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Part 1
Order
1.

APOLOGIES

2.

NOTIFICATION OF LATE ITEMS

3.

CONFLICT AND/OR REGISTER OF INTERESTS

3.1

Amendment to the Register of Interests

3.2

Declaration of Conflicts in Relation to Today’s Business

4.

MINUTES

4.1

Minutes
Pages:
Documentation:
Recommendation:

4.2

1-5
minutes of 21 July 2015
that the minutes of the previous meeting held on
21 July 2015 be confirmed as a true and correct record.

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

4.3

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.

5.

GOVERNANCE

5.1

2015/16 Work Programme
Pages:
Documentation:
Recommendation:

6 - 10
Chief Executive Officer’s report dated 24 August 2015
that the updated work programme for 2015/16 be noted

6.

STRATEGIC/SPECIAL ISSUES

6.1

Regional Services Plan Implementation Update – Quarter 4, 2014/15
Pages:
Documentation:
Recommendation:

6.2

Non Financial Monitoring Framework and Performance Measures –
Report for Quarter 4, 2015/16
Pages:
Documentation:
Recommendation:

6.3

Recommendation:

101 - 103
Acting General Manager, Funding & Planning’s report
dated 18 August 2015
that this report be received and the Community and
Public Health Advisory Committee makes any comments
and suggestions
that the prioritisation framework be confirmed for use in
the 2015/16 financial year

Mental Health Report
Pages:
Documentation:
Recommendation:

6.5

28 - 100
Manager, DHB Planning & Accountability’s report dated
24 August 2015
that this report be received

Annual Prioritisation Framework Update
Pages:
Documentation:

6.4

11 - 27
Manager, DHB Planning & Accountability’s report dated
24 August 2015
that this report be received

104 - 180
Operations Director, Specialist Community & Regional
Services and Clinical Director, Mental Health & Addiction
Services’ report dated 26 August 2015
that this report be received

2014/15 Annual Maori Health Plan Quarter 4 Progress Report –
Update 2
Pages:
Documentation:
Recommendation:

181 - 208
Director, Maori Health & Disability’s report dated 19
August 2015
that this report be received

7.

OPERATIONAL REPORTS

7.1

Child Health Service – Community Team Annual Report
Pages:
Documentation:

209 - 221
report from Senior Portfolio Manager, Child, Youth &
Intersectoral Partnerships’ dated 14 August 2015
that this report be received

Recommendation:
7.2

MidCentral Annual Maternity Report and Maternity Quality & Safety
Report 2015/16
Pages:
Documentation:

222 - 290
report from Senior Portfolio Manager, Child, Youth &
Intersectoral Partnerships’ dated 8 August 2015
that this report be received

Recommendation:
7.3

Planning & Funding Operating Report – July 2015
Pages:
Documentation:

291 - 298
report from Acting General Manager, Funding & Planning
dated 18 August 2015
that this report be received

Recommendation:
7.2

Finance Report – Result of July 2015
Pages:
Documentation:
Recommendation:

8.

299 - 301
report from Finance Manager dated 12 August 2015
that the report be received

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

9.

DATE OF NEXT MEETING
13 October 2015

10.

EXCLUSION OF PUBLIC
Recommendation:

that the public be excluded from Part 2 of this meeting in
accordance with the Official Information Act 1992, section
9 for the following items for the reasons stated:
Item

Reason

“In Committee” Minutes of
the previous meeting

For reasons stated in the
previous agenda

Reference

1

MidCentral District Health Board
Community & Public Health Advisory Committee Meeting
Minutes of meeting held on Tuesday, 21 July 2015 at 1pm at MidCentral District Health Board
Offices, Board Room, Gate 2, Heretaunga Street, Palmerston North

PRESENT:
Di Anderson (Chair)
Barbara Cameron (Deputy Chair)
Adrian Broad
Ann Chapman
Nadarajah Manoharan
Phil Sunderland (ex officio)
Donald Campbell
Andrew Ivory
Oriana Paewai
IN ATTENDANCE:
Mike Grant, Acting Chief Executive Officer
Craig Johnston, Acting General Manager, Funding & Planning
Rebecca Bensemann, Committee Secretary
Barb Bradnock, Portfolio Manager, Child & Youth Health
Andrew Orange, Interim Portfolio Manager, Primary Care
Claudine Tule, Portfolio Manager, Mental Health & Addictions
Jo Smith, Senior Portfolio Manager, Health of Older Persons
Ian Ironside, Portfolio Manager, Secondary Care
Richard Fong, Clinical Advisor, Health Information & Data Quality
Janine Stevens, Public Health Medicine Registrar
Stephanie Turner, Director, Maori Health & Disability
Jordan Dempster, Communications Officer
Barbara Robson, Board Member
OTHER:
Public: (1)
Media: (0)

1.

APOLOGIES

An apology for absence was received from the Chief Executive Officer.
2.

NOTIFICATION OF LATE ITEMS

There were no late items.

2
3.

CONFLICT AND/OR REGISTER OF INTERESTS UPDATE

3.1

Amendment 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

Ms Barbara Cameron declared an ongoing conflict in relation to the Feilding Integrated Family
Health Centre (IFHC) and noted that she is a Councillor for Manawatu District Council.
4.

MINUTES

4.1

Minutes

It was recommended:
that the minutes of the previous meeting held on 9 June 2015 be confirmed as a true
and correct record.
4.2

Recommendations to the Board

It was noted that all recommendations contained in the minutes were approved by the Board.
4.3

Matters Arising from the Minutes

The Acting General Manager, Funding & Planning confirmed that the forthcoming mental
health workshop would include some discussion of ex-residents of The Kimberley Centre.
5.

GOVERNANCE

5.1

2015/16 Work Programme

Progress against the 2015/16 work programme has generally been achieved with the exception
of the Palmerston North Hospital site reconfiguration update. A strategic planning paper will
be provided for the Board’s consideration in November, and following this ongoing reporting
arrangements will be determined.
The Acting Chief Executive Officer advised the agenda for the Committee meeting in September
is comprehensive and it may be worthwhile releasing papers in advance so that members have
enough time to read and absorb the information.
It was clarified that the forthcoming mental health workshop is not intended for Hospital
Advisory Committee members, rather it will be directed at those involved in funding and
planning governance to gain an overview and understanding of the current mental health
landscape.
The Acting General Manager, Funding & Planning asked whether members had any input
around the annual review of prioritisation framework, which is to be presented for
consideration at the next meeting. Phil Sunderland suggested that health, safety and quality
should be considered as part of the overall process. The prioritisation framework is readily
available on the MidCentral District Health Board (DHB) website. Members were invited to
review the framework and provide any feedback in advance of the next Committee meeting.
It was recommended:
that the updated work programme for 2015/16 be noted.

3
6.

STRATEGIC/SPECIAL ISSUES

6.1

Health Needs Assessment Annual Update

The Chair commended Richard Fong on the format and content of this report.
The Acting General Manager, Funding & Planning provided an overview in that this report is
presented from a Funder perspective and context with value in identifying and assessing health
needs for both MidCentral and Whanganui DHBs.
The Chair invited comment from the Committee.
Donald Campbell remarked this is a useful document but perhaps it should be titled ‘health
status’ rather than ‘health needs’. This puts the information within context for population and
offers comparison against Whanganui. This information could also be assessed against a
defined target which can be progressed towards in future.
Phil Sunderland added this report provides a status of current health information and
establishes a set of specifications out of which future direction, services, etc. can be set. This
would be a valuable approach considering the volume of information contained in the report. It
is reassuring that MidCentral DHB is heading in the right direction but it is important to know
whether enough is being done to support our vulnerable populations.
Barbara Cameron queried the best approach to share this information across other agencies. It
was advised reports have been shared previously as this is a public document. Ms Cameron
added that sharing this information presents an opportunity to develop relationships, especially
across regional organisations such as territorial authorities.
Phil Sunderland agreed and noted that both Kathryn Cook and himself have upcoming meetings
with Manawatu District Council and Palmerston North City Council which presents a valuable
opportunity to share this health needs assessment information across agencies. The Portfolio
Manager, Child & Youth Health also offered to facilitate Richard Fong, as author of this report,
to talk to the Regional Interagency Network group.
Oriana Paewai added her appreciation that people are the first frame of reference in this report,
which makes the information relatable and easy to read by breaking down barriers around
understanding across all communities.
Andrew Ivory surmised it would be useful to have more historical information available on how
health status has changed over time. It would be valuable to have the ability to assess
MidCentral’s standing against its position 5-10 years ago. Mr Ivory also added there are
limitations on basing assessment data on mortality alone.
The Acting General Manager, Funding & Planning commented there appears to be a gap in
cancer services (even this area is well resourced), with External Causes (such as accidents) also
causing an impact. Further, suicide and mental health are areas that may require
reconfiguration of services.
Nadarajah Manoharan remarked identification of issues is one step but the next step is to
decide a path of suitable action, especially given current financial restraints. The Acting
General Manager, Funding & Planning stated this information would be used to shape strategy
and prioritise, as well as providing an opportunity to work with other stakeholders to address
background issues.
The Acting Chief Executive Officer added development of the Health Charter is part of this
transformational journey, including discussions around funding models going forward. The
aim is to finalise the Health Charter by the end of this year as it features in the Annual Plan with
a clear focus on intersectoral collaboration.
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Donald Campbell queried the value of reporting health needs assessment information annually.
Nadarajah Manoharan agreed and suggested it may be worthwhile to consider a detailed report
every three years with a general yearly update.
Adrian Broad concluded that socio-economic factors are a challenge for every community. It is
important to use funds well and work collaboratively to achieve positive outcomes.
It was recommended:
that this report be received.
7.

OPERATIONAL REPORTS

7.1

Planning & Funding Operating Report – May & June 2015

The Acting General Manager, Funding & Planning provided a page by page overview of this
report.
Item 4.1.1 In-between Travel, Financial Review and Risk Analysis of the Home and
Community Support Sector
The Chair commended this initiative allowing community support staff to be paid for travel
between clients over and above their wage payments.
The Portfolio Manager, Health of Older Persons advised a national reference group is reviewing
the Vote: Health funding and any viability of transitioning staff to a regularised work force.
Service pricing and costing is also part of this review and any developments will be monitored
closely. Currently travel costs are funded separately and this proposed new initiative will create
greater fairness and clarity across services.
Item 4.1.4 Local Initiatives: Cross Community and District Group Activity/ARC Forums
Members of the Older Persons District Group are developing a Health of Older Persons (HoP)
team within an Integrated Family Health Centre (IFHC) in Palmerston North, which will see a
range of specialist services working together alongside primary care in the community.
Item 4.4.4 Zero Fees for Under 13s Implementation
The Interim Portfolio Manager, Primary Care confirmed all eligible practices have implemented
the Zero Fees for Under 13s Policy across the district as of 1 July. Of note, City Health
Pharmacy opted not to enter a contract with the DHB to remove patient charges for after-hours
dispensing. Parents wanting to take advantage of free scripts have the option to visit one of the
other participating pharmacies.
Nadarajah Manoharan queried whether a problem exists with I.T interconnectivity with Central
PHO. The Acting General Manager, Funding & Planning confirmed Central PHO has good
access and connectivity with MedTech but that this is not readily available between practices.
Manage My Health is a programme designed to share the patient record of information.
Item 6. centralAlliance Strategic Plan
A further report will be furnished to the Board for consideration at its meeting on 11 August.
It was recommended:
that this report be received.
7.2

Finance Report – Draft Result of June 2015

The Acting General Manger, Funding & Planning reminded the Committee that MidCentral
Health financial information had been removed from this report and the consolidated position
with both MidCentral Health and the Funder will now be reported only at Board level.
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This report focuses solely on Funder performance and the draft year end result.
Phil Sunderland commented the Funder is part of a whole and the consolidated position is
valuable information and should be reinstated. This view was supported by other Committee
members.
The Acting General Manager, Funding & Planning advised the routine year end washup with
MidCentral Health was $860k favourable to the Funder.
Nadarajah Manoharan sought clarification around Elective Income (EI). It was explained that
the Funder was expecting no additional revenue from the Ministry of Health for over-delivery
against elective services for 2014/15. In past years MidCentral has benefitted from the
reallocation of unspent elective funds from other DHBs, but the Ministry has advised that this
will not occur for 2014/15.
It was recommended:
that the report be received.
8.

