported the implementation of a Midwifery Professional Support
programme. The next quarter will develop an implementation plan for 30% of midwives to be
offered Midwifery Professional Support.

7
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The strategic workforce plan for MidCentral Health has been approved by the General Manager
and implementation has commenced. Consideration is being given to the concept of new
graduate midwife internship whilst awaiting national exam and APCs if this will further enhance
the new graduate recruitment opportunities.

10 RISKS
Risks identified by the RWHS leadership group continue to be:
Referral Criteria and Clinical Pathways: Map of medicine is being developed and is
progressing in the MDHB district; however there is no ability to automate e-referrals through
primary care Medtech systems.
Mitigation: Use of current systems meantime
Elective Surgery Management: the development and implementation of a common surgical
waiting list register is dependent on the WebPAS (Patient Information System) replacement.
Mitigation: Use of existing separate systems meantime.

11 DOCUMENT MANAGEMENT COMMITTEE
The Document Management Committee continues to make steady progress in merging former
separate MDHB and WDHB documents where it is appropriate that they are common across the
RWHS, along with creating new joint documents. Efforts have also been made to streamline the
approvals process.

Nicholas Glubb
Operations Director
Regional Services

Rowena Kui
Chairperson
Regional Women’s Health Service &
Governance Group
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RWHS Work Stream Summary

Pre project

Appendix A

Clinical Services
1. Acute Maternity Services: align acute maternity
services using Maternity Info systems as integration
tool. Refer to #29. Delayed by national Maternity
Info System.
2. Arranged Maternity Services: Outreach clinics
at Taihape continue to improve, with training
planned for GP’s for specific gynaecological
procedures.
Review of all current outreach clinics continue
3. Acute Gynaecology Services: develop Early
Pregnancy Units at both Hospitals. EPAU clinic is
well established at Whanganui and clinical
guidelines continue to be developed.
4. Elective Gynaecology: review gynae outreach
clinics across region using NHS Lothian model.
Outreach clinics have started at all clinics.
5. Gynaecology Audits across the RWHS.
Undertake systematic audits. Trialling of a
gynaecological surgical software audit program is
progressing. Refer to #25. Audit process and
supporting technology in development.
6. Colposcopy Services: Training continues with a
training day held to show IT system updates.
7. Gynae Oncology Service: Establish as a regional
sub specialty. For 2014/15 financial year a total of 21
patients have been managed through the multidisciplinary team (MDM) process for Palmerston
North site. Wanganui site has had 3 referred
through the MDM.
8. Uro Gynaecology: establish as a regional sub
specialty and appoint lead. Clinical lead appointed.
This service continues to be valuable for women in
the RWHS,
9. Feto Maternal Medicine: establish as a regional
sub specialty and appoint lead. Clinical governance
group established to set clinical and service
standards, MDM meetings continue.
10. Fertility & Endometriosis: establish as a
regional sub specialty and appoint lead. Joint
clinical leads appointed. Work plan to be
developed.
11. Women & Baby transfers: implement consistent
systems and processes aligned with National
systems. This is being developed through the
Maternity and Neonatal Clinical Information

G

G

G

G

G

G

G

G

G

G

G
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System.
12. Antenatal Education: review antenatal education
services with respect to how they impact RWHS.
Note antenatal education delivery is outside scope
of RWHS.
13. Referral Criteria & Clinical Pathways:
Pathways developed. Progressing in MidCentral
and decision to proceed with map of medicine in
Whanganui made. The pathways at Whanganui will
have been prioritised for later in the year.
14. Obstetric Referrals: implement common point of
referral and triage process. Agreement reached to
publish early registration guideline on map of
medicine.
15. Gynaecology referrals: implement common
referral & triage process with common clinical
pathways. Awaiting IT resource to implement
SharePoint solution allowing data sharing. Map of
Medicine referrals are currently a part of the map of
medicine implementation processes.
16. Common surgical waiting list and surgical
scheduling plan: awaiting IT resource to
implement SharePoint solution allowing data
sharing
17. Links with other services: e.g. New-born
hearing screening. This is being piloted through the
MCIS implementation.
18. Primary Care Services: implement common
referral guidelines to provide tools to support LMCs.
Strengthen local Maori health provider
relationships. An MQSP initiative, this will be
supported by the implementation of the Tuia
framework, with Directors Maori support.
19. Women & family Support: review women &
family transport and accommodation. Consider
recommendations from the Maternity Quality &
Safety Group.
20. Social Work Services: develop a common
approach to social work service delivery across the
region. Social Worker role in Early Pregnancy Unit
defined.
21. Cultural Responsiveness: establish a cultural
advisory group. Tuia report presented and accepted
and is now to be integrated into the RWHS service
development plan, this will be a staged
implementation process.

G

A

A

A

A

A

A

G

G

G
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Service Strategy, Quality & Evaluation
22. Clinical Governance: develop and implement the
Clinical Governance Structure. This work has been
completed.
23. Sentinel Events: develop protocols for managing
RWHS sentinel events. Protocols have been
developed and are now part of the standard
operating procedures at both sites.
24. Service Quality Framework: develop common
clinical policies and guidelines. Some 200 clinical
policies and guidelines are under review and
priority areas set.
25. Maternity and gynaecology audits: develop
and implement audit programmes. Audit
committees established and meeting. Audit
schedules in place. Surgical audit being piloted.
Maternity audits standards agreed and will become
part of MCIS report processes.
26. Maternity Quality & Safety Program: continue
Development of program and ensure full
participation. Programme continues.
27. Service Evaluation: set evaluation baselines
(including measures for mother and family).
Evaluation scheduled.

G

G

G

G

GG
G

Service Governance Management and Staffing
28. Governance Group: establish the RWHS
Governance Group. The group is established and
meets regularly.

G

29. RWHS Cultural Advisory Group: refer to #21.

G

30. Midwifery Peer Support: group appointed and
terms of reference agreed.

G

Business Framework
31. Information Systems: establish RWHS
Information Group and implement the national
Maternity Clinical Information System.
32. Clinical Management and Reporting:
implement joint performance reporting using
MDHB scorecard. This work is in place but needs
refinement w.r.t. timing and variance analysis.
33. Service Contracting: draft and execute statement
of work for RWHS under the centralAlliance joint

G
G
G

11

procurement agreement. Reports to Boards
submitted.
34. CPHAC and HAC reporting: provide reports on
implementation progress.
35. Staff Accommodation and Support: ensure
that office and administration support is available in
Whanganui for the service. All office
accommodation has been provided.
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A = Amber
R = Red

Appoint
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Recruit
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plan
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G
G

Communications
36. Communication Mechanisms: develop
common stakeholder contact list & implement
communication programme. SharePoint site
developed. Newsletters launched.

G
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TO Hospital Advisory Committee
FROM Mike Grant
General Manager Clinical Services
and Transformation
DATE

19 August 2015

MEMORANDUM

SUBJECT MCH Operations Report – June/July 2015

1

PURPOSE

This report is for the Committee’s information and discussion. It provides information about
MCH’s (MCH) financial and operating performance for June/July 2015. The report also
provides updates on the progress MCH has made towards meeting the Ministry of Health’s
health targets and other initiatives currently under way.
2

SUMMARY

For the last eight months of the 2014/15 year MCH achieved the 95 per cent Shorter Stays in
Emergency Department target, closing the year at 95.4 per cent for June 2015. In Quarter 4,
MCH accomplished 95.7 per cent which is the best quarterly achievement to date. July’s
result was 94 per cent which is a considerable improvement on the 91 per cent accomplished
in July 2014.
There were 347 more ED presentations this July compared to the same month in 2014. The
daily presentation average was 125 for July (the annual daily average is 111) with variations
between 96 and 166. One hundred and sixty six presentations is the highest recorded
number to have presented to the ED at MCH in a single day. The outcomes of our winter
planning and patient flow improvement programme are continuing to deliver benefit to staff
and patients across the organisation through these winter months.
MCH exceeded the Elective Discharge Health Target for 2014/15 by 454 discharges. For the
month of July 2015 MCH have started the year behind by 30 discharges.
As at the end of June 2015, MCH has yellow status in both ESPI 2 and ESPI 5. It is expected
that in July MCH will be yellow in ESPI 2 and red in ESPI 5. The July ESPI 5 result can be
attributed to the under delivery in elective CWDs due to an increase in staff and patient
winter illnesses. This is a temporary result in ESPI 5 with a return to yellow for August.
An IANZ audit was undertaken at BreastScreen Coast to Coast in June 2015. From the
assessment, no instances were identified where the systems were not in conformity with the
relevant standards, and as such the continuation of accreditation has been recommended.
IANZ noted that “BSCC continues to provide a well-structured and efficiently run breast
imaging service to the MidCentral region. The service once again demonstrated a diligent
approach to the provision of quality breast imaging service that was well-supported by a
committed, dedicated team.”
The June monthly finance result was $1,039k favourable to budget. The result for the year
end for 2014/15 was $3,510k unfavourable to budget.
The monthly result for July was $164k unfavourable to budget. Overall revenue was $124k
favourable. Total cost weights (CWD) were 161 favourable, surgical elective CWDs were 102
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unfavourable with acute CWDs 151 favourable; first attendances were 84 favourable and
follow up attendances were 277 favourable.