LATE ITEMS

There were no late items for this section of the meeting.
9.

DATE OF NEXT MEETING

Tuesday, 1 September 2015
10.

EXCLUSION OF PUBLIC

It was recommended:
that the public be excluded from Part 2 of this meeting in accordance with the
Official Information Act 1992, section 9 for the following items for the reason
stated:
Item
“In Committee” Minutes of the
Previous Meeting
Update: Refocusing Home
Management Community
Supports – Part II

Confirmed this 1st day of September 2015

…………………………………………
Chairperson

Reason
For reasons stated in the
previous agenda

Reference

Subject to negotiation

9(2)(j)
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TO
FROM

Community & Public Health Advisory
Committee
Chief Executive Officer

DATE 24 August 2015
SUBJECT
1.

2015/16 Work Programme

MEMORANDUM

PURPOSE

This report updates progress against the Committee’s 2015/16 work programme. It is provided
for the Committee’s information and discussion.
2.

SUMMARY

This report advises progress against the 2015/16 work programme. Generally, the work
programme has been achieved.
A profile on a 2015/16 annual plan initiative is included in the General Manager’s report in line
with the Committee’s request. “Advance Care Planning READ Codes” are featured this month.
Set out below is a summary of the reports provided to the Community & Public Health Advisory
Committee. This includes reports provided to the Committee at its last meeting, its current
meeting, and those scheduled for its next meeting.
Reporting
Category
2016/17 Annual
Plan Development

Last Meeting

Current Meeting

Next Meeting

• Health Needs
Assessment

• Annual review of
prioritisation framework

• Assumptions – funding
related

Monitoring Annual
(AP) & Regional
(RSP) Plan
Implementation

• 2014/15 AP: home
management community
services
• Profile of AP initiative
• Proposal re mental health
workshop

• 2015/16 Maori Health Plan
Implementation – update 1
• Profile of AP initiative

Sub-regional work
- centralAlliance

• 2015/16 AP: update re
centralAlliance strategic
plan

• Regional service plan
implementation – update
1
• Mental health service
reconfiguration – update 1
• Profile of AP initiative
• 2014/15 Maori Health Plan
Implementation – update
2
• 2015/16 AP: update re
centralAlliance strategic
plan
• Regional women’s health
service update
• Non-financial performance
measures to 30.06.15
• July results

Quality
Operational
Matters

• May/June results

• 2015/16 AP: update re
centralAlliance strategic
plan

• August results
• Contracts update
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Reporting

• Work programme update

Workshops

• Work programme update
• MidCentral Annual
Maternity Report for
Maternity Quality & Safety
Report
• Child Health Service –
Community Team Annual
Report
• Mental Health &
Addictions Services

• Work programme update

Committee commitments through until the beginning of October are set out below.

Date

Time

0800

0900

1000

Sept 1st

Oct 13th

Oct 29th

3.

1100

1200

1300

1400

CPHAC

CPHAC

Strategic Workshop (Board and Executive Leadership Team)

RECOMMENDATION

It is recommended:
that the updated work programme for 2015/16 be noted.

Kathryn Cook
Chief Executive Officer

1500

1600

1700
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10
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TO Community and Public Health Advisory
Committee
Hospital Advisory Committee

MEMORANDUM

FROM Manager
DHB Planning and Accountability
DATE
SUBJECT

1

27 August 2015
REGIONAL SERVICES PLAN IMPLEMENTATION UPDATE – QUARTER
4, 2014/15

Purpose

To provide the Committees with an update on progress with implementing the 2014/15
Regional Services Plan for quarter ending June 2015, in accordance with the Committees’
work programmes.
This update is for information – no decision is required.
2

Summary of Progress

The report on progress in implementing the 2014/15 Regional Services Plan (RSP) for the
fourth quarter has been submitted by Central Region’s Technical Advisory Service (TAS) to
the National Health Board on behalf of the six District Health Boards (DHBs).
For the thirteen programmes within the RSP, the region’s self-assessment of progress to
date had 38 per cent (31) of the 82 projects’ milestones completed for the year, 55 per cent
(45) on track for this quarter and 7 per cent (6) with minor risks or issues affecting the
expected deliverables. No specific projects were accorded a major risk status. The Regional
Health Informatics Programme was rated as having major/issues affecting the deliverables
or timeframe.
Projects (82)

Programmes (13)

Quarter 4, 2014/15

Green
76.9%

Amber
7.7%

Vulnerable populations

2

0

0

0

4

Long term conditions /
Regional & national priorities
Specialist acute services /
Regional & national priorities
Enablers

3

0

0

1

2

1

0

3

0

10

1

Per cent of programme/project
completion status

Red
7.7%

Blue
7.7%

Green
54.9%

Amber
7.3%

Red
0%

Blue
37.8%

0

0

2

19

1

0

10

0

3

3

0

0

1

0

19

2

0

19

1

1

45

6

0

31

Number of Programmes/Projects

Total
Legend: Red
Amber
Green
Blue

= Major risks/issues affecting deliverables or timeframe
= Minor risks/issues affecting deliverables or timeframe
= On track to achieve the majority of deliverables outlined in the RSP within the anticipated timeframes
= Programme/Project milestones for 2014/15 year completed
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The Ministry of Health’s final assessment against progress in implementing the
government’s priorities for the RSP resulted in an overall rating of ‘partially achieved’, with
some actions not tracking to plan or targets for some performance measures not being
achieved, but adequate resolution plans were provided or improvements noted. The
following table summarises the ratings given by the region and by the Ministry for each
programme.
Programme:
Health of older people
Elective services
Cancer services
Cardiac services
Stroke services
Mental Health and Addictions
Major Trauma
A = Amber:
G = Green:
R = Red:
B = Blue:

Self
rating
G
G
B
G
G
G
G

MoH
rating
G
A
G
A
A
G
G

Programme:
RHIP/CRISP Phase One
Workforce development
Diagnostic imaging
Capital investment planning
Maori health
Quality and safety

Self
rating
R
G
A
G
G
G

MoH
rating
R
G
n/a
n/a
n/a
n/a

Minor risks/issues affecting deliverables or timeframe
MoH rating: Partially achieved
On track to achieve the majority of deliverables outlined in the RSP within the anticipated timeframes.
MoH rating: Achieved
Major risks/issues affecting deliverables or timeframe
MoH rating: Not achieved
Programme/Project milestones for 2014/15 year completed

Some of the highlights and key results for the region are outlined below (note data and
results for year end have been provided where available – the RSP implementation progress
report shows results available as at that earlier time of reporting).
•

The region delivered 32,836 elective surgery discharges over the year – 104.5 per cent of
target – 21 per cent of the total for New Zealand. Of the total volume of discharges for
the region, 48.6 per cent (15,954) were residents of Capital and Coast and MidCentral
DHBs, 35.2 per cent (11,559) were residents of Hawke’s Bay and Hutt Valley and the
remaining 5,323 people (16.2 per cent) were from Whanganui or Wairarapa districts

•

As at end of June, 22 (0.1 per cent) people across the region were not seen for their FSA
within 4 months (ESPI2) – 22 fewer than at the end of March. Most (73 per cent) of
these patients were residents of MidCentral’s district

•

As at the end of June, 65 (1.0 per cent) patients across the region waited greater than
four months for their surgical treatment (ESPI5) – four fewer than at the end of March.
Thirty of the 65 patients whose treatment was outside of the timeframe were residents of
Capital and Coast or Hawke’s Bay districts and 25 were from MidCentral or Wairarapa
districts

•

For the 12 months ending March 2015, the region had standardised intervention rates
(all admission types) for cardiac surgery (5.36/10,000), angiography (29.4/10,000) and
angioplasty (9.89/10,000) that remained significantly below the national target rates

•

For the quarter ending June, 73.1 per cent of high risk patients with acute coronary
syndrome across the region (excluding Nelson Marlborough DHB) received their
angiogram within 3 days of their admission – an improvement on last quarter (68.6 per
cent) and achieving target (73.4 per cent for the year). Individually, Hutt Valley and
Capital & Coast were the only DHBs to meet or exceed target for the quarter, although
results improved across all other central region DHBs

•

Registry completion rates on the ANZACS-QI for patients (excluding Nelson
Marlborough DHB) undergoing a coronary angiography continue to improve – 89.5 per
cent in the three months to May compared to 70.4 per cent over the three months to
February. Notable increases in registry data since Capital & Coast deployed staff
resources in late 2014 to oversee the ANZACS-QI database. Hutt Valley, Wairarapa and
Capital & Coast DHBs are the only DHBs to achieve the 95 per cent target in this last
period (MidCentral was 75 per cent with registry completions).
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The annual audit of the database and processes recently undertaken at MidCentral by
the national external auditor showed some duplicate records were being initiated at
Capital & Coast when some patients were transferred, which has a negative impact on
MidCentral’s results. Capital & Coast has been advised and remedial work is being
undertaken with the national database administrator
•

The region had 69 per cent of stroke patients being admitted to an acute stroke
unit/service – a small improvement on the previous quarter, but missing the national
target of 80 per cent, although MidCentral did reach 84 per cent for this period (note
data is lagged by three months). While the overall target of Ischaemic Stroke patients
being thrombolysed was met as a region (9 per cent again for this quarter), individual
DHBs such as Hawke’s Bay, Wairarapa and Whanganui DHBs were unable to meet the
target. Thrombolysis services are not offered 24/7 in all DHBs and some have limited
resources to provide the service which is considered unsustainable in the medium to
longer term. Telemedicine/telestroke has been proposed as the best option for delivering
acute stroke treatments (thrombolysis) throughout the region, with the potential for
regional or sub-regional cover arrangements for rosters and the possibility of
credentialing registrars with support of SMOs also being explored

•

Target waiting times for urgent and surveillance colonoscopies were achieved by all
DHBs at the end of June and all but Whanganui DHB were achieving the target of 60 per
cent or more people with a wait time of 42 days or less for their non-urgent colonoscopy.
MidCentral and Capital & Coast DHBs are leading implementation of sub regional
service improvement projects, with plans completed for implementation in 2015/16 year

•

The three DHB providers (Capital & Coast, MidCentral and Hawke’s Bay) in central
region continued to meet the target waiting time of 90 days or less for 90 per cent or
more of the accepted referrals for an elective coronary angiography

•

At the end of June, four DHBs met target of 90 per cent patients waiting less than 42
days for a CT scan, with Capital & Coast and Hawke’s Bay DHBs falling short of target
each month this quarter. MidCentral was the only DHB to consistently achieve the
target waiting time for MRI scans

•

In June, the Ministry approved the service plan developed by the Central Cancer
Network (CCN), DHB Cancer Managers and Allied Health Directors for implementing
the regional Psychological and Social Support Service with funding for new psychology
and social work roles being made available from Budget 2014. CCN will continue to
facilitate and coordinate the establishment phase of these roles

•

Nine Ministry-funded round one projects to support service improvements and
implementation of the Faster Cancer Treatment health target and tumour standards
were near completion, with some having had time extensions. A further nine projects
for the CCN region have been identified in response to the Ministry’s Request for
Proposal process for round two funds to be made available for the Faster Cancer
Treatment programme – awaiting confirmation of funding from the Ministry. Approved
projects are due to commence in October 2015

•

For the nine months ending March 2015, there were 349 young people referred to the
regional community youth forensic liaison service and the maternal mental health
service in the central region has been accessed directly or indirectly by an average of 294
people per quarter. Over the 12 months to June 2015, 90.2 per cent of the total 500
forensic mental health assessments for people in prison were completed within 10 days
of referral (37 per cent on the same day)

•

The overall Regional Health Informatics programme (RHIP) was confirmed in the
previous quarter with small changes to the timeframes. The programme is tracking to
the agreed timeframes but is at significant risk due to lack of agreement on the delivery
model for the region

14
While progress is being made on the regional platform, the ongoing support and funding
model has not been agreed by all DHBs. A process is on place to determine individual
DHB pathways to the RHIP, and to agree the regional operating model.
Attachment 1 to this memorandum provides a précis of the 54-page quarterly report
detailing progress on implementation of the RSP (the full report is available on request).
Note that data or performance indicator results have been updated for the quarter ending
June since they have become available after the quarterly report was completed with earlier
data.
3

Recommendation

It is recommended:
that this report be received

Vivienne Ayres
Manager
DHB Planning and Accountability
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Summary of 2014/15 Regional Services Plan Implementation – Quarter 4, 2014/15
2014/15 RSP Programmes and Projects
Health of Older People (CEO Sponsor and Lead: Julie Patterson.

Project Manager: Kendra Sanders)

Outcome:

Older people and their families and whanau are valued partners in an integrated health and social support system that maximises their abilities and sense of
wellbeing, and have control over their circumstances.
Overall Programme Status:
Tracking to plan. Pilot results from multi-interventional approach to polypharmacy showed positive results – process being established to
G
disseminate report. Three project subject areas carried over into 2015/16 (dementia, Advance Care Planning and Polypharmacy).
Project:
Polypharmacy master classes

Status

G

Interventional approach to
polypharmacy

B

Advance care planning

G

Specialist HoP workforce
Dementia

B
G

Progress as at 30 June 2015
Polypharmacy master class hosted by Whanganui in April, with 50 registrants. Positive feedback. HBDHB intend
delivering a locally focused workshop later in year. HoP Network to consider findings from collation of participants’
six-week reflective log post masterclass to assess applicability to in clinical practice. Findings / recommendations to
be made available to relevant executive groups in due course.
Pilot results presented to HoP Network in May and to REC in June. Process being established to share report across
region. Outcomes from the Specialist Medicine Advisory Review are:
• Medication modifications were recommended in 86% of patients.
• Discontinuation of medicines was recommended in 57% of patients.
• New medicines were recommended in 20% of patients.
• Medicine reviews by GPs were recommended in 57% of patients seen by SMAS.
• By 6 month post-medicines review, 73% of recommendations had been actioned by the patient’s GP.
Qualitative analysis from 27 patient surveys received suggests good acceptance from patients, who valued the
increased understanding and potential benefits that they got from the service.
The MiAP pilot project was the category award winner for Integration and Collaboration at the Whanganui Health
and Disability Quality Awards.
80 people completed the Level 1 ACP Modules in quarter 3 bringing total of 211 to end March. Five of the 6 DHBs
have established ACP governance groups and 4 have ACP leads to support ACP implementation. Selection criteria
and expectations for applicants to Level2 ACP training established. A 42% response rate to a survey of DHBs, NGOs
and aged care showed there was significant activity occurring re raising awareness of ACP; to inform developments.
Closed
Stocktake underway of dementia pathways against NZ Framework to inform which 3 components of the dementia
care pathways are best achieved at a regional level – due for completion by end of June.
WiAS training continuing to be promoted – 114 new registrations to the HoP e-resource for the year. Hawke’s Bay
leading Dementia education awareness in primary care for the central region.

Key risks / issues
Nil identified

Nil identified

Nil identified

Nil identified
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Cardiovascular Services (CEO Sponsor: Debbie Chin

Lead: Dr Andrew Aitken.

Project Manager: Jeanine Corke)

Outcome:
Measured by:

Improved equity of access to more timely cardiac intervention services
Standardised intervention rates for cardiac procedures (angiography 34.7/10,000, cardiac surgery 6.5/10,000), and, 90% of elective angiography within 3 months, and,
by December 2014, 0% waiting greater than 4 months for specialist assessment for elective surgery
Overall Programme status:
Overall programme of work on track, but performance targets for key indicators not being met in majority of cases, including ACS and
G
ANZACS-Q, although the latter two are showing improvement, and target elective coronary angiography diagnostic waiting times were
met. Good progress with development of cardiac minimum standards, implementation of the Accelerated Chest Pain Pathway. A
cardiologist is in post at Wairarapa and DHB and visiting cardiology service provided by MidCentral to Whanganui DHB has been confirmed
Project:
Minimum standards

Status

G

Key Performance Indicator
Reporting

B

Building a sustainable workforce

G

Regional Cardiac Service Model

n/a

Progress as at 30 June 2015
Working group has finalised Cardiac Minimum Standards for Primary Care referrals to FSAs, secondary care
access and service delivery for:
• non acute chest pain/acute chest pain
• STEMI
• echocardiography
• heart failure
• new atrial fibrillation
• tachycardia/palpitations/syncope
• suspected structural or vulvular heart disease
Meeting in late June to discuss implementation process
Performance ‘dashboard’ developed, agreed by the Network and distributed to DHBs. For the 12 months
ending March 2015, the region had standardised intervention rates (all admission types) for cardiac
surgery (5.36/10,000), angiography (29.4/10,000) and angioplasty (9.89/10,000) that remained significantly
below the national target rates. Individually, some DHBs had rates that were not significantly different to
the national target (Whanganui, Wairarapa and Hawke’s Bay for cardiac surgery, Hawke’s Bay for
angiography, and, Whanganui and Hutt Valley for angioplasty)
A regional newsletter (which includes the a 2 page summary dashboard), jointly developed with the Stroke
network, has been issued to DHBs
Echocardiography (ECHO) Working group has agreed the draft regional training models and funding
needed. Proposal on regional training options and associated funding, including implementation plan,
being developed for regional COOs meeting in July.
On hold until data on the role delineation model and the broader regional health services plan is available

Key risks / issues

Not achieving expected
intervention rates for cardiac
surgery or for cardiology
procedures. Continues to be
monitored by Cardiac Network.

Obtaining commitment from DHBs
on the strategic direction.
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ANZACS-QI

G

Enhancing Regional Tertiary
Services

G

Good progress. For the quarter ending June, 73.1% of high risk patients with acute coronary syndrome
across the region (excluding Nelson Marlborough DHB) received their angiogram within 3 days of their
admission – an improvement on last quarter (68.6%) and achieving target (73.4% for the year).
Individually, Hutt Valley and Capital & Coast were the only DHBs to meet or exceed target for the quarter,
although results improved across all other central region DHBs. Registry completion rates on the ANZACSQI for patients (excluding Nelson Marlborough DHB) undergoing a coronary angiography continue to
improve – 89.5% in the three months to May compared to 70.4% over the three months to February.
Notable increases in registry data since Capital & Coast deployed staff resources in late 2014 to oversee
the ANZACS-QI database. Hutt Valley, Wairarapa and Capital & Coast DHBs were the only DHBs to achieve
the 95% target in this last period (MidCentral was 75% with registry completions).
Initial report comparing CCDHB cardiology and cardiothoracic casemix with other tertiary hospitals; being
reviewed by clinicians before next steps are identified

Stroke Services (CEO Sponsor: Kath Cook

Lead: Dr Jeremy Lanford.

Difficulties meeting targets.
Dedicated resourcing required to
maintain up to date records and
data integrity for registry - remains
an issue for each DHB. The
Network is presenting a paper to
regional COOs/GMs in August

Project Manager: Catherine Marshall)

Outcome:
Stroke patients have more timely access to comprehensive organised stroke services, including TIA care and thrombolysis
Measured by:
6% of eligible stroke patients thrombolysed, and, 80% of stroke patients admitted to a stroke unit or organised stroke service with demonstrated stroke pathway
Overall Programme status:
On track. Thrombolysis target achieved as a region (by three DHBs) and improved rate (69%) of admissions for acute stroke patients to
G
organised stroke unit/service. Broader telehealth project picking up with option for regional telestroke service to strengthen potential for
viable 24/7 thrombolysis service and cover arrangements. A bpac TIA electronic decision support tool for use by GPs will be implemented
throughout the region from July 2015 (already in MidCentral). Focus on stroke rehabilitation services commencing.
Project:
Organised acute stroke services

Thrombolysis

Transient ischaemic attack

Status

G

A

G

Progress as at 30 June 2015
69% of stroke patients were admitted to acute stroke unit/service in Q3 – an improvement on previous
quarter (data lagged by 3 months). Improving acute stroke unit care at CCDHB has been recommended –
business developed and awaiting approval.
Overall target of 6% for thrombolysis of ischaemic stroke patients has been met across region, however
variability among DHBs – Whanganui, Wairarapa and Hawke’s Bay unable to meet target this quarter.
Hawke’s Bay thrombolysing 3% of eligible patients. 24/7 thrombolysis services not offered at all DHBs and
some have limited resources, which is not sustainable in the medium – longer term.
Telemedicine/telestroke proposed as best solution throughout region. Telestroke being considered under
the broader telehealth project. Hawke’s Bay Lead Clinician has indicated potential for alternative cover
arrangements with credentialing registrars to provide thrombolysis with support of SMOs – for further
discussion. The National Stroke Register has been implemented in all DHBs.
All DHBs have TIA pathway in place. A bpac TIA electronic decision support tool for use by GPs will be
implemented throughout the region from July 2015 (already in MidCentral) led by National Stroke Network

Key risks / issues
After hours management of acute
stroke patients an issue in some
DHBs – matching capacity and
demand, seasonal influences
HBDHB not meeting target since
June 2014 – being addressed.
24/7 thrombolysis services are not
offered in all DHBs and
sustainability of existing cover
arrangements is an issue
Nil identified
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Maori and Pacific

G

Rehabilitation stroke services

G

Workforce

G

Rates for Maori and Pacific people experience remain relatively consistent – 11% Maori and 5% Pacific.
Further data analysis required to determine where linkages with Maori and Pacific health providers can be
made to contribute to health outcomes. The National Stroke Network will collect additional ethnicity
data/collate current data from registry to identify gaps and regional variations. Pacific representative has
withdrawn from Regional Stroke Network – expressions of interest being sought for a replacement
Data collection for new national indicators for stroke rehabilitation has commenced, starting with
retrospective data set to be considered at next regional Steering Group meeting in September.