Overall expenditure was $288k unfavourable. Personnel costs were $54k unfavourable, with
Mental Health services being $53k unfavourable. Outsourced services were $136k
unfavourable; MRIs were $66k unfavourable.
Clinical supplies were $269k unfavourable, pharmaceutical costs being $157k unfavourable;
with infection $70k and patient transport $136k unfavourable. Infrastructure costs were
$170k favourable.
The Ministry of Health have responded to the Child and Adolescent Oral Health Service
expressing satisfaction with the level of enrolments for all age groups, noting the steady
increase in the number of pre-schoolers enrolled.
MDHB continues to show improvement in the Faster Cancer Treatment (FCT) target with 93
percent of patients treated in July receiving this treatment within 62 days of their referral.
MDHB’s proposal for FCT funding was successful and a project is now being implemented to
focus on a systematic approach to pathway integration and removing barriers to faster
treatment across surgical and medical subspecialties.
3

RECOMMENDATION

It is recommended
that this report be received

4
4.1
4.1.1

OPERATING RESULTS – JUNE/JULY 2015
Year End June 2015
Financials

The June monthly result was $1,039k favourable to budget. The result for the year end was
$3,510k unfavourable to budget.
4.1.2 Revenue/Funding
Overall revenue was $2,955k favourable to budget; this included the surgical acute CWD
revenue of $2.7m. Total case weights were 1,147 unfavourable, surgical elective CWDs were
55 unfavourable, acute CWDs were 585 unfavourable; first attendances were 230
unfavourable and follow up attendances were 2,926 favourable. ACC revenue for the year
was $720k favourable.
4.1.3 Cost Structure
Overall expenditure was $6,464k unfavourable.
Personnel costs were $2,986k unfavourable, with Mental Health services being $1,546k
unfavourable.
Outsourced services were $2,249k unfavourable, the major variances being in other DHBs
$749k, radiology services $540k, MRIs $300k and health recovery beds $127k.
Clinical supplies were $2,249k unfavourable, with pharmaceutical costs being $1,393k
unfavourable, with gastro $514k, cardio vascular $150k, infections $218k unfavourable; and
patient transport was $290k unfavourable.
Infrastructure costs were $1,020k favourable, with interest and financing costs being $462k
favourable.
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4.2

July 2015

The following information provides a summary of the financial results for MCH for the prior
month, month and year-to-date based on MidCentral DHB’s District Annual Plan (DAP)
2014/15.
Figure 1: MidCentral District Health Board – Financial Performance
$000
Prior Month
Actual Budget Variance
Funding Division
Provider Division
Governance
Total DHB

(879)
258
274
(347)

744
(131)
223
835

Actual

(1,623)
389
52
(1,182)

July
Variance

(846)
485
(181)
(541)

Y ear to date
Actual Variance

9
(66)
(79)
(136)

(846)
485
(181)
(541)

9
(66)
(79)
(136)

The Provider Division result above includes Enable, the Health Care Development Team and
Support Links.
Figure 2: MCH – Financial Performance
$000

Prior Month
Actual
Variance

Revenue

28,452

Expenditure
Personnel
Outsourced Personnel
Sub-Total Personnel
Other Outsourced Services
Clinical Supplies
Infrastructure & Non-Clinical
Total Expenditure
Operating Surplus/(Deficit)

July
Actual Variance

7 .9%

27,302

15,959
517
16,475

(297)
(453)
(750) (4.8%)

1,483
4,340
4,676
26,973

124

%

Year to date
Actual Variance

0.5%

27,302

124

15,073
374
15,447

256
(310)
(54) (0.4%)

15,073
374
15,447

256
(310)
(54)

(41) (2.8%)
(282) (7 .0%)
219 4.5%

1,611
4,464
4,907

(136) (9.2%)
(269) (6.4%)
170 3.4%

1,611
4,464
4,907

(136)
(269)
170

(854) (3.3%)

26,429

(288) (1.1%)

26,429

(288)

1,479

1,235

872

(164)

872

(164)

450

(0)

450

0

450

0

1,029

1,235

422

(164)

422

(164)

Corporate Services
Surplus/(Deficit)

2,088

%

Commentary on the result is provided further below.
Figure 3 Forecast
$000
Y ear to date
Actual Budget
Variance
MidCentral Health

422

586

(164)

Annual
Forecast
Budget
588

Variance

588

0

The forecasted result for the 2015/16 financial year is a surplus of $588k.
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Graph 1: Financial Result Graph
MidCentral Health Financial Result to Budget
4,000
3,000
2,000
1,000
0
‐1,000
‐2,000
Jul

Aug

Sep

Oct

Actual pm

Nov

Dec

Budget pm

Jan

Feb

Actual ytd

Budget ytd

Mar

Apr

May

Jun

Forecast

The bar graph represents the month’s result against budget and the line graph represents the
year-to-date result against budget.
4.2.1

Commentary – July Financials

The monthly result was $164k unfavourable to budget.
4.2.2

Revenue/Funding

Overall revenue was $124k favourable. Total case weights were 161 favourable, surgical
elective CWDs were 102 unfavourable with acute CWDs 151 favourable; first attendances
were 84 favourable and follow up attendances were 277 favourable.
4.2.3

Cost Structure

Overall expenditure was $288k unfavourable. Personnel costs were $54k unfavourable, with
Mental Health services being $53k unfavourable due to Mental Health Senior Medical
Officer Locums. Outsourced services were $136k unfavourable; MRIs were $66k
unfavourable. Clinical supplies were $269k unfavourable, pharmaceutical costs being $157k
unfavourable; with infection $70k and patient transport $136k unfavourable. Infrastructure
costs were $170k favourable.
Figure 4: Actual to Budget Trend
$000

Actual Budget >
July August

Sept

Oct

Revenue

27,302 27,089

26,435 26,629

Expenditure
Personnel
Outsourced Personnel
Total Personnel

15,073
374
15,447

14,698
64
14,762

14,763
64
14,827

14,981
64
15,045

1,611
4,464
4,907

1,463
4,151
4,990

1,452
4,112
4,895

1,449
4,170
4,978

26,429

25,366

25,286

25,643

Recharging

450

450

450

450

Net Result

422

1,273

698

536

Outsourced Clinical Services
Clinical Supplies
Intrastructure & Non-Clinical
Expenditure

The schedule shows the actual and the next budgeted months of the financial year.
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Capital Expenditure

Figure 5: Capital Expenditure Programme 2015/16
Capital Expenditure Programme 2015/16
MCH 30 June 2016
Budget
2015/16 Approved
$'000's
$'000's
MCH Provider
Commercial Support
Generators
Substation (Phase 2)
Laundry Substation
Seismic Work
Fire Cell Penetration
Items under $250k
MCH
Linac Sinking Fund
Bed Replacement Programme
Planning Equipment -Radiotheraphy
Anaesthetic Machines
Medical Imaging equipment
Items Under $250k
Investment
Master Health Services Plan- Hospital Reconfiguration

555
400
250
450
745
1,964
4,364
360
427
350
610
1,250
4,111
7,108

250
225

312
280
107

2,000

2,000

Total MCH Provider (MCH & Comm Support)

2,000
13,472

3,174

Total Cfwd 30 June 2015 (Approved or in action at 30 June 2015)
Earlier Y ears
Total

15,294
15,294

TOTAL CAPEX 2015/16
Earlier Years
Current Year
Total

15,294
13,472
28,766

CAPITAL SPENT YTD
Carried Forward Approved CAPEX Prior Y ears
CAPEX Programme 2015/16
Total
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Performance Measures: July 2015 Results

The summary performance measures to May are as follows.
Table 1:

Summary KPIs to July 2015

Report
Personnel costs (including locums)
Elective Initiative plan

CWD
Discharges

Medical bed occupancy
Faster Cancer Treatment
ED wait times
ESPI 2: Patients waiting longer than four months for their FSA
ESPI 5: Patients given a commitment to treatment but not treated
within four months
Smoking Cessation (secondary services)

July
*
x
*



YTD
*
x
*



*
*

*
*

*

*

*

*

* Within 10 per cent, () unfavourable, medical bed acceptable range 80-90 per cent.
Detailed information regarding performance against these measures is given in Appendices 5 and 6
(except for Shorter Stays in ED, which is reported below).