Audit of stroke services against the National Stroke Foundation Guidelines has been undertaken; this has
assisted in identifying gaps in workforce. Further analysis required.
A bi-annual Stroke Education meeting held in May, hosted by MidCentral. Next one being planned for
November , with CCDHB as host.

Cancer Services (CEO Sponsor: Debbie Chin.

Lead: Mike Grant.

May be issues for description,
definitions and interpretation for
collecting data specifically for
stroke rehabilitation – especially
community based
No regional funding to host
education or thrombolysis training
days; to be discussed further with
DHBs

Project Manager: Jo Anson - CCN)

Outcome:
Measured by:

Reduced incidence and impact of cancer
All patients ready for treatment wait less than 4 weeks for radiotherapy or chemotherapy, and, shorter cancer pathways with better access to assessment, diagnosis
and treatment
Overall programme status:
All projects on track; six completed with expectations for the year achieved. Sub-regional colonoscopy service improvement plans
B
completed for implementation in 2015/16. Radiation oncology and chemotherapy treatment times continue to be met. Colonoscopy
waiting times for all three referral types met by all DHBs except Whanganui who was below wait time target for non urgent colonoscopy
Health target for FCT broadly improving, but lower volumes reported compared to expected cancer registrations – continuing data quality
and improvement activities. Good progress with Cancer Centre Development Plan. Round one FCT projects nearing completion. Awaiting
approvals from Ministry in response to request for proposals for nine FCT improvement projects – round two funding, to commence from
October 2015.
Project:
Cancer treatment wait times
Cancer Centre Development Plan

Status

B
B

Progress as at 30 June 2015
Radiation oncology waiting times consistently met by both Cancer Centres. Chemotherapy waiting times’
data not available at time of report from Hawke’s Bay, but all others met expectations
Good progress. Developing model of care for medical oncology across 3DHBs. Commencing EVIQ
chemotherapy training programme for nurses across region. Progressing implementation of e-prescribing
for chemotherapy at MidCentral. CCDHB identifying requirements to inform business case. Capital
activities including replacement linac for CCDHB and development of new medical oncology facilities at
MidCentral. Full report on delivery against plan due in July, then plan to be refreshed.

Key risks / issues
Nil identified
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Faster Cancer Treatment RFP
Projects

G

Faster Cancer Treatment indicators

B

Multidisciplinary meeting (MDM)
development

B

Tumour standards

G

Cancer Nurse Coordinators

B

FCT in primary care

G

Prostate cancer

G

Diagnostic waiting times
(Colonoscopy)

B

Palliative care

G

Round 1 FCT projects nearing completion – some have time extensions. Outputs presented at national FCT
forum in April and to be presented at regional forum in August. $1.1m of round 2 funding available from
MoH for CCN region in response to request for proposals – nine proposals submitted.
All DHBs reporting data monthly. DHBs continuing to review their data collection and administrative
processes. Preliminary regional results for the 6 months to June show 70.5% of valid patients met the 62
day indicator and 86.9% patients met the 31 day indicator
Paper identifying progress with MDM development and proposed next steps endorsed by regional
COOs/GMs. Refreshed plan has been drafted and out for sector feedback. Ministry Budget 2014 identified
funding related to MDM data collection – still waiting for approach to be identified.
Service reviews against the tumour standards continue – gynaecology and breast commenced this period
Progress against the work plans for bowel and lung includes the development of two sub regional
colonoscopy service plans and CT colonography stocktake. Planning indications from MoH suggest that
two more tumour streams will be identified for review in 2015/16 – CCN to work with DHBs to prioritise
which ones
Coninuing work on process and service development. Attended the national forum in April.
Progressed with primary care stakeholder and consumer meetings to identify enablers and barriers to FCT
in primary care. Draft findings report currently out for sector feedback – to be finalised in July prior to
being presented to regional forum in August.
No change. Focused on national level activities – predominantly tools for primary care. Link regionally
with FCT primary care approach to identify implementation opportunities
ProVation has been implemented in HBDHB, commenced in MDHB and in planning stages for Hutt and
Wairarapa DHBs. DHBs’ sub-regional colonoscopy service improvement/planning projects completed for
implementation in 2015/16. Target waiting times for urgent and surveillance colonoscopies were achieved
by all DHBs at the end of June and all but Whanganui DHB were achieving the target of 60% or more
people with a wait time of 42 days or less for their non-urgent colonoscopy. Findings from completion of
CT colonography stocktake of current capacity and utilisation for discussion by COOs and regional radiology
group
Recommended (non mandatory) service specifications released in January. A formal review against the
specifications has not been undertaken in 2014/15 as planned – deferred to 2015/16 year. Business case
for additional training roles to be presented to regional COOs/GMs in August.

Awaiting MoH acceptance of
Round 2 project proposals, due to
commence from October 2015
Lower volumes reported compared
to expected cancer registrations for
some DHBs – data quality oversight
continues

Awaiting completion of national
work on tumour standards’
datasets and definitions for high
suspicion of cancer

Ministry has indicated they are to
commence policy work on the early
detection pathway - initially lung.

CCDHB and Whanganui have
indicated that ProVation will not be
prioritised for implementation in
2015/16

Potential for service specification
to be approved as mandatory from
July 2016.
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Clinical leadership)

B

Regional Medical Nursing and Oncology Social work Director positions continue. Deliverables include:
• planning for EVIQ chemotherapy nursing training programme
• development of Supportive Care Framework
• development of the regional Psychological and Social Support Services Plan
Commencing discussions regarding the development of a clinical governance framework for cancer

Maori leadership

B

System integration and service
collaboration

B

Main focus has been supporting the national Maori Cancer Leadership Aotearoa group (Hei Ahuru Mowai)
to develop, including facilitating hui
CCN Governance Group and Regional FCT Steering Group met in April and June. Central Region Palliative
Care Network and the Regional Oncology Social Workers met in April. Cancer Consumer Representatives
met in May. CCN presentation on FCT to the regional Orthopaedics Network. Annual regional cancer
forum planned for August.

Mental Health and Addiction Services (CEO Sponsor: Julie Patterson

Lead: Dr Alison Masters.

Project Manager: Josh Palmer/Peter Barnett)

Outcome:

People needing specialist mental health and/or addiction services can more readily access them without undue delay, and, people with mental illness experience a
responsive service that improves their mental health and wellbeing
Measured by:
80% of people referred for non-urgent mental health or addiction services are seen within three weeks and 95% of people are seen within eight weeks, and, reduced
rates of acute readmissions to hospital for specialist mental health and addictions services
Overall Programme status:
All projects on track – majority of projects completed – others carried over into 2015/16 as intended – finalising year end reports to be
G
submitted to Mental Health and Addictions Network in August.
Project:
Youth forensic

Status

G

Maternal perinatal services

G

Eating disorders service

G

Progress as at 30 June 2015
2014/15 evaluation and 2015/16 implementation planning underway, for presentation to MHAN in August.
Development of document mapping youth forensic pathway almost complete – pathway of Nga Taiohi
(Youth Forensic Inpatient Unit) to be added. Over the March quarter, 112 people (74% were Maori) were
accessing the Youth Forensic Community and Justice Liaison service – slightly fewer than average
Regional Clinical Network working well using a combination of face-to-face and electronic means to
support clinical service meetings, MDTs, advice/consult, training and information sharing. E-training
package continues to be developed with regional clinicians and potential to build on Northern region
competency framework being explored. Packages of Care are being used across the region – continuing
with further development work. Over the January to March quarter, 275 people were referred to the
Maternal Mental Health service in the central region – fewer than the previous quarter (310) but still an
increase compared to the previous year, showing increased access to acute care in the community.
Advance Clinical Practice Day held in June – 49 people attended and programme was well received.
Working group looking to extend input from Maori and consumer representatives. Progress report for
2014/15 delayed due to late start of programme, but expected to be presented to MHAN in August

Key risks / issues
Nil identified

Nil identified

Nil identified
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Adult forensic

G

High and complex needs –
Rehabilitation and Residential
Addiction

G

Workforce

G

As for youth forensic service, finalising 2015/16 project plan for MHAN in August. Similarly, development
of a document that maps the Adult Forensic Services Pathway, Adult Forensic Inpatient and Step-Down
Pathway is almost complete. Prospect of adding Adult Forensic Community Pathway in future.
For 12 months to end March 2015, the Regional Forensic Community Team has completed 484 mental
health assessments for people in prison; 43% seen on same day as referral and 80% were seen within 5
days.
Regional Rehabilitation - implementation now complete resulting in improved contact and coordination
between regional Rehab centre and individual DHBs on pathways into the regional service and back out
again to DHBs and communities. Project closure report due to MHAN in August.
Central Region Residential Addiction Services – Feedback from presentations of new Adult Residential
Addiction Model of Care to stakeholders at forums held in April and June to be incorporated in final report
with final model and recommendations to be presented to MHAN in August. Planning service
configuration, resourcing/contracting implications and implementation of the model will occur in 2015/16.
Stocktake report published. Workforce planning / forecasting using current service delivery models,
workforce, service user numbers and funding forecast completed for 2017-2020.
Central Region Peer Support Network established.
National Workforce Employee Census postponed by Te Pou and HWNZ.
Monthly Workforce development Newsletter sent to NGOs. Work with Nurse Educators on access to
training for NGOs.

Elective services (CEO Sponsor: Kevin Snee

Lead: Chris Lowry.

Nil identified

Nil identified

Nil identified

Project Manager: Jocelyn Carr)

Outcome:
Measured by:

The central region’s population has better and more timely access to quality elective services
Increased volume of elective surgery discharges across the region by June 2015, and, no-one is waiting greater than 4 months for a first specialist assessment or an
elective surgery procedure from December 2014
Overall Programme status:
The ESPWP programme is scheduled to deliver current work programme by end December 2015.
G
Orthopaedic clinical pathway endorsed with joint DHB and PHO meetings scheduled to progress implementation of Hip & Knee, Carpal
Tunnel and Shoulder pathways where these are not in place. The prioritisation for FSA tool has been updated to ensure alignment of the
malignancy guidelines with the Cancer Network.
The region has exceeded the health target for increased volume of surgery, with 32,836 elective surgery discharges delivered over the year
– 104.5% of target. ESPI2 and ESPI5 target waiting times for the region were within thresholds at end of June, 22 (0.1%) people waited
greater than 4 months for their FSA and 65 (1.0%) patients did not receive their treatment within the required timeframe.
Project:
Electives monitoring / reporting

Status

A

Progress as at 30 June 2015
ESPWP report sent to MoH – awaiting feedback following request for additional detailed information,
predominantly related to the development of a regional capacity management tool. Central TAS

Key risks / issues
Pressure from MoH to develop similar
analytical tools as other regions for
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continuing to work through methodology to develop a tool, which may involve linking the current ESPI
reporting to theatre utilisation and when available workforce information.