Graph 2: Faster Cancer Treatment – July 2015

Table 2:

MidCentral Domicile Patients

Patients treated within 62 days
Patients identified with high suspicion of cancer
% treated within time frame

July
14
15
93%

YTD
14
15
93%

MDHB continues to show improvement in the FCT target with 93% of patients treated in
July receiving this treatment within 62 days of their referral.
Note that the Faster Cancer Treatment formally replaces the radiation and chemotherapy
wait times as the health target. Performance against this indicator is still bedding in so we
expect the data to become more robust over future months. Improvement against this target
is a priority, recognising that 85 per cent is to be achieved by end of June 2016.
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Shorter Stays in Emergency Department (ED) Target

Ninety five percent of patients will be admitted, discharged, or transferred from ED within
six hours.
MCH achieved the 95 per cent Shorter Stays in the Emergency Department for the last eight
months of the 2014/15 year. Although the total target achievement for the year was not
attained (94.2 per cent), the health target was reached for the last three quarters of the year.
For the majority of DHBs achievement of the Shorter Stay in the Emergency Department for
the first quarter has always proven to be challenging. The target was not achieved by MCH
in July 2015 (94 per cent).
Figure 6: Percentage of Patients Discharged or Transferred within Six Hours
June 15
Presentations admitted discharged transferred within
six hours
Presentations
% treated within timeframe

Presentations admitted discharged transferred within
six hours
Presentations
% treated within timeframe

3,194

End of Year
Result
38,020

3,348
95.4%

40,370
94.2%

July 15
3,638

YTD
38,020

3,869
94.03%

3,869
94.03%

Graph 3: Emergency Department (ED) Patients Discharged or Transferred
within Six Hours – 2014 – 2015
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Graph 4: Emergency Department (ED) Patients Discharged or Transferred
within Six Hours – July 2015

The July result was 94 per cent. This is the first time for nine months that the target was not
achieved, although it is a significant improvement against the July 2014 result of 91 per cent.
There were 347 more ED presentations this July compared to the same month in 2014. The
daily presentation average was 125 for July (the annual daily average is 111) with variations
between 96 and 166. One hundred and sixty six presentations is the highest recorded
number to have presented to the ED at MCH in a single day.
The percentage of patients admitted in July (33.1 per cent) was higher than in July 2014 (31
per cent) with an increase of 189 patients. The average daily admission rate was 41.3
patients with variations between 26 and 64.
In 2015/16 work to progress the patient flow improvement projects will continue between
General Medicine, Elder Heath, and Surgical Services in partnership with the Emergency
Department.
5.2

Winter Planning

Winter is a busy time for all health services. Not only are patients exposed to winter illnesses
such as colds and influenza that can exacerbate underlying health issues but these same
illnesses impact upon healthcare workers, adding to the difficulties of sustaining fully
functioning services.
District Health Boards across New Zealand plan every year to implement processes to enable
them to cope with the potential increase in demand. Strong patient flow processes have to be
in place throughout the whole year so that they are sustainable through the pressures of
winter and then additional winter escalation plans can be built upon those processes.
At the commencement of winter 2015, MCH had sustained the Shorter Stays in the
Emergency Department target of 95% for seven months.
In practical terms this meant that patients and staff had experienced the benefits of good
processes and that staff had embedded them into their daily practice. Therefore, possibly for
the first time, the need and benefits of planning for winter was understood and belief that
taking the time to plan would relieve some of the pressure experienced in previous years.
Winter Planning for 2015 commenced late 2014 and brought together staff from across the
DHB and PHO. The aim being to maintain health services so that no patient presenting to
MCH in winter would receive a service different to the service they would receive at any
other time of the year. The challenge being that patient presentation numbers to the ED
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increase in winter, more patients are admitted acutely and potentially those patients stay in
hospital longer due to the severity of their illness.
Planning for winter can now be viewed under distinct headings:





Escalation planning
Alternative facilities
Patient and staff welfare
Monitoring

5.2.1

Escalation Planning



Hospital Escalation Plan

From a series of meetings, with representation from both secondary and primary care a draft
escalation plan was drawn up. The practicalities of the plan were discussed at a number of
clinical and non-clinical forums with the main concern being centered on the identification
of when the ED and the hospital moved from one level to the next. It was agreed that going
into this winter only the first two levels (Green - business as usual and Yellow – potential
concern) would be circulated and that clinicians would be asked to feedback when they
believed ED or the hospital had moved to the next level.
To date no feedback has been received though it is recognised that there are a number of
occasions when the plan should have been activated. This has engendered discussion, in
particular with senior ED staff, which will be used to formulate changes to the plan next year.


Variance Response Plan

The Variance Response Plan (VRM) was devised as part of the Care Capacity Demand
Management programme (CCDM) and was built into the Hospital at a Glance (HaaG)
screens. Each ward developed electronic criteria for escalation which is displayed on the
HaaG screens and indicates to the organisation when that area requires support or is able to
support others. During the summer of 2014.15 each ward revisited their criteria and staff
were reeducated regarding its use. With the improved confidence in the tool from both the
ward staff and from others who are able to assist, the use of VRM has increased and has the
potential to be further developed. For example; a combination of the ED, ward and a
Hospital Operations Centre (HOC) VRM would be the indicators for the hospital escalation
plan.


Flexible beds and Flexible Staff

In previous years winter planning had centered upon the ability to increase the bed capacity
of the hospital and find sufficient nursing staff to resource the beds. Attempts were made to
increase the number of nursing staff available through the Staff Bureau. This was achieved
with variable success, in that additional beds were used, but staff levels were not always
there. This put considerable strain on all staff. In 2015, similar plans were put in place
though with the changes to the patient flow processes developed over the previous months it
was anticipated that the pressure on beds would not be so overwhelming.
5.2.2 Alternative Care Facilities


Primary Options for Acute Care (POAC)

The pilot programme commenced in December 2014 has incorporated eight General Practice
(GP) teams who together cover 42% of the DHB’s population. The teams have primarily
focused on, but not been exclusive to, testing the management of three collaborative care
pathways. The aim of this programme is to divert appropriate patients away from ED and to
ultimately prevent the requirement for the patient to be admitted to hospital. Up to the
beginning of August 2015, 300 patients had been through the programme with 10% going on
to require referral to hospital. Feedback from the providers has been positive. The focus
prior to next winter will be to enroll further GP practices and thereby increasing the
catchment population by a further 25%.
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Patient and Staff Welfare
Winter Warrants of Fitness

In the lead up to winter 305 patients were sent a letter inviting them, in conjunction with
their general practice, to review their health plans. They had been identified as patients who
during 2014 had presented to the ED at MCH with a diagnosis of chronic obstructive
pulmonary disease (COPD) and required admission. Since the beginning of May through
July there has been a 38% reduction in admissions for this cohort of patients. The ongoing
success of this initiative will be reviewed at the end of the winter months. If proven to be
successful consideration will be given to expanding the concept to patients with other
conditions which are traditionally impacted upon during winter.


Influenza Campaign

MCH, when compared with other DHBs, was shown to have the lowest percentage of staff
vaccinated against influenza in 2014 (40%). Through a number of initiatives, including ward
based vaccinators, competitions and publicity, MidCentral has achieved a 60% staff
vaccination rate. A simple staff survey has already been sent out requesting how we can
improve on this performance for next year.
5.2.4

Monitoring



Winter Planning Meetings

A combination of senior medical and nursing staff, district nursing, service managers and
primary health representatives have continued to meet on a regular basis. This proactive
group has been able to immediately discuss problems or difficulties as they arise and
implement changes or contact those who are in a position to assist. Information has been
passed between services thereby increasing understanding and co-operation.
5.2.5

Progress to Date



Emergency Department Presentations

The annual number of ED attendances has remained constant for the past three years and
admissions have marginally increased for the same time period. However, over the 2015
winter months the numbers have been steadily climbing. Winter numbers normally start to
build in June though for this year it was both a mild and slow start. By July ED has seen a
record number of attendances and admissions.
Graph 5: ED Winter Presentations Comparison 2013-2015
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Graph 6: ED Winter Admissions Comparison 2013-2015



Shorter Stays in the Emergency Department

MCH did not achieve the 95 per cent target in July. However, in light of the significant
increase in both presentations and admissions the 94% achievement was considered to be a
positive accomplishment.
Graph 7 Shorter Stays in ED Winter Comparisons 2013-2015



Hospital Occupancy

The capacity of the hospital to manage the flow of patients requiring admission is indicated
with the occupancy of the hospital (at the midnight count). The following two graphs
indicate the percentage occupancy for the adult acute wards at the resourced bed level and
against the occupancy if all the potential (flexi) beds that could be used are occupied. During
the winter of 2014 the hospital was at capacity for most of the winter months.
Graph 8: Winter Occupancy Against Resourced Beds 2014 -2015
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Average Length of Stay (ALOS)

This is a key indicator for the specialist services, with an improvement being achieved
without a rise in the readmission rate.
Graph 10: Winter ALOS for all Acute Medical and Surgical Inpatients

As shown below General Medicine continue to sustain their improved ALOS with the
cumulative ALOS being 1.3 days less than August 2013/14.
Graph 11: Genral Medicine Cumulative ALOS 2013/14 – 2015/16

5.2.6 Positive Outcomes
The most important part of winter planning has been to improve the care and treatment that
MCH patients receive and that staff feel that they are delivering that care well.
Karen Rolleston, Charge Nurse for Ward 26 said:
This winter compared to last, one could assume you are in a different hospital. We
definitely know it is winter, however, the demand on beds and staff that was
largely overwhelming last year seems so much more manageable, the nurses are
still smiling and we have not have had the stress related tears to date.
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Iona Bichan, Charge Nurse for the ED commented:

Last winter it was not unusual to start the day with more than 10 patients boarding
in ED waiting for beds. This winter, there has only been one occasion. Any delays
are usually resolved within a couple of hours. Last year nurses often missed meal
breaks and worked overtime, and morale became very low. This year, overtime
and missed meal breaks are rare and patient complaints about waiting times and
staff attitude have almost disappeared.
Dr Mark Beale, Clinical Director for Medical Services, when asked how he thought it was
going this winter said:
There are far fewer crises and compared to previous years, it is all going relatively
smoothly. Our systems are far more robust and this is despite substantially greater
volumes through General Medicine.
Dr Helen Cosgrove, Clinical Director for the Emergency Department, summed up winter so
far by saying:
June felt really good and although July and August have been bad, due to the
number of presentations, we have coped. Staff have commented that if we had the
same numbers last year that we have seen this year then the wheels would have
come off. So although it is sometimes unpleasant for our patients, we are managing
to see and treat them far better than we could have hoped to have done last year.
6

Human Resources Update

6.1

Collective Employment Agreements

Negotiations are under way as follows.
Figure 9: Collective Employment Agreements
Agreement
MDHB’s
Storeperson CA

MDHB’s
Pharmacy CA

Medical Physicists

PSA Allied, Public
Health and
Technical MECA

Status
Initiation of bargaining has been received from First Union.
The first day of negotiations was held in March 2015.
However, negotiations were put on hold pending the
outcome of other national negotiations. Further dates are
now being scheduled for August.
Initiation of bargaining has been received from First Union.
The parties were waiting for the outcome of other national
negotiations before proceeding. MDHB is now preparing its
bargaining strategy and dates for negotiations are to be set
as soon as possible.
Bargaining for the renewal of the Medical Physicists MECA
formally commenced in February 2015 with the parties
meeting on a number of occasions. The DHBs offer to settle
this MECA was rejected. The six DHBs providing Regional
Cancer Treatment Services had received notice of strike
action for several periods in May/June. Following this the
Medical Physicists bargaining and industrial action was
suspended while the parties establish a shared view of the
Medical Physicists workforce.
Data on the workforce is currently being compiled to inform
facilitated joint discussions on the workforce issues. This
data collection will be both quantitative and qualitative
resulting in a report for joint consideration.
Negotiations using an “interest based” approach, rather
than the traditional industrial model have now concluded.
A potential package for settlement is currently being
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NZNO Nursing
and Midwifery
MECA

developed.
Negotiations have concluded. The NZNO have advised that
the DHB’s offer has been ratified by their members.

7

Quality, Safety and Other Updates

7.1

Child and Adolescent Oral Health Update



Utilisation of DHB funded dental services by adolescents
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28 February 2015

For the 2014 calendar year 82.4 per cent adolescents utilised services against a target of 85
per cent. This is similar to 2013 results of 82.1 per cent.
Services were provided by contracted dentists and Child and Adolescent Oral Health. A
provider exited their contract during 2014 which may have impacted on utilisation as well as
two mobiles being out of service until November 2014.
A new provider has been confirmed this year which will improve capacity to see adolescents
and achieve the target.


Response from Ministry of Health on Impact Monitoring report period
ending 30 June 2015

A report was provided to the Ministry of Health regarding progress to date for the period 1
January to 30 June 2015.
The Ministry of Health have responded expressing satisfaction with the level of enrolments
for all age groups, noting the steady increase in the number of pre-schoolers enrolled.
Management of the service workforce and focus on recruitment and retention of staff was
acknowledged. Positive comment was also made on the efforts to manage arrears and
maintain these at an acceptable level.
7.2

Pharmacy Repacking and Labelling

Packing down of a wider range of bulk supplied medicines is well under way with the
development of a series of labels with coloured strips to assist with distinguishing between
different strengths of the same drug. New Zealand tall man lettering will also be introduced
with the new program of repacking. Tall Man lettering (or Tallman lettering) is the
practice of writing part of a drug's name in upper case letters to help distinguish soundalike, look-alike drugs from one another in order to avoid medication errors.
7.3

Update on Measles Outbreak

There have been no further cases of measles notified since the outbreak during May/June
2015, confirming that the outbreak was well contained. There was, however, a significant
impact on hospital staffing following exposure of a number of staff to one of the cases. These
staff were advised to go into isolation until such time as their immunity status could be
confirmed.
A debrief was held on 7 July 2015 in order to identify learning’s, both positive and negative.
The themes that emerged included;





Communication
Data on staff immunity status
Data on staff rosters
Pre-employment screening

These will be followed up in order to enhance future responses.
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Cancer Services



Radiation Oncology CT Replacement
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The development of the business case for the replacement of the CT scanner, and associated
refurbishment of the treatment area is nearing completion. The case is currently before the
Executive Leadership Team for comment prior to presentation to the next HAC meeting.


Medical Oncology Outpatient Relocation

The tenders for the planned relocation of the Medical Oncology outpatient clinic, generously
supported by the Radiotherapy and Oncology Trust, have been received and a process is now
underway to select the contractor.


Faster Cancer Treatment Programme

MDHB’s proposal for Faster Cancer Treatment funding was successful and a project is now
being implemented to focus on a systematic approach to pathway integration and removing
barriers to faster treatment across surgical and medical subspecialties. Two project
managers are to be appointed to this work, as well as the development of new resources for
patients to use one the cancer journey, all funded within the initiative. Key outcomes are not
only to meet the FCT target but also to ensure seamless integrated pathways are developed
from primary to secondary services and that an in-depth review of inequities within the
current systems is undertaken. The project begins in October and will continue for 12
months.
Within the treatment service patient flow continues as expected for radiotherapy and
chemotherapy with all patients treated within four weeks of the decision to treat. MDHB
also continues to show improvement in the FCT target with 93% of patients treated in July
receiving this treatment within 62 days of their referral. For the month 15 patients were
identified within the target pathway which is approximately 20% of the expected diagnosis
per month. The planned project aims to increase the numbers of patients being treated as
part of the well-coordinated and monitored FCT pathway, as well as simply treating those on
the pathway in time. This is an important part of the FCT programme, to develop long term
strategies that improve cancer diagnosis, access and treatment for all patients through the
use of standardised care pathways and will be a key driver for the project beginning next
month.


Cancer Service Supportive Care

A new position started in the RCTS last month that is dedicated to supporting patients
needing to travel to and from the Cancer Centre. This role, employed by the Manawatu
Cancer Society, is a joint initiative between our two organisations, and is an exciting new
development in growing supportive care services. Primarily the focus is on providing a
service to people who do not have their own transport, or do not have
whānau/family/friends or community networks to take them to their regular appointments
but is also an important opportunity for Cancer Society services to be offered and for patients
to have first-hand interactions with Cancer Society staff.
The RCTS and Cancer Society have a long history of collaboration, however this is the first
initiative where Cancer Society staff are on the RCTS site. It is hoped to grow this
opportunity further with next steps to discuss the integration of volunteers within the
service. The volunteer network is well established and valued in both Wellington and
Christchurch centres and is an opportunity to counterbalance some of the difficulties
patients face with services spread across the campus. Volunteers spend time with patients,
care for the environment by looking after patient spaces and waiting rooms as well as run
errands such as buying newspapers or collecting prescriptions. The new role is located at the
LA4 reception where there is the opportunity to meet and greet a number of patients every
day.


RCTS Clinical Governance for Hawkes Bay

The RCTS has also taken first steps in a new model of regional governance in July. The
Hawkes Bay (HB) Clinical Governance group had its inaugural meeting in July, held at the
HB Cancer Society rooms. Previously Hawkes Bay staff joined the larger, and long
HAC – Operations Report – Part 1
June/July 2015

Page 15

212

established, Palmerston North based governance framework by videoconference. While
useful for information sharing it was found that more focus was needed to support this large
site than could be achieved by simply ‘dialling in’ and the decision was made for a new forum
to be developed that focused on treatment delivery in Hawkes Bay specifically. The first
meeting was very positive, with senior clinicians and management at the table from both
DHBs. Meetings are to be held a minimum of five times per year with RCTS leadership
travelling to Hawkes Bay to ensure better collaboration, stronger relationships and timely
resolution of issues and acknowledging that strengthening these relationships face to face
will better support the achievement of these goals.


BreastScreen Coast to Coast Audit

An IANZ audit was undertaken at BreastScreen Coast to Coast in June 2015. From the
assessment, no instances were identified where the systems were not in conformity with the
relevant standards, and as such the continuation of accreditation has been recommended.
Two strong recommendations were identified which related to work in progress regarding
staff reviews and planned quality checks for the new ultrasound machine and have now been
signed off. IANZ noted that “BSCC continues to provide a well-structured and efficiently run
breast imaging service to the MidCentral region. The service once again demonstrated a
diligent approach to the provision of quality breast imaging service that was well-supported
by a committed, dedicated team.”
7.5

Therapy Services Update

Therapy services will be implementing Service Accreditation (under the Ministry of Health
Equipment and Modification Services (EMS) assessor framework) as of September 2015.
This accreditation will allow greater opportunity for community Occupational Therapy and
Physiotherapy staff to issue a wider range of equipment across traditional assessing and
issuing boundaries. Training programmes and policy is currently being developed for this to
roll out in September 2015. This will improve services to patients and simplify issuing of
equipment. MCH is starting with a limited number of equipment options with the plan to
expand equipment over time. Starting in the community with the intention of moving the
process into the acute setting over time as community services processes are embedded.
7.6

Ambulatory Care Facility Upgrade

Progress on the facility upgrade continues.
Work continues to establish a dedicated cardiology and outpatient department which will
house cardiology diagnostic services (exercise tolerance testing, echocardiography,
ambulatory monitoring, pacemaker follow-ups and ECG) as well as outpatient clinic areas.
The newly relocated staff room has been completed, as has the new space for the medical
photographer, as well as an administration hub to enhance the pre-admission clinic patient
flow process.
The booking clerks have been re-located to the old mailroom site which has been refurbished, and work has commenced on the new location near central patient administration
for the medical secretaries currently split across three locations within the Ambulatory Care
department.
The project is approximately 50 % complete and set for completion towards the end of 2015.
7.7

Nursing Updates



New Nurse Director Appointment

The nursing department recently welcomed Debbie Davies to the team. Debbie has been
seconded from HealthCare Development to MCH for six months, to provide greater capacity
to the nursing team. Her key focus will be on primary nursing and integration.


Nursing Clinical Governance Model

Work to review and update the nursing clinical governance model continues, and are focused
on the following aims:
 Align with the MDHB Quality Improvement and Outcomes Framework.
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 Simplify, streamline and integrate the various nursing governance and service
improvement focused activities (including Releasing Time to Care, Care Capacity
Demand Management, Nursing Governance meetings).
 Integrate with multidisciplinary, whole of clinical services, whole of organisation
approach.
 Prepare the ground work for an Across Continuum of Care Nursing Governance.
The development of an implementation plan is under way and has been informed by
workshops attended by key nursing groups.


eviQ Anti Neoplastic Drug Administration Course Central Region Pilot

The concept of a single chemotherapy training programme based on international best
practice standards and using online learning methodology is supported by the Ministry of
Health, the DHBs Directors of Nursing and the NZ Nurses in Cancer Care Collaborative.
This project is a collaboration between Capital & Coast DHB and MidCentral DHB under the
umbrella of the Central Cancer Network and so will influence chemotherapy nurse training
in eight partner DHBs overall. Progress to date includes completion of a regional stocktake,
training the two lead cancer nurse educators from each DHB and installing the programme
on Ko Awatea and the CCDHB Learning and Development Centre ready for use. Work is
currently under way to adapt the programme for central region use and train further
assessors and nurse trainers for implementation in the next few months.


Releasing Time to Care

A stock take of progress against each of the 11 modules was recently completed in each
participating ward, along with identification of outstanding activities and aspects to
complete. Most modules are close to completion, with much of the remaining aspects likely
to be addressed via the patient flow project under way. After a review of the summary stock
take and remaining actions list, the RTC Governance Group has recommended that Wards
24 and 26 outstanding activities and aspects be prioritised for completion, as per the RTC
‘re-launch’ project plan. An action plan to complete RTC in Wards 24 and 26 is currently
being developed by the Nursing Projects Lead.


Professional Development and Recognition Programme (PDRP)

MidCentral DHB has worked collaboratively with the central regional DHBs over the last few
months, to provide a common understanding of the future direction of PDRP within the
region.
From this working group, our new sub-regional PDRP was rolled out on 2 April 2016. The
next significant change to take place will involve a review of the senior nurses PDRP.
7.8

Regional Major Trauma Network Update

Work continues to progress for the regional major trauma network. Agreement has been
made around the use of Waikato DHB database regionally and local access to this
programme is in the process of being implemented. The regional group had a meeting here
at Palmerston North Hospital in June to ensure progress is being made with another meeting
planned for September. This will mainly be a training session on the use of the database but
will provide another opportunity for the group to progress regional solutions.
7.9

Open Disclosure Training

Open disclosure training is scheduled for 30 September and 1 October 2015 and will
accommodate 85 attendees from our DHB. Both Hawke’s Bay and Wanganui DHBs are
sending several of their staff to the session as well. Four sessions will be offered with
individuals only required to attend one three hour session. The Cognitive Institute are again
providing this training as they did for Mental Health and Addictions Services in February
2015. A request for registrations has been sent out to a very wide range of leadership roles
and these registrations will be reviewed closer to the time.
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Partners in Care Programme

We have made a commitment to participate in the Partners in Care Programme (Co design)
being delivered by the Health Quality and Safety Commission. This is initially a two day
programme, 6 & 7 October 2015, on site at MCH, and will require approximately four teams
of four participants in each team, with at least one participant in each team being a
consumer. The programme is designed to bring patients and staff together to share the role
of improving care through the re-design of services. Each team is required to identify a
project topic on any aspect of health and disability that are important to the local team and
the strategic intention of the DHB.
Following the completion of the two day session the teams will be required to continue to
work on their project for another six months and also participate in several webinars during
this time.
Expected outcomes are:








Learn the theory and practice of experience based co-design.
Instigate real change to services, resulting in improved patient safety and quality
within your organisation (and quality improvements often save money).
Strengthen your leadership and collaboration skills.
Become an innovator at the cutting edge of culture change in New Zealand.
Contribute to the NZ Triple Aim for health quality and safety outcomes which
means:
o
Improved health and equity for all populations.
o
Better value for public health system resources.
o
Improved quality, safety and experience of care.
Last but not least, you will be given the opportunity to learn, have fun and shine!

The identification of specific project topics is in progress with teams across our organisation.
7.11

ACC Partnership Plan Audit

Our organisation has held tertiary level status within the ACC Partnership Programme for
many years. The benefits of this result in more effective and efficient support for our staff
particularly in relation to rehabilitation and return to work programmes. In addition we
save approximately $600k per annum on ACC levies paid by our DHB. An audit against the
requirements of the Accident Compensation Act and Health and Safety in Employment Acts
as well as having robust reporting, review and monitoring processes in place, along with
strong staff support is undertaken annually by an external auditor.
The ACC Partnership audit which this year focuses on Injury Management and
Rehabilitation will occur on Monday, 24 August 2015. The one day audit will include a
variety of activities to review MCH injury management and rehabilitation processes. One of
the requirements of the ACC audit is that organisation staff participates in focus groups, one
for management and the other for staff. At these focus groups the auditor enquires about
Workplace Safety Management Practices and seeks to identify any issues of concern. There
will also be individual interviews with staff who have sustained a work related injury in the
past 12 months. At the end of the day audit a brief summation and advice on any
recommendations for consideration will be held.
7.12

Storage Area Network (SAN) Update

Server cutovers to the new Storage Area Network (SAN) continues. Work tasks have been
broken into three phases:
1. Relocation of Virtual servers to new SAN.
2. Relocation of one half of the SAN (Site A) back into the Information Systems
building.
3. Relocation of Physical Servers to new SAN.
Within Phase 1, server relocations have been grouped into waves of relocation (eight
including a POC) of which four have been completed, and the fifth currently 59% servers
relocated, and overall 76% of tasks completed.
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Physical servers (Phase 3) cannot be relocated until Phase 2 has been completed. Phase 2
commenced this week with the removal of the old air-conditioning from the server room.

Current project planning indicates that all three phases should be completed by 19 October
2015.
7.13

Improvement Advisor Training Programme

The Health Quality & Safety Commission are sponsoring 12 health and disability services
personnel nationally to participate in the inaugural ‘Becoming an Improvement Advisor’
training programme being run by Ko Awatea at Counties Manukau DHB. We have been
fortunate to secure one of the sponsorships for one of our Quality & Clinical Risk Coordinators. The aims of the nine month programme are to support the development of skills
and knowledge as an improvement advisor, bring about a successful outcome on a project
that is being completed during the programme and improve the success rate of improvement
initiatives in our organisation.
Workshop One was held 10-13 August 2015 where 25 participants from across New Zealand
and Australia came together to lay the foundation for improvement methodology.
7.14