ESPI – waiting times

Tele-health option
Regionalised orthopaedic / ENT
pathway

G

N/A
G

ESPIs within thresholds at end of June across region; ESPI 5 (wait times for treatment) at Hawke’s Bay
and MidCentral DHBs non compliant, with 32 patients (49%) of the total 65 patients across the region
who waited greater than 4 months. At end June, 22 people across the region were not seen for their
FSA within 4 months - 22 fewer than at end March.
Re-assigned
Orthopaedics – Joint DHB and PHO meetings scheduled to progress implementation of agreed Hip &
Knee, Carpal Tunnel and Shoulder pathways where these are not already in place. The prioritisation
for FSA tool has been updated to ensure alignment of the malignancy guidelines with the Cancer
Network. The Network is supporting the collection of comparative data including theatre utilisation,
pre-admission process and orthopaedic workforce (SMO, Registrar, GP, Nurse and Physiotherapy).
The Orthopaedic Network would like to expand the work programme to include acute services and
the development of a proposal for a CR Training Hub – for further discussion regionally as ESPWP
concludes in December with the current funding stream. First weekend forum (Centre Pod) open to
all central region orthopaedic surgeons is scheduled for early October.
ENT – Acute and chronic rhinosinusitis pathways completed and to be implemented in Hawke’s Bay.
The pathway for vertigo has been completed and ready for localising to Map of Medicine. Two
additional pathways are under development. MoH clinical prioritisation tool implemented in all
DHBs. ORL forum scheduled for early September.
Ophthalmology – meeting held in May with central region Ophthalmologists and a GP Clinical Lead to
discuss service configurations, basic intervention rates and cost data. Initial focus will be on
development of clinical pathways and service delivery models for Avastin and Cataract interventions.

regional capacity management – for
further discussion with TAS, DHBs and
MoH.
Meeting the four month waiting time for
treatment from date of commitment to
treat continues to be a challenge.
Nil identified
Implementation of completed pathways is
challenging; requires successful
engagement with primary care.

Major Trauma (Lead: Chris Lowry. Clinical Lead: Derek Snelling)
Outcome:
Central Regional Major Trauma plan is developed by the end of 2014/15
Overall Programme status:
On track with good progress putting processes in place within a relatively short timeframe. Regional clinical network established. Most
G
DHBs are ready to start collecting data on major trauma patients from July 2015. CCDHB, Hawke’s Bay and MidCentral DHBs have
identified trauma nurse positions established, and all but Wairarapa have medical staff representatives. Working on “destination” policies
for major trauma and for spinal cord injuries – further information and guidelines being sought from the MoH and the National Trauma
Clinical Network, including transfer methods, timing and proximity of hospitals and in relation to different trauma service levels. CCDHB is
the regional provider for major trauma services.
Project:

Status

Progress as at 30 June 2015

Key risks / issues
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Establish Central Region Major
Trauma Network

G

Regional clinical network for major trauma established; first meeting held in beginning of July 2015.
MoU developed between Midland region and central region DHBs for utilisation of Waikato major
trauma registry/database – MoU being signed off by DHBs. Most DHBs are now ready to start
collecting data on major trauma patients from 01 July; has commenced in Wellington, Hawke’s Bay
and Palmerston North. Reporting is currently being worked through.
CCDHB, Hawke’s Bay and MidCentral DHBs have identified trauma nurse positions established.
Whanganui has identified a staff member but has not yet finalised structure of position. Hutt and
Wairarapa have not yet decided how this will be achieved; both have low volumes of major trauma.
Medical staff representatives are organised for all hospitals except Wairarapa.
Working on policies and guidelines for destination of trauma patients (including ambulance) and
spinal cord patients. Further information and discussion required for clarification of guidelines,
transfer methods/protocols, distance and proximity of hospitals for different levels of trauma services
(i.e. advanced, district, rural). Being followed up with the National Trauma Clinical Network and MoH.
DHBs across region sharing current Trauma clinical policies.

Nil identified

Diagnostic Imaging (Lead: Dr James Entwisle. Project Manager: Jeanine Corke)
Outcome:
The central region’s population has better and more timely access to computerised tomography and magnetic resonance imaging services
Measured by:
90% of accepted referrals for CT scans and 80% of accepted referrals for MRI scans will receive their scan within 6 weeks (42 days)
Overall Programme status:
Programme highlights include the development of Community Radiology Referred Access Criteria, development and progress of an action
A
plan to address the Sonographer workforce shortage, PACS Archive is in place and the Regional Radiology Information System is developed.
At the end of June, four DHBs met target of 90% patients waiting less than 42 days for a CT scan, with Capital & Coast and Hawke’s Bay
DHBs falling short of target each month this quarter. MidCentral was the only DHB to consistently achieve the target waiting time for MRI
scans. Overall programme assigned amber status due to not achieving the waiting times indicator for MRIs across the region.
Project:
Status
Community referred access criteria
A
Operations and Governance RIS /
PACS

G

Workforce development

A

Progress as at 30 June 2015
Implementation of the CRRAC continues to be rolled out at Hutt and Capital 7 Coast DHBs.
MidCentral making good progress in implementing the National Radiology Access Criteria.
User acceptance testing completed earlier for Regional RIS signed off by all DHBs. Progressing
toward ‘go live’ state. Group continues to support implementation of RRIS work programme.
Whanganui planning to ‘go live’ in October 2015.
A recruitment and retention initiatives paper has been tabled to GMs HR and Directors of Allied
Health. Since developed an action plan to implement initiatives prior to international conference in
October.

Key risks / issues
Nil identified
Delayed implementation of regional RIS –
refer Health Informatics programme.
Nil identified
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Regional Health Informatics Program (ICT). (CEO Sponsor: Kath Cook. Programme Manager: Matt Wooster)
Outcome:
Central region DHBs have access to patient information wherever they may be situated
Measured by:
Completion of Phase 1 CRISP implementation (clinical portal, RIS, WebPAS for 3 DHBs with legacy PASs), based on Revised plan.
Overall Programme status:
The RHIP programme was confirmed in the last quarter with a small change to timeframes. The programme is tracking to the agreed
R
timeframes but is at significant risk due to lack of agreement on the delivery model for the region. While progress is being made on the
regional platform, the ongoing support and funding has not been agreed by all DHBs. With no ongoing funding agreement and service
structure in place the programme is at significant risk of stalling. A number of regional issues are outstanding in terms of ongoing regional
management, proceeding beyond the functionality build, regional ICT business service management framework; some preparatory
detailed planning has been undertaken, pending agreements and approvals.
CRISP programme on track. Finalising the integration detail of the key applications by means of an “Enterprise Service Bus” and preparing
for final functional test as confirmation of readiness for DHB uptake. Also preparing the infrastructure of the extended testing programme
and deployment activities for the Clinical Portal and Radiology Information Systems Applications’ suites. The functionality is undergoing
intense vendor and programme testing to achieve “clean” solutions. Data migration strategy for WebPAS MidCentral and Whanganui DHBs
signed off.
Project:
Patient administration system
(WebPAS)

Regional Clinical Portal - Core

Status

G

A

Progress as at 30 June 2015
On track. Data migration strategy for MidCentral and Whanganui signed off, and specifications
nearing final sign off. CSC commencing data migration script development (5 month
milestone). Functional Test script and Test Plan ongoing. CSC has provided technical and
administration training. CSC provided Key User Training for the DHB subject matter experts to
enable execution of regional PAS work packages in their DHBs
Conditional sign off in December. Work during April/May has focused on resolving defects and
developing the additional changes for CP Core. Data migration progressing at Whanganui DHB
with successful transmission of demographic test data. High availability testing in preproduction commenced – early results are very promising.

Key risks / issues
• Finalisation of the service management
frameworks which will have to support the
local vs. regional set up of the application
• Resources in the DHBs where the same
resource will be required across all 3 key
work streams. DHBs and TAS working
collaboratively on this
• Continuing changes to the Model 1
integration specification are impacting the
project schedule.
• Project external dependencies, such as the
WAN project and Service Management are
also impacting the project schedule.
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Radiology information system

G

Progressing toward “go live” date. Stage 1 migration for all 6 DHBs is completed, tested and
validation has been completed (3D excepted). Work packages 2 – 4 of rectification work and
subsequent testing completed with remedial work underway. A functions audit was
undertaken at Hawke’s Bay. Expecting ‘go live’ date in October for Whanganui DHB.

Solutions integration

A

Detailed planning for local Technical (Systems and Networking) integration activities continue.
Engagement with regional DHB technical staff has provided a clear understanding of the new
integration approach. Regional Messaging specifications for DHB-Hub, and interoperability
messaging between applications completed
Regional e-Pharmacy: detailed functional analysis and requirements documentation
completed. Funding request for following phases is pending presentation to the CE Forum
Regional Management Reporting and Data Access project: High level design and requirements
gathering is complete. Funding for next phases to be requested.
Wide Area Network: Approval has been given to arrange for WAN connectivity to the
“northern sector” DHBs only; 3D has rejected adoption on the basis of cost

Projects

n/a

Workforce Development (CEO Sponsor: Julie Patterson.

Lead: Roy Pryer

• Integration specification is holding up the
final work to be done on the integration
aspects. May cause project delays
• The final specification of the application is
being tightly controlled to prevent scope
creep which may increase costs
• Hutt DHB has recently listed two potential
additional requirements that are not
insignificant – if Hutt wishes to proceed
Change Requests will be raised
• Lack of DHB technical resources may impact
programme progress
• The need to freeze local solutions change
and code sets may generate issues

Project Manager: Nicola Smith)

Outcome:
Health services are clinically integrated, more convenient and people centres
Measured by:
Milestones of each plan achieved as planned
Overall Programme status:
Work streams mainly on track through collaboration between the Regional Director of Workforce Development Central Region Workforce
G
Development Hub and the regional GMs HR
Project:
Consolidation training and
education

Status

B

Recruitment and retention of
regulated workforce

B

Innovation support training –

G

Progress as at 30 June 2015
e-learning project completed. Ongoing quality assurance process, information sharing and
development of regional content. Development of [post graduate] training/information
database on hold
Regional register of hard to staff areas maintained. Sonography recruitment plan completed
with CR Radiology group. Sole practitioner register updated, to be followed by stocktake and
gap analysis of support mechanisms.
Diabetes prescribing workforce - regional matrix currently being formulated to map support

Key risks / issues

Aligning to current national sonography work

Milestone for diabetes prescribing workforce
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vulnerable groups

network and resources for region for prescribers on diabetes pathway. Nursing project
increasing graduates into NETP/NESP is on track. DoNs moving towards using the Chief
Nursing Officer’s model.
Pacific workforce plan being developed by Directors of Pacific Health for cultural
responsiveness training. Development of Pacific workforce plan to increase recruitment –
sharing of best practices by GMs HR, involvement of Director of Pacific Health in recruitment.
The Kia Ora Hauora central region hub continues to perform well. To date 944 Maori are
enrolled with the programme – 51% above target. Enrolments are predominantly female. The
Maori Workforce Development Plan continuing to engage Maori in thinking about careers in
health.
Te Tohu Whakawaiora: Certificate in Healthcare Raising Capability to Accelerate Maori Health
Gain pilot commenced. First course due for completion September 2015. Planning for
evaluation of pilot underway. Pilot site updates: Wairarapa DHB – 23 participants – module 2
currently being completed and module 3 being delivered.
Innovations database continues to be publicised and utilised – project completed

changed to reflect regional need.