Food Contamination Risks

During 2012, two patients died in Hawke’s Bay Hospital following the consumption of
Listeria-contaminated meat, sourced from local supplier Bay Cuisine. The supplier has since
pleaded guilty to charges under the Food Act. The event resulted in a substantial fine for Bay
Cuisine, an apology from Hawke’s Bay DHB, and a nationwide review of how disease risks
are explained to patients.
One of the two patients who died had type 2 diabetes which was controlled through her diet.
She had also been diagnosed with Crohn’s Disease, for which she was prescribed
Azathioprine, an immune-suppressant drug. This made the patient particularly susceptible
to Listeriosis.
While the Health & Disability Commissioner found no fault by the DHB or by the physician
who prescribed the Azathioprine, the event raises several issues; firstly the need to ensure
that patients with reduced immunity, (either from their underlying condition, or from drugs
used to combat their condition), are made aware of risks to their health associated with their
diet, and of foods that they should avoid eating.
Following the initial publicity around the event, MCH Medical Officer of Health Dr Rob Weir
discussed the issue with physicians at Palmerston North Hospital. Dr Weir is currently
working with MCH’s Chief Pharmacist, Lorraine Welman, to develop a process by which
relevant food safety information is supplied by hospital pharmacy staff at the point where the
patient collects their medications.
Dr Weir will also be contacting the Community Pharmacy Group to ensure that those
patients accessing immune-suppressant medications in the community receive the
information.
The second issue is around ensuring that the food supplied to hospital patients does not
place them at unnecessary risk. Catering companies (in MCH’s case, Spotless Services)
operate under an approved food safety plan. This includes identifying critical control points
in the food preparation and storage processes which need to be closely monitored.
Patients who are neutropenic (and are therefore more prone to a range of infections) are
provided with a special diet. MCH guidelines state that;
“A diet suitable for neutropenic patients must be ordered and the patient must be educated
about appropriate foods. In general, food that has recently been well cooked and fruit that
can be peeled are suitable; salads, unpeeled fruit, raw seafood and reheated foods should
be avoided.”
MCH’s Public Health and Infection Prevention and Control Services will be following this
aspect up with Spotless Services to ensure that they are aware of and are addressing this risk.
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centralAlliance Strategic Plan

The centralAlliance Strategic Framework has been updated following feedback from the joint
DHB board workshop held in Marton on 26 June and the centralAlliance sub-committee
meeting on 27 July. The key messages from the last sub-committee meeting were to include
the destination up-front and move away from a facility approach to organisation of clinical
services. The framework has been streamlined and re-ordered to provide a more concise
story. It has been distributed to sub-committee members for their consideration.
The next joint board workshop is scheduled for Friday 18 September. It will focus more
directly and in greater detail on what needs to change and what actions we plan to take as a
result. This can then be incorporated, up-front, in the document.

Mike Grant
General Manager
Clinical Services and Transformation
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Appendix 1
MCH Scorecard
Customer/Patient Performance Summary July 2015
Customer Patient

Month

YTD

Target

% complaints responded to within 15 working days

98.18%

98.18%

> 95.00%

% of inpatients who develop >= one pressure ulcer during
their admission

0.87%

0.87%

< 0.50%

% of patients waiting greater than 4 months for FSA

0.97%

N/A

< 0.00%

% patients discharged without incident

95.35%

95.15%

> 97.50%

% Patients who were acute readmissions within 28 day of
previous discharge (related DRG)

7.28%

7.28%

< 7.50%

% patients with urinary tract infections

0.88%

0.88%

< 2.40%

% Unplanned returns to theatre within the same admission

0.00%

0.34%

< 0.50%

5.15

5.15

< 5.00

Occurence Rate of Falls per thousand bed days
Occurence Rate of Medicine Errors per thousand bed days

5.05

5.05

< 3.50

Triage 2 Wait Times

69.03%

69.03%

> 80.00%

Triage 3 Wait Times

48.72%

48.72%

> 75.00%

Figure 1: Occurrence Rate of Selected Incidents
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bed days, to July 2015
16
14
12
10
8
6
4
2
0
Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
Month
2015/2016
2015/2016 TREND

HAC – Operations Report – Part 1
June/July 2015

2014/2015
TARGET

Page 21

218

Appendix 2
MCH Scorecard
Financial Performance Summary – July 2015
Financial
Budget variance ($000) - Expenses
Budget variance ($000) - FTEs

Month

YTD

YTD
Target

Projected
Year End

($288,036)

($288,036)

$0

$0

-6.52

-6.52

0

0

($164,047)

($164,047)

$0

$0

Budget variance ($000) - Revenue

$123,989

$123,989

$0

$0

Clinical Supply Costs / HSRevenue

11.84%

11.84%

11.64%

11.64%

$548

$545

$509

$520

Health Service Revenue / FTE

$13,623

$13,623

$13,548

$156,420

Personnel Costs as a Proportion of Total Expenditure

57.47%

57.47%

57.89%

58.50%

N/A

$7,649

$7,805

N/A

Budget variance ($000) - Operating Surplus / (loss)

Costs per bed day

Personnel Costs / FTE

Variance (%)

Figure 1: Performance Against
Provider Arm Volume
Schedule ($ value YTD)

5
4
3
2
1
0
-1
-2
-3

Figure 2: YTD Variance from target
volumes of elective
surgery discharges

Percentage YTD Variance to Plan, from July
2014 (Price Volum e Schedule - $ Value)

Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
Month YTD
Total MCH (%) 2014/15

Total MCH (%) 2015/16

Refer other sections of this report for information regarding health targets including help for
current hospitalised smokers to quit, radiation oncology wait times and elective surgery
volumes.
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Appendix 3
MCH Scorecard
Internal Process and Operations Performance Summary (July 2015)
Internal Process and Operations

Month

YTD

Target

% Bed day usage

91.24%

90.28%

> 85.00%

% ED patients admitted, transferred or discharged within 6
hours

94.03%

94.03%

> 95.00%

% of patients who did not attend booked outpatient clinic
appointment

6.08%

6.60%

< 6.00%

% of PAVS target elective surgery discharge volumes
delivered

96.80%

96.80%

>
100.00%

% Patients (Elective & Arranged) admitted on the same day
as surgery

87.36%

87.36%

> 90.00%

% Patients given a commitment to treatment but not treated
within four months

3.00%

N/A

< 0.00%

% patients referred with a high suspicion of cancer wait <= 62
days to receive their first treatment

93.33%

93.33%

> 85.00%

3.85

3.85

< 4.00

Acute Inpatient Length of Stay (days)
Beddays per caseweight

3.75

3.68

< 3.50

Day case surgery as a proportion of total elective and
arranged surgery

59.09%

59.09%

> 60.00%

Elective and Arranged Inpatient Length of Stay (days)

3.33

3.33

< 3.40

Performance to contract ratio
Proportion of hospitalised smokers provided with help to quit

Figure 1: Average Length of Stay
(ALOS)

1.01

1.01

> 1.00

94.90%

94.90%

> 95.00%

Figure 2: Outpatient Clinic (clinician
only) Attendances – DNAs

4.40
4.20
4.00
3.80
3.60
3.40
3.20
3.00

Percent DNA

ALOS - Days

Average Length of Stay (daycase inclusive) 2013/14
- 2015/16

Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
2015/2016
2013/2014

9.00%
8.00%
7.00%
6.00%
5.00%
4.00%
3.00%
2.00%
1.00%
0.00%

Percentage of Booked Outpatient
Appointments Not Attended (DNAs)
2014/2015 - 2015/2016

Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
Month

2014/2015
TARGET

2014/2015

2015/2016

TARGET

Refer other sections of this report for information regarding health targets including help for
current hospitalised smokers to quit, radiation oncology wait times and elective surgery
volumes.
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Appendix 4
MCH Scorecard
Organisation Health and Learning Performance Summary (July 2015)
Organisational Health and Learning

Month

YTD

Target

% sick leave rate

3.44%

3.44%

< 3.00%

% staff stability rate

99.85%

99.85%

> 99.00%

% staff turnover rate (voluntary) ave per month

0.50%

0.50%

< 1.00%

% staff with leave entitlement in excess of two yrs

16.92%

N/A

< 9.50%

Figure 1: Staff Vacancies

Figure 2: Staff Sick Leave Rate

Staff Vacancies by Staff Group Rolling 13 m onths

Staff Sick Leave Rate - Annual Comparison,
to July 2015

70
6.0%

60

5.0%

Rate (%)

50
40
30
20

4.0%
3.0%
2.0%
1.0%

10

0.0%

0
Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
Medical
Total

Nursing
Baseline
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Appendix 5
MCH Elective Services Patient Flow Indicators (ESPIs)
It has now been six months since the new criteria of zero patients waiting greater than four
months has been in place for both ESPI 2 and ESPI 5.
The measurement criteria for this year remains as follows;
ESPI 2

Green
Yellow
Red

- zero patients waiting greater than four months
- 0.39 per cent or less waiting greater than four months
- 0.40 per cent or more waiting greater than four months

ESPI 5

Green
Yellow
Red

- zero patients waiting greater than four months
- 0.99 per cent or less waiting greater than four months
- 1 per cent or more waiting greater than four months

The denominator for this measurement remains the same, being the total number of new
patients on the waiting list for each individual speciality and at a DHB level the total waiting
list. This significantly reduces the buffer between compliance and non compliance.
ESPI 2

Patients Waiting Greater than Four Months for First Specialist
Assessment (FSA)

As at the end of July 2015, MCH had a total of 4,572 patients on the FSA waiting list. This
means the compliance threshold is 18 patients before MCH becomes non compliant (red
status).
As at end July 2015, MCH has yellow status in ESPI 2 with 15 patients waiting greater than
four months. This means a yellow status for the DHB.
Individual service ESPI 2 data can be found in Appendix 5.
ESPI 5

Patients Waiting Greater than Four Months with Certainty of
Treatment

As at the end of July 2015, MCH has a total of 1,333 patients on the treatment waiting list for
surgery. This means the compliance threshold is 13 patients before MCH becomes non
compliant (red status). As at the end of July 2015, MCH recorded a red status in ESPI 5 with
32 patients waiting greater than four months. Of the 32 patients waiting greater than four
months 15 already have a date for surgery allocated in early August. The remaining 17
patients had been scheduled a date for surgery in July but were deferred either because they
were unwell or due to sickness by MCH clinical staff. These patients will be rebooked in
August if fit to proceed.
The July ESPI 5 result can be attributed to the under delivery in elective CWDs due to an
increase in staff and patient winter illnesses.
Individual service ESPI 5 data can be found in Appendix 5.
Note:

Patients waiting greater than four months with an appointment/treatment date
remain greater than four months until seen and or treated.
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Figure 1: ESPI 2 – Patients Waiting Greater than Four Months for a First
Specialist Assessment (FSA)

Service
Cardiology
Dermatology
Diabetes/Endocrinology
Endoscopy
Gastroenterology
General Medicine
Haematology
Infectious Diseases
Neurology
Medical Oncology
Paediatric Medicine
Renal Medicine
Respiratory
Rheumatology
ENT
General Surgery
Gynaecology
Ophthalmology
Oral Maxillo Facial
Dental
Orthopaedics
Urology
TOTAL

Total New Patients
July 2015

New Patients
waiting greater
than 4 months
July 2015

New Patients
waiting greater than
3 months July 2015

126
174
41
136
157
123
95
10
97
165
275
29
197
60
499
855
322
185
2
163
526
335

0
6
0
0
0
2
0
0
0
0
0
0
0
1
0
0
2
0
0
0
4
0

1
23
6
0
7
4
0
0
3
0
18
0
1
3
47
81
27
0
0
0
32
30

4,572

15

283

Figure 2: ESPI 5 – Patients Waiting Greater than Four Months with
Certainty of Treatment

Service
Cardiology
Dental
ENT
General Surgery
Gynaecology
Ophthalmology
Orthopaedic
OMF
Urology
Total
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Total Patients with
certainty waiting
July 2015

Patients with
certainty waiting
greater than 4
months
July 2015

Patients with
certainty waiting
greater than 3
months
July 2015

18
168
158
241
148
203
281
1
115
1,333

0
2
1
5
3
1
14
0
6
32

0
26
15
33
10
7
42
0
19
152
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Figure 3: Non-ESPI Waiting Lists for Services as at July 2015

 Please note the Non ESPI waiting time has been reduced to four months in line with the
ESPI 2 wait times.
 New patients waiting greater than four months are a sub-set of Total New Patients.
 The figures in brackets are the numbers of patients waiting greater than four months in
June 2014.
Total New
Patients
July 2015

New Patients
waiting greater
than 4 months
July 2015

New
Patients
booked

Audiology

301

69(81)

89

Continence

53

7 (5)

21

Continence Dannevirke

1

0 (0)

1

Continence Horowhenua

12

2 (1)

8

Dietician Clinic

101

14 (12)

93

Podiatry Dannevirke

10

2 (3)

7

Eye Diabetic Photo Screening

1

1 (0)

0

Eye Orthoptist
Dietician Clinic Horowhenua

77
29

6 (1)
0 (0)

59
20

Orthopaedic Muscular Skeletal Clinic

126

54 (42)

43

Urodynamics

10

9 (9)

2

Podiatry

49

10 (9)

36

Respiratory Dannevirke

3

1 (1)

2

Respiratory Nurse Assessment

0

0 (0)

0

Respiratory Laboratory Clinic

199

27 (11)

57

Sleep Apnoea Service

100

71 (41)

3

Sleep Apnoea General Practice

43

29 (32)

0

ECG (Electrocardiograph)

94

5 (3)

90

EEG (Electro Encephalograph)

149

42 (40)

27

ERCP (Endoscopic Retrograde
Cholangio Pancreatography)
Neurology Tests

0

0 (0)

0

132

9 (4)

25

Service
Surgical Services

Medical Services

Radiology Transoesophageal
Echocardiography (TOE)
Holter Monitor

0

0 (0)

0

151

24 (16)

38

Exercise Test

47

7 (2)

28

Echo

94

0 (0)

0

Pace Maker

0

0 (0)

0

Diabetes Nurse Clinic

0

0 (0)

0
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Women’s Health
Colposcopy

152

15 (10)

52

Fertility

23

3 (3)

6

Gynaecology Urodynamics

31

2 (2)

9

Colposcopy Horowhenua

4

0 (0)

3

ElderHealth Clinic Horowhenua

30

1 (0)

16

Elderly Psychogeriatric Horowhenua

14

1(0)

7

Ultrasound

1,217

0 (0)

343

Computed Tomography (CT)

343

0 (0)

85

Gastrointestinal

30

6 (3)

13

Mammogram

127

16 (11)

99

Angioplasty (non cardiac)
Cardiac Rest/Stress test

15
35

1 (1)
1 (5)

5
21

Bone
MRI

34

1 (0)
0 (0)

31

ElderHealth

Radiology Services *

These services are now being reported against the same criteria as the ESPI 2 with the goal to
have no patients waiting greater than four months.
Most services have experienced an increase in the number of patients waiting greater than
four months as at the end of July 2015. This can also be attributed to the winter illnesses
that have also impacted on the ESPI waiting list. As at the end of July 2015, 742 of the 2,036
patients waiting already had a date to be seen.
Diagnostic Service Waiting Times
Respiratory Laboratory throughput continues to be impacted by some difficulties with the
installation and commissioning of the new respiratory function testing equipment. The
installation is now mostly complete, and all significant issues have been addressed – these
were mostly concerned with the validation of respiratory test results from the new
equipment. The validation process requires a number of “normal patients” (individuals with
no respiratory history and non smokers) to undergo a number of tests on the equipment to
ensure that the results obtained reflect the expected clinical presentation of the individual.
The new Holter Monitor diagnostic equipment for the Cardiology Service has been ordered.
This purchase will see an improvement in the time taken to download and analyse the Holter
study results. An upgrade of the existing event monitors compatible with the new software is
also included in the purchase and analysis times for these devices are also improved. The
new equipment has the ability to directly deliver reports to online files, as well as provide
quicker recognition and analysis of information and more analysis options.
Audiology
The recently appointed permanent Audiologist will commence in the Audiology service in
late September 2015.
Locum support continues to be provided by a local audiologist working one day per week.
He has recently completed ABR training and upskilling. This will enable the service to
provide ABR studies on site as required in a timely manner. The requirement for these tests
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is normally confirmed following new born hearing screening and should be performed within
three months of detection.
Universal Newborn Hearing Screening and Early Intervention Programme
UNHSEIP)
This programme sits within the Audiology service and aims to identify babies with moderate
to severe permanent hearing loss early, so they and their families can access timely
intervention to support the development of speech and language.
Following the recruitment of a second new-born hearing screener, UNHSEIP is now close to
meeting target for this programme.
Since inception, the programme has struggled to meet target (95% of newborns screened by
four weeks) with at times figures as low as 56% of newborns screened on time. Significant
work has been completed alongside the Ministry of Health and with the recruitment of a
second screener completing the appropriate training, the service is starting to meet its target
volumes.
For the month of July 2015, 166 babies were born in the region and of those 127 babies were
screened (which equates to 76 percent). In addition, of that 166 babies 35 babies are booked
for outpatient clinics in Levin. These clinics have increased to two per month in response to
need. They are used for families who may have gone home early and/or missed the screen or
delivered their baby locally in Levin. Of the five babies unscreened, two families declined the
screen, two moved from the area and one was discharged following a series of did not
attends.
With the steady improvement in results, it is expected that for the first quarter of 15/16 –
MCH will meet the national target of 95% of babies screened by four weeks.)
First Specialist Assessment (FSA) – Declines
Definition of “decline” for the purpose of this table is decline due to reasons of service
capacity and ability to see the patient within four months.
Figure 4: First Specialist Assessment (FSA) – Referral Declines

Services
Medical
Cardiology
Dermatology
Diabetes/Endocrinology
Endoscopy
Gastroenterology
General Medicine
Haematology
Infectious Diseases
Neurology
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Referral
Decline
May 2015

Referral
Decline
June 2015

Referral
Decline
July 2015

27
15
1
1
5
1
0
0
43

53
17
0
0
3
0
1
0
25

47
14
0
0
0
1
0
0
17
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Oncology
Paediatric Medicine
Renal Medicine
Respiratory
Rheumatology
ENT
General Surgery
Gynaecology
Ophthalmology
Oral Maxillo Facial
Dental
Orthopaedics
Urology
TOTAL