Awaiting strategic guidance from HWNZ and
Medical Council re community placements but all
central region DHBs aware if initiatives required
for community placements

Innovation workforce
development / sector
transformation

G

The following sub-projects have been completed:
•
RMO workforce pln implementation
•
Training and governance for Advance Care Planning
•
Cancer Nurse Coordinators
•
National cancer nursing and skills framework
•
PGY1 and PGY2 programme - in planning discussions with HWNZ for community placements for
PGY2 from 2016 onwards.
•
Stroke education and strategy plan
•
Supporting dementia care workforce
•
Workforce resource for polypharmacy masterclass
Commenced work on the Mental Health & Addictions workforce action plan – due for completion in
December 2015
Hawke’s Bay DHB has agreed to lead dementia education and awareness programme in primary
care for the central region – progress monitored through HoP Network
Ministry guidance for medical oncology SMO roles in a new model of care has been released to
DHBs. Recommendations being considered by the two Cancer Centres as part of the Regional
Cancer Centre Development Plan refresh for 2015/16
The Cardiac Echo working group has developed funding proposal for regional COOs to be tabled in
July, putting forward a number of regional training options and implementation plan

Leadership & Management
programmes

G

Aligned regional planning to National GMsHR leadership/management framework – will continue
into 2015/16 year
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Quality and Safety (CEO Sponsor: Julie Patterson.

Project Manager: Nicola Smith)

Outcome:
Establish clinical leadership ensuring improved care and maintained patient safety
Overall Programme status:
Central Region quality and safety group was re-formed as the Health Quality Safety Alliance. The Alliance works as an 'Action Group' to
G
undertake a programme of work in agreement with the Central Region Executive Committee of the central DHBs. Regional priorities
identified and taken forward to 2015/16 RSP
Project:
Clinical governance framework
Regional process development for
Q&S activities

Status

G
G

Progress as at 30 June 2015

Key risks / issues

Regional quality and safety priorities identified and developed for 2015/16 RSP

Nil identified

Report on Nursing sensitive indicator survey findings received. Findings to be taken to central
region DoNs to develop work programme.

Nil identified
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TO Community & Public Health Advisory
Committee
Hospital Advisory Committee
FROM Vivienne Ayres
Manager
DHB Planning and Accountability
DATE
SUBJECT

1

MEMORANDUM

27 August 2015
NON FINANCIAL MONITORING FRAMEWORK AND PERFORMANCE
MEASURES – REPORT FOR QUARTER 4, 2014/15

Purpose

To provide the Committees with a consolidated report of the Non-Financial Performance
Monitoring Framework and Performance Measures (including Health Targets and
reporting requirements of Crown Funding Agreement variations) relating to the fourth
quarter of 2014/15, as provided to the Ministry of Health. A summary report of the
performance results is also included.
This report is for members’ information – no decision is required.
2

Summary

Attached to this memorandum is a summary of results for all the health targets,
performance measures and Crown Funding Agreement (CFA) Variation reporting items
completed for quarter four of the 2014/15 year. The performance rating for each of them
following assessment by the National Health Board is included in the summary; each
deliverable has defined criteria for these assessments.
Of the 51 performance measures/deliverables (including seven CFA variation reports)
that received an assessment rating for this quarter, 38 (74.5 per cent) were rated as
“achieved” or “satisfactory”, two (3.9 per cent) were “outstanding”, nine (17.6 per cent)
were “partially achieved” and two (3.9 per cent) were “not achieved”.
2.1
•
•
•
•

Health targets
The target for Shorter Stays in the Emergency Department was again achieved this
quarter
The target volume of elective surgery discharges by year end was exceeded, with
6,985 surgical discharges delivered
Immunisation coverage rates for 8 month old infants was just short of target again
this quarter (94 per cent)
Faster cancer treatment (62 day indicator) –improved again this quarter to 78 per
cent. The reported volume of referrals has increased with better identification of
eligible patients on this pathway. Note the Ministry publishes the results for a six
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•
•
•

monthly period because of the relatively small numbers for this cohort of patients
(76.2 per cent for January to June 2015)
A continued moderate increase has been made this quarter for eligible people who
have had their risk for cardiovascular disease assessed in the last five years at 86.8
per cent – remains below national average of 89 per cent however
The primary component of offering people brief advice and support to quit smoking
is similar to the previous quarter’s result (82.2 per cent this quarter and 82.4 per cent
last quarter)
The target for the hospital-based component of the health target for help to quit
smoking was again achieved this quarter

2.2

Policy Priorities and Developmental Measures

Nineteen of the 24 (79 per cent) performance measures and deliverables for this
dimension were achieved, including the Prime Minister’s Youth Mental Health Project
receiving an outstanding rating this quarter, as did the results for the colonoscopy
waiting times. Improvement actions to support achievement of the remaining
performance expectations or targets are in place for those measures that were only
partially or not achieved:
•

•
•
•

Utilisation of DHB-funded dental services for adolescents (School Year 9 up to and
including age 17) – annual result for the 2014 year reported this quarter. Small
improvement on 2013 results at 82.4 per cent and generally MidCentral’s utilisation
rates are higher than the national average
The management for long term conditions - Acute Coronary Syndrome and Stroke
services management
Transition planning for young people discharged from specialist child and adolescent
mental and addiction services
Non-urgent wait times for mental health and alcohol and other drug services for
young people

2.3

System Integration

•

Ambulatory sensitive hospitalisation rates increased for the 12 months period ending
March 2015, although rates for Maori in the 0 – 4 year and 45 – 64 year age groups
reduced. The Ministry has advised that the definition and methodology for this
measure is being reviewed for changes to be implemented in the 2015/16 year

•

The standardised intervention rates for cardiac surgery and the two cardiology
procedures remain significantly below the national targets

•

Overall, the planned deliverables for the programmes and projects of the Regional
Services Plan were partially achieved (see separate implementation plan update
provided). The Regional Health Informatics Programme was on track for its
deliverables but had major risks associated with the regional operating model

•

The annual update on progress with Whanau Ora was provided this quarter - all
expectations were met

2.4

Ownership and Outputs

The standardised average lengths of stay (ALOS) for both acute and elective services
reduced again slightly to 4.31 and 3.30 days respectively.
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Both remain above the national rates. The annual target for Elective ALOS was only just
met, whereas the annual target for acute ALOS was not achieved.
The Ministry is progressing with their review and re-development of the model for
measuring and reporting acute readmissions to hospital (OS8). An update on the
reporting process will be provided in 2015/16. Therefore, the Ministry has not assessed
DHBs’ performance against the 2014/15 targets again this quarter.
Improvement efforts and ongoing work has resulted in National Identity data quality
measures being achieved, except for NHI duplicate records (one of which – NHI
ethnicity - was recognised as outstanding). For National Collections, MidCentral fell
short of expectations by about 15 records over the three months to May for the NBRS
dates and links to NNPAC to NMDS, but the remaining measures were achieved (two
were recognised as outstanding). This quarter the PRIMHD file load success rate has
been achieved.
Utilisation of available acute bed days and FTEs were greater than contracted volume in
the Price Volume Schedule for Mental Health and Addiction services. It is anticipated
that further work with the NGO sector to increase the capacity for supported
accommodation and suitable supervision arrangements will help toward reducing the
high occupancy rate of the inpatient unit.
2.5

Crown Funding Agreement Variation reports

Expectations for the seven Crown Funding Agreement Variation reports submitted this
quarter were all substantially met.
The full Non Financial Monitoring Framework and Performance Measures report for
quarter 4, as attached, consolidates all the reporting items submitted to the Ministry of
Health and includes commentary on actions to address performance shortfalls.
3

Recommendation

It is recommended:
that this report be received

Vivienne Ayres
Manager, DHB Planning and Accountability
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2014/15 QUARTER 4 (April - June): SUMMARY REPORT OF RESULTS
NON FINANCIAL MONITORING FRAMEWORK AND PERFORMANCE MEASURES
MoH
Assessment

HEALTH TARGETS
HT: Shorter stays in the
Emergency Department

95.7% of 10,057 presentations to Q1 Partially
achieved
ED admitted, transferred or
Q2
Achieved
discharged within 6 hours. Target
achieved.

100%
98%
95%
93%
90%
88%
85%
83%
80%
78%
75%

Q3 Achieved

Qtr 1

Qtr 2

2013/14

HT: Improved access to
elective surgery

Qtr 3

Q4 Achieved

Qtr 4

2014/15

Target

109.6% (6,985) of 6,554 planned
volumes delivered over the year;
exceeding target.

8000
7000
6000
5000
4000
3000
2000
1000
0
Qtr 2

Qtr 3

Actual

high suspicion of cancer wait 62 days or
less to receive their first treatment (or
other management) to be achieved by
July 2016
(Note the MoH publishes results each
quarter by DHB for a 6-month period
rather than the 3 months due to
relatively small numbers)

Qtr 1

Qtr 2

Qtr 3

Immunised on time

HT: More heart and diabetes
checks (cardiovascular
disease risk assessments)

HT: Better help for smokers
to quit

100%
95%
90%
85%
80%
75%
70%
65%
60%
55%
50%

100%
95%
90%
85%
80%
75%
70%
65%
60%
55%
50%

Qtr 1

Q4 Achieved

Qtr 4

Cumulative Target

HT: Faster cancer treatment Target: 85% of patients referred with a

100%
95%
90%
85%
80%
75%
70%
65%
60%
55%
50%

Q2 Achieved
Q3 Achieved

Qtr 1

HT: Increased immunisation

Q1 Achieved

Qtr 2

Qtr 4

Target

Qtr 3

Maori

Pacific

Total

Target

Qtr 4
Other

78% (31) of 40 patients had their
first treatment within 62 days.
Improved result and increasing
number of eligible patients
identified. Although not to
target, the MoH has
acknowledged continued
improvement and provided an
achieved assessment rating.

Q1 N/a

94% (482) of 513 eligible 8 month
old infants were fully immunised
on time. The result is largely due
to the 4.5% decline rate.
Reducing the decline rate
continues to be worked on in the
district and on a national level.

Q1 Achieved

86.8% (41,237) of 47,482 eligible
adults have had their CVDRA.
Increases have been made in
Maori, Pacific and Other groups
this quarter. Although not to
target, an achieved rating has
been received by the MoH,
acknowledging improvements.
Secondary: 96.3% - Achieved
Primary: 82.2% - Partially
achieved
Maternity: 97.6% - Achieved

Qtr 1

Qtr 2

Qtr 3

Qtr 4

Secondary Actual

Primary Actual

Secondary Target

Primary Target

Q2 Not
achieved
Q3 Not
achieved
Q4 Achieved

Q2 Achieved
Q3 Partially
achieved
Q4 Partially
achieved
Q1 Partially
achieved
Q2 Partially
achieved
Q3 Partially
achieved
Q4 Achieved
Q1 Partially
achieved
Q2 Partially
achieved

Steps have been taken to address
Q3 Achieved
the IT and technical capacity
issues in CPHO. Best practice
initiatives continue to be
Q4 Partially
implemented to help achieve
achieved
primary target in 2015/16.
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MoH
Assessment

POLICY PRIORITIES
Percentage of projected population seen
PP6: Improving the health
status of people with severe on average, per year, by age group: 12
months: 01 April 2014 to 31 March 2015
mental illness through
Age Gp Maori
Other
Total
improved access
0-19
3.64%
3.84%
3.78%
20-64
65+

PP7: Improving mental
health services using
transition / discharge
planning (0-19 yrs) and
employment status of clients
with long term illness

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

7.01%
0.96%

Qtr 1

3.86%
0.64%

Qtr 2

Qtr 3

Qtr 4

Target

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
Q1

Q2

Q3

Q4

Mental Health

Q1

Q2

Q3

Q4

Alcohol & Drug
< 3 weeks
< 8 weeks

< 3 weeks Target

< 8 weeks Target

PP10: Mean DMFT score for
Year 8 children

2.50
2.00

2012

1.50

PP12: Utilisation of DHBfunded dental services by
adolescent from School Year
9 up to and including age 17

70%
60%
50%
40%
30%
20%
10%
0%

Maori

Pacific

Other

12 months to 31 March 2015.
Waiting times for 0-19 year olds
improved from the last quarter
for 3 week and 8 week waiting
times for both MH and AOD
services (including NGOs). DNAs
and changes of appointment
times which fall outside of the
target period are reasons for
the more than 10% variances in
waiting times. Improvement
activities continue to be
implemented.

Q1 Partially
achieved

2014 calendar year result.

Q3 Achieved

Q2 Partially
achieved
Q3 Partially
achieved
Q4 Partially
achieved

Q2 Partially
achieved
Q3 Partially
achieved
Q4 Partially
achieved

Not reported this quarter.

Total

2014 calendar year result.
2012

Not reported this quarter.

Q3 Not
achieved

2013
2014

Maori

Pacific

Other

Total

2014 calendar year result.

86%
84%
82%
80%
78%
76%
74%

Q1 Partially
achieved

2014

0.50

PP11: Caries free children at
aged 5 years

Results remain below
expectation. There has been a
slight increase this quarter to
49.3% (357) of 724 discharges.
There continues to be some
administration and data entry
issues; further refinement and
socialising of processes with
clinical and administration staff
is underway.

Q4 Achieved

2013

1.00
0.00

Q2 Achieved

4.40%
0.66%

Transition plans

PP8: Shorter waits for non
urgent mental health and
addiction services for 0 – 19
year old age group

Annual targets achieved for 019 and 20-64 age groups and a
small increase on rates
reported for 2013/14.

2009 2010 2011 2012 2013 2014

82.4% (8,833) of 10,720
adolescents. Rates similar to
2013 with target not achieved,
albeit a small improvement
noting that the actual number
seen by contracted dentists
increased and the total number
seen was slightly ahead of the
population increase. Generally
MidCentral’s rates are slightly
ahead of national rates.

Q4 Partially
achieved
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PP13: Preschool and primary
school enrolments

PP18: Improving community
support to maintain the
independence of older
people

2014 calendar year result
Not reported this quarter.

87.1% (2,254) of 2,588 eligible Q1 Achieved
older people. Smaller increase
Q2 Partially
in rate over this last quarter;
achieved
not yet to target –criteria for
achievement met however with Q3 Achieved
ongoing improvement.

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
Qtr 1

Qtr 2

Qtr 3

• Long term conditions /
Diabetes Care Improvement
Plans
• Diabetes management
• Acute Coronary Syndrome
• Stroke Services

PP21: Immunisation
coverage – 2 year olds

Targets

Q1

6% stroke
thrombolysed
80% acute stroke
service
70% ACS
angiogram
95% ANZACS-QI
data collection
% HBA1c
<64mmol

4.0%
66.7%
76.7%
36.2%
N/a

Q4 Achieved

Qtr 4

% interRAI Assessments

PP20: Improved
management of long term
conditions

Target

LTC – achieved – all GPTs have
6.0% 12% 5.3% DCIPs in place.
ACS – not achieved – both
84.5% 83.6% 84.6% indicator results below target
although improved; impacted
69.6% 59.1% 68.3%
by access to DSA room for
angiographies and data
17.3% 42.9% 75%
collection processes for
60.1% N/a
58.5% ANZACS-QI.
Stroke – partially achieved for
provisional q4 results.
Diabetes management (HbA1c)
achieved.

Q1 Achieved

96.4% (476) of 494 eligible two
year old children were
immunised on time –
continuing to achieve target
this quarter. Of particular note
are the high rates for Maori,
Pacific and Asian infants which
exceeded the total population
rate.

Q1 Achieved

Progress continues to be made
with some initiatives for
continuing into 2015/16 (e.g.
increasing uptake of the chronic
kidney disease management
tool within general practice). A
total of 55 collaborative clinical
pathways have now been
published

Q1 Achieved

Q2

Q4

Q3

100%
90%
80%
70%
60%
50%
Qtr 1

Qtr 2
% immunised

PP22: Improving system
integration
- Primary care

PP23: Improving wrap
around services – Health of
Older People

Q3 Achieved

Qtr 3

Qtr 4
Target

Report on delivery of actions and
milestones identified in the Annual
Plan

Report on delivery of actions and
milestones identified in the Annual
Plan:
Community support services
Rapid response and discharge
management services
Comprehensive Clinical assessments
in residential care
Dementia care pathways
HOP specialists

Q2 Partially
Achieved
Q3 Partially
achieved
Q4 Partially
achieved

Q2 Achieved
Q3 Achieved
Q4 Achieved

Q2 Achieved
Q3 Achieved
Q4 Achieved

Expectations for all components Q1 Partially
achieved
achieved, except the
completion of interRAI training Q2 Achieved
by all ARC facilities within the
year – of the 35 facilities, three
(8.5%) were either engaged in Q3 Achieved
or had training scheduled.
Q4 Achieved
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PP24: Improving waiting
times – Cancer MDMs

No significant changes this
quarter - continuing to meet
the requirements for MDMs.
Thyroid MDM is now embedded
and the lung MDM continues to
improve timeframes.

Q1 Partially
achieved
Q2 Achieved

YWAG has continued to make
progress on actions in service
improvement, models of care,
and workforce development for
youth. Personal health services
for youth in Tararua developed
– expected to commence in
August. School based health
service at Otaki College
commenced.

Q1 Achieved

Report on status and progress of
quarterly milestones for a minimum
of eight actions against the goals of
the RTC SDP to be completed in the
2014/15 year

All planned initiatives on track
or completed.

Q1 Achieved

Report on delivery of actions and
milestones identified in the Annual
Plan

Key milestones and actions
have been completed or
continue to progress, with the
exception of the Family violence
intervention pilot programme
at Te Waiora which has been
deferred. Resources supporting
governance and work of the
Children’s Team continues.

Q1 Achieved

One new initial hospitalisation
for acute rheumatic fever. The
total number of new cases of
ARF in 2014/15 is two.
Population rate 1.17/100,000.

Q1 Achieved

Report on delivery of actions and
milestones identified in the Annual
Plan

PP25: Prime Minister’s
Quarterly progress reports against
Youth Mental Health project local alliance SLA, implementing
planned initiatives to improve
primary care responsiveness to
youth

PP26: Rising to the
Challenge: The Mental
Health and Addictions
Service Development Plan
PP27: Delivery of the
Children’s Action Plan

PP28: Reducing Rheumatic
Fever

PP29: Improving waiting
times for diagnostic services
Coronary angiography
CT and MRI
Colonoscopy
- Urgent
- Diagnostic
- Surveillance
PP30:
A: Faster cancer treatment
- 31 day indicator
B: Shorter waits for cancer
treatment

Focused on prevention plan and
reduction of acute rheumatic fever
hospitalisation rates

2014/15
90% CT within 42 days
80% MRI within 42 days
90% elective coronary
angiography within 90 days

Q4
96.7%
100%
93.6%

Colonoscopy
75% urgent within 14 days
60% diagnostic within 42 days
60% surveillance within 84 days

Q4
100%
95.9%
96.1%

Targets

Q4

% patients with confirmed
diagnosis of cancer receive their
first treatment within 31 days of
decision to treat
All patients ready for treatment,
wait less than four weeks for
radiotherapy or chemotherapy

90%

100%

The final 2015-2017 Suicide
Prevention/Postvention plan
has been accepted and signed
off by the Ministry.

Q3 Achieved
Q4 Achieved

Q2 Achieved
Q3 Achieved
Q4 Outstanding

Q2 Achieved
Q3 Achieved
Q4 Achieved

Q2 Achieved
Q3 Achieved
Q4 Achieved

Q2 Achieved
Q3 Achieved
Q4 Achieved

Targets for waiting times across Q1 Achieved
all modalities consistently
achieved each month over the Q2 Achieved
quarter. Results for
Colonoscopy wait times
Q3 Partially
recognised by MoH as
achieved
outstanding performance.
Q4 Achieved

A: 31-day indicator – Achieved
90.3% (139) of 154 referrals
treated within 31 days.
B: Radiotherapy/chemotherapy
within 4 weeks: continuing to
achieve target wait times – no
delays due to facility constraints

Q1 Achieved
Q2 Achieved
Q3 Achieved
Q4 Achieved
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MoH
Assessment

SYSTEM INTEGRATION
SI1: Ambulatory Sensitive
Hospital admissions
ASH rate per 100,000
population for
0 – 4 year old
45 – 64 year old
0 – 74 year old

ASH rates per 100,000 population –
12 months to March 2015.

(Note the MoH is reviewing
description and methodology for
ambulatory sensitive hospitalisations
to apply from the 2015/16 year)

SI2: Delivery of the Regional Progress report against initiatives
outlined in the RSP – compiled by
Services Plan
TAS on behalf of the DHBs

SI3: Ensuring delivery of
Service Coverage

SI4: Standardised
intervention rates –
discharge rate per 10,000
population
- cardiology procedures
- cardiac surgery
- major joints
- cataracts

ASH rates for Maori in the 0 – 4
year and 45 - 64 year age groups
have decreased overall, however
the total population ASH rates
have increased against the
national rate.

Meeting service coverage
expectations and resolving any
service gaps

35
30
25
20
15
10
5
0

13/14 13/14 13/14 13/14 14/15 14/15 14/15 14/15
Qtr1 Qtr2 Qtr3 Qtr4 Qtr1 Qtr2 Qtr3 Qtr4

Cardiac surgery
Angioplasty

Angiography

(Intervention rates for cataracts and major
joints reported annually in q1 only)

S15: Delivery of Whanau Ora Progress with Whanau Ora Provider

92.7% (76) of the 82 projects for
the 13 programmes were either
completed or on track.
Some projects within the Elective
Services, Cardiovascular Services
and Stroke programmes were
partially achieved – particularly
related to not achieving targets
for the performance indicators as
a region. The Health Informatics
Programme continued to have
major risks associated with its
deliverables – related to
commitments for funding and
service delivery model not yet
agreed all DHBs.
Refer separate quarterly
implementation update provided.

Q2 Not
achieved

Q4 Partially
achieved

Q1 Partially
achieved

Q2 Partially
achieved

Q3 Partially
achieved

Q4 Partially
achieved

Q2 Achieved
No service coverage issues to
report this quarter. Additional
information / confirmation
statements this quarter pertaining
to pandemic supplies of
Q4 Achieved
antibiotics, specific cardiac
procedures not being funded and
not charging for transfused blood
products – all confirmed.

At 12 months to end March 2015
intervention rates for cardiac
surgery, angioplasty and
angiography continued to be
significantly below the national
target rates.
Capacity issues (such as access to
the DSA room for angiographies)
being addressed but dependent
on infrastructure upgrade to
substations and generators. Full
complement of cardiologists and
echocardiographers.

Annual update of progress
Collectives, steps towards improving provided
service delivery within these
providers, and supporting the
building of mature providers.

Q1 Partially
achieved
Q2 Partially
achieved
Q3 Partially
achieved
Q4 Partially
achieved
Q4 Achieved
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Assessment

OWNERSHIP

OS3: Inpatient average
length of stay
- acute
- elective

5.0
4.5
4.0
3.5
3.0
2.5
2.0
1.5
1.0
0.5
0.0

OS8: Acute readmissions to
hospital
- all ages
- 75+ years

OS10: Improving the quality
of identity data within the
National Health Index and
data submitted to national
collections

12%
11%
10%
9%
8%
7%
6%
5%
4%
3%
2%
1%
0%

i.
ii.

iii

12 months to 31 March 2015
Standardised ALOS:
Acute:
4.31 (not achieved)
Elective: 3.30 (achieved)
For both elective and acute
events, MidCentral is getting
closer to the national averages;
acute ALOS above annual target
by 0.06 days.

Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4
13/14 13/14 13/14 13/14 14/15 14/15 14/15 14/15

Acute ALOS

Acute Target

Elective ALOS

Elective Target

Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4
13/14 13/14 13/14 13/14 14/15 14/15 14/15 14/15
All ages

All ages Target

Aged 75+

Aged 75+ Target

NHI duplicates
NHI ethnicity
Ethnicity updates
NBRS matches
NCS file load success
Coding descriptors
NNPAC timeliness
PRIMHD file success

Q3

8.9%
0.16%
0.98%
97.8%
91.5%
78.9%
98.4%
89.6%

Q4

4.55%
0.16%
0.64%
96.15%
98.42%
90.87%
98.9%
97.36%

N
O
A
P
A
O
O
A

Q2 Partially
achieved
Q3 Partially
achieved
Q4 Partially
achieved

Not reported this quarter.

Q1 Achieved

The Ministry of Health is
reviewing the model it uses to
calculate acute hospital
readmission rates.

Q2 Achieved

Data has been provided for
Q3 Not
information/trend analysis. Based
applicable
on reported data, MidCentral’s
rates compare favourably with
Q4 Not
national rates, but readmissions
applicable
have been increasing over the last
three quarters.
National Identity data quality
measures being met except for
NHI duplicate records – working
with MoH and ED Administration
to reinforce correct procedures
(some issues associated with
network and PAS system on
occasion affect NHI searches).
Falling short of expectations by
about 15 records over the 3
months to May for the NBRS dates
and links to NNPAC to NMDS.
PRIMHD file load success rate
achieved. Three measures noted
as achieving outstanding
performance.

Q1 i. Achieved
ii. Partial
iii. Achieved

Q2 i. Achieved
ii. Partial
iii. Achieved

Q3 i. Achieved
ii. Achieved
iii. Partial

Q4 i. Achieved
ii. Achieved
iii. Achieved

MoH
Assessment

OUTPUT

Mental health and
addictions price volume
schedule

Q1 Partially
achieved

Variance within tolerance level (+/5%) for all service purchase units.

Occupancy of available acute
beddays was 9.8% above planned
volumes over this quarter.
Available intensive care bed days
were utilised at an occupancy rate
of 88.4%. Lack of appropriate
supported community based
accommodation for some patients
blocking potential for earlier
discharge. The service has
continued with a project with
NGOs to create longer term
solutions.

Q1 Partially
achieved
Q2 Achieved

Q3 Achieved

Q4 Achieved
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Assessment

DEVELOPMENTAL MEASURES

DV4: Improving patient
experience

Quarterly survey of inpatients
experience across four domains,
using the new national survey tool:
1)
2)
3)
4)

Communication
Partnership
Coordination
Physical & emotional needs

Q4
Domain
1
2
3
4

Score out of 10
Average
National Ave
8.3
8.4
8.5
8.5
8.2
8.4
8.7
8.7

The response rate to this survey at Q1 Achieved
46% is similar to previous surveys.
Results are similar to the national
average for each domain, and are
consistent with results from
previous survey.
Work completed to establish new
field and processes for collecting
e-mail addresses in the patient
administration system.

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
Qtr 1 YTD Qtr 2 YTD Qtr 3 YTD Qtr 4 YTD
Total

Electives initiative and
ambulatory initiative
- Case weighted discharges
- First specialist assessments
- Non admitted procedures
- Community tests
- ESPIs

Establishment of green
prescription initiative

Well child/tamariki ora
services

Q4 YTD
CWDs
FSAs
NAPs
Cmty Tests

High Dep

% delivery
of plan
104.6%
111.6%
104.4%
142.6%

ESPI 2 status* 0.4%
ESPI 5 status* 1%
* As at end June 2015

Referrals
YTD
Adult services 1,273
Active families 98

Target

YTD
target
8,930.4
22,298
5,896
34,987
-16
-15

Annual
target
1,256
35

Number of children enrolled at end
of each quarter
Q1
Q2
Q3
Q4

Q3 Achieved

Q4 Achieved

MoH
Assessment

CROWN FUNDING AGREEMENT REPORTING
Before school check funding

Q2 Achieved

1,468
1,455
1,409
1,402

Targets have been achieved with
2,132 B4 School health checks
completed over the year. The
service delivery model is proving
effective with ongoing dedication
from providers, including
partnerships with education
sector

Q1 Achieved

Elective and ambulatory initiative
volumes all ahead of annual
targets ay year end. Data shows
15 patients given a commitment
to treatment but not treated
within the required timeframes
(ESPI 5). However, 3 patients
were treated within the time
frame but the data had not been
processed at the time of the
report extract, therefore would
be within the compliance
threshold.

Q1 Achieved

The annual referral targets were
exceeded and collaboration with
key stakeholders continues to
strengthen. Sport Manawatu
exceeded all nine national key
performance indicators – one of
only nine providers to do so.

Q1 Achieved

Data for volume of children
enrolled with well child
providers, number of contacts
and visits by type submitted as
required, including confirmation
that contract price has been paid
in full to providers.

Q1 Achieved

Q2 Achieved
Q3 Achieved
Q4 Achieved

Q2 Achieved

Q3 Achieved

Q4 Achieved

Q2 Achieved
Q3 Achieved
Q4 Achieved

Q2 Achieved
Q3 Achieved
Q4 Achieved

Consistent volumes achieved

Disability Support Services
(DSS) Increase in Funding

Submission of report template with
volumes delivered, for people
under the age of 65 years receiving
AT&R services as an inpatient,
outpatient or community based

Submitted as required. Very
small volumes.

Q2 Achieved
Q3 Achieved
Q4 Achieved
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Oral Health Business Case
for Investment in Child and
Adolescent Oral Health
Services

Monitoring report against
commitments for investment

Appoint Cancer Nurse
Coordinators

Focus placed on the recruitment Q2 Achieved
and retention of staff, and a
succession plan being
implemented. The service
continues to focus on improving
productivity to meet the national Q4 Achieved
aim of 2,585 visits per therapist
per annum. Strategies in place to
manage the DNA rate including
liaising with local networks and
agencies.

Confirmation of appointments and
service requirements being met

All requirements have been met
with regard to these roles.

Q2 Achieved

Immunisation Coordination
Service

Confirmation statement that
service is in accordance with CFA
Variation agreement

Not reported this quarter

Q2 Achieved

National Immunisation
Register (NIR) Ongoing
Administration Services

Confirmation statement that
service is in accordance with CFA
Variation agreement

Not reported this quarter

Q2 Achieved

Q4 Achieved
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Health Targets
Shorter Stays in Emergency Departments
95% of patients will be admitted, discharged, or transferred from an Emergency Department (ED)
within 6 hours

2014/15
Quarter 1
Quarter 2
Quarter 3
Quarter 4

Number of patient
presentations to the
ED with an ED
length of stay less
than six hours
9,528
9,342
9,520
9,629

Quarter 4, by month
LOS < 6 hours
Total ED presentations
Percentage

Number of patient
presentations to the
ED

10,539
9,812
9,961
10,057
April
3,164
3,301
95.8%

May
3,271
3,408
96.0%

% of patient events
admitted,
discharged or
transferred from ED
within 6 hours
90.4%
95.2%
95.6%
95.7%
June
3,194
3,348
95.4%

Variance from 95%
Target

- 4.6%
+ 0.2%
+ 0.6%
+ 0.7%
Quarter 4 Total
9,629
10,057
95.7%

The fourth quarter result for MidCentral DHB against the Shorter Stays in the Emergency
Department (SSIED) health target was 95.7%. The achievement of the target throughout the
final quarter of 2014 / 2015 vindicates the work undertaken to improve patient flow
processes throughout the previous three quarters; the target has been achieved on a monthly
and quarterly basis since November 2014.
For the past year MidCentral has been working through a programme of patient flow
improvements that had been identified from a discovery project report. The programme
focused on:
• Providing services to meet demand
• Reducing variation and improving reliability
• Reducing non-value added time and to plan ahead
• Developing systems to monitor, measure and increase responsiveness to problems in
patient flow
The initial programme worked on a number of small projects across MidCentral Health.
However, it became apparent that if significant progress was to be made then a particular
focus in the General Medical Services was required where there was the greatest volume and
capacity issues were most evident. During the first quarter a number of small improvement
projects commenced, for example: changes to the Senior Medical Officer on call roster, daily
board rounds held by the Clinical Director (or deputy) with the General Medical registrars
and re-establishment of the admission criteria to the Medical Assessment and Planning Unit.
The shorter stays in ED goal was achieved by the second quarter and continued through the
third. Over this last quarter the focus has been on embedding the process and system
changes to ensure the benefits would be retained throughout the coming winter when staff
would be tested by increasing patient numbers and likely higher acute medical need. In the
fourth quarter the work undertaken has been:
•

Drafting a Hospital Wide Escalation Plan that continues to be tested for its ability to
recognise and flag to the organisation that significant stages of the plan have been
reached and require action. Then testing that the actions achieve their purpose.
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•
•

•

Continuing to monitor the robustness of the process and system changes introduced
for General Medicine
Using the knowledge gained from the General Medicine projects and to apply them to
assist the AT&R service to improve patient flow efficiencies within their inpatient
service
Continuing the work to demonstrate ‘due diligence