0
0
7
1
4
10
9
67
45
0
10
45
2
293

0
0
8
0
4
6
2
45
35
0
10
48
7
264

226

0
0
4
2
5
4
1
36
32
0
20
35
6
224

Over the last three months, 9,463 referrals have been accepted across the above services with
a total of 781 being declined and returned to their GP for ongoing management as they did
not meet the access threshold at the time. This equates to 8.2 per cent. This data for July is
a snapshot as at 1 August 2015. The data for May and June have been updated to reflect the
number of FSA referrals accepted and declined as at 1 August 2015.
Figure 5: FSA Referrals – All Sub Specialities Accepted vs Declines
July 2012 – July 2015
3800
3600
3400
3200
3000
2800
2600
2400
2200
2000
1800
1600
1400
1200
1000
800
600
400
200
0

Accepted

Jul‐12
Aug‐12
Sep‐12
Oct‐12
Nov‐12
Dec‐12
Jan‐13
Feb‐13
Mar‐13
Apr‐13
May‐13
Jun‐13
Jul‐13
Aug‐13
Sep‐13
Oct‐13
Nov‐13
Dec‐13
Jan‐14
Feb‐14
Mar‐14
Apr‐14
May‐14
Jun‐14
Jul‐14
Aug‐14
Sep‐14
Oct‐14
Nov‐14
Dec‐14
Jan‐15
Feb‐15
Mar‐15
Apr‐15
May‐15
Jun‐15
Jul‐15

Declined

The graph above shows the number of referrals accepted and the number of referrals
declined over the last three years.
Over the last three years a total of 1,112,327 referrals have been accepted into MCH for all
Medical, Surgical, Women’s Health, RCTS and Child Health services. Declined referrals total
7,615 for the same period. The percentage of declines continues to remain consistently
around 6.7 per cent although the last three months has seen a slight increase. This is largely
attributable to the reduced capacity in the Gynaecology Service and, as previously reported,
will be rectified in September 2015.
As noted above, the definition of “decline” is due to reasons of service capacity and ability to
see the patient within four months. There is a limit to the level of resources in elective
services both nationally and locally, and unfortunately this means that not all patients will be
able to access an FSA.
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There will always be a variation in the referrals declined and numbers treated on a monthly
basis. This is due to local events such as clinician availability or seasonal peaks.
To clarify the term ‘FSA threshold’ – this is the Access Criteria for Assessment (ACA) and is
the clinical tool available in most specialties to determine the priority allocated to a referral
(urgent, semi urgent, routine) which then determines the access to FSA and the timeframe
for which a patient requires to be seen.
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Appendix 6
MCH Key Performance Indicators – July 2015
(NB: Includes outsourced clinical personnel)
Figure 1: Personnel Costs
Actual
Budget
Variance

July
$15,447,033
$15,393,093
($53,940)
-0.4%

YTD
$15,447,033
$15,393,093
($53,940)
-0.4%

Total personnel costs (inclusive of outsourced clinical personnel) were over budget in July by
$53,940 (0.4%).
Figure 2: Medical Bed Occupancy
Beds used by Medical
inpatients
Medical Beds available
% Bedday usage

July
88

YTD
88

101

101

87%

87%

Medical bed occupancy levels were 87 per cent in July.
Smoking Cessation Target
Ministry of Health Target: 90 per cent of hospitalised smokers will be provided
with advice and help to quit by August 2011; and
95 per cent by July 2012
Graph 1: Proportion of Hospitalised Smokers Provided with Advice to
Help to Quit (Secondary Services)

The result for July has dropped to 95 per cent compared to 97 per cent for June. The
Emergency Department achieved target following a drop in the previous month. Weekly
reporting continues in the Emergency Department.
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Electives Health Target and Electives Initiative

MCH reports against the Ministry of Health Elective Health Target and the Elective
Initiative. The Elective Health Target reports on discharge targets only (excludes CWD).
The Health Target to be achieved in the 2015/16 year is 7,550 which is an increase of 996
discharges from the 2014/15 target. The significant increase is a result of the Ministry of
Health’s review of the Elective Health Target effective 1 July 2015 that now includes
“arranged” admissions. The increase has been made up of a target of 672 for arranged
admissions and 151 Surgical DRG’s from non-surgical purchase units.
The definition for inclusion in the Health target is:
Elective and Arranged discharges from a surgical purchase unit, Elective and
Arranged discharges with a surgical diagnosis-related group (DRG) from a nonsurgical purchase unit (excluding maternity) and skin lesions or intraocular
injections where these are reported to the National Minimum Dataset.
This target excludes cardiology and dental services and estimates for IDFs.
The Electives Initiative reports on CWDs and discharge targets for the month and year-todate, showing the overall performance of MCH. This is the basis on which MCH receives
elective funding.
Both the Health Target and Elective Initiative delivery reports for month ending July 2015
are presented below.
Health Target Delivery (excludes dental and cardiology)
Figure 3: Electives Health Target – July 2015
July 2015
Year-to-date

Numerator (actual)
Denominator (plan)
Percentage

684
714
95.7

684
714
95.7

Annual Target
7,550

MCH was behind by 30 discharges against the Elective Health Target.
Graph 2: Health Target Delivery 2015/16

Health Target Delivery 2015/16

Total Health Target

800
700
600
500
400
300
200
100
0

Actual Health Target
Delivery

1 2 3 4 5 6 7 8 9 10 11 12

Month
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Graph 3: Elective Surgery Volumes and Discharges – July 2015

Volumes

Elective Initiative CWD Volumes 2015/16
900.0
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Graph 4: Elective Initiative Discharges 2015/16

Volume of discharges

Elective Initiative Discharges 2015/16
1000
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Figure 3: Elective Initiative Discharges
CWD
Discharges
July
YTD
Actual
746.7
746.7
Actual
Plan
853.3
853.3
Plan
Variance
-106.6
-106.6
Variance
%
87.5%
87.5%

July
682
738
-56
92.4

YTD
682
738
-56
92.4

MCH finished July behind the planned Elective Initiative target by 106.6 CWDs. Against the
elective initiative discharges target, MCH was behind by 56 discharges for the month. The
under delivery can be attributed to an increase in staff and patient winter illnesses that
resulted in a number of theatre sessions being cancelled coupled with the acute demand
within surgical subspecialties which has also been high for July with an additional 163acute
surgical CWDs above planned target being delivered.
Mobile Surgical Service Bus
MCH received notification recently that the contract between the Minister of Health and
Mobile Surgical Services had been extended for another three years until mid 2018. MCH
will continue with the lists that we currently provide on a five weekly basis at the
Horowhenua Health Centre and the Dannevirke Community Hospital. MCH predominantly
utilise these lists to provide Dental and Endoscopy scoping sessions.
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Appendix 7
Personnel and Outsourced Personnel
MidCentral Health
$000
Surgical Specialties
Mental Health
Internal Medicine
Dental Health
H&A Services
Commercial Support
Hospital Services
Community & Rural
Child Health
Rural Health
Emergency
PS&CE
Rehab & Therapy
Human Resources
Women's Health
Elderly Health
Clinical Support
RCTS
Public Health
ICU / Anaesthetics
Total

Prior month
Actual
Budget Variance
2,673
2,574
(99)
2,139
1,599
(540)
2,023
1,995
(28)
255
228
(27)
317
284
(33)
229
223
(6)
28
24
(4)
31
24
(7)
728
723
(5)
29
19
(10)
1,320
1,086
(235)
272
283
11
781
763
(17)
207
184
(23)
775
723
(53)
923
870
(53)
918
907
(11)
1,386
1,307
(79)
422
404
(18)
1,019
1,039
20
16,475
15,260
(1,216)

July
Actual
2,600
1,725
2,022
249
418
234
28
26
742
19
1,124
279
740
179
704
842
872
1,296
367
981
15,447

Month
Y ear to date
Budget Variance
Actual Variance
2,513
(86)
2,600
(86)
1,672
(54)
1,725
(54)
1,971
(51)
2,022
(51)
235
(14)
249
(14)
406
(12)
418
(12)
230
(4)
234
(4)
25
(3)
28
(3)
24
(2)
26
(2)
740
(2)
742
(2)
18
(1)
19
(1)
1,124
(1)
1,124
(1)
282
3
279
3
744
5
740
5
185
7
179
7
716
12
704
12
860
18
842
18
891
18
872
18
1,330
34
1,296
34
403
36
367
36
1,023
42
981
42
15,393
(54)
15,447
(54)

%
-3.3%
-3.1 %
-2.5%
-5.6%
-2.9%
-1 .7 %
-1 0.7 %
-7 .7 %
-0.2%
-3.8%
-0.1 %
0.9%
0.7 %
3.7 %
1 .7 %
2.2%
2.1 %
2.6%
9.8%
4.3%
-0.3%

Patient Transport & Accommodation
$000
Prior Month
Actual Variance
Ambulance
Air Ambulance
Patient Transport &
Total

19
166
75
260

Month
Actual Variance

7
(54)
11
(36)

54
210
148
411

Y ear to date
Actual Variance

(27)
(110)
(37)
(174)

54
210
148
411

Annual
Budget

(27)
(110)
(37)
(174)

312
1,169
1,278
2,758

Flights for June 2014 – July 2015
TOTAL

June

May

April

March

February

January

December

November

October

September

July

5

6

6

Flight Nurse

18

17

17

TOTAL

23

23

23
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Doctor required

Type of Flight
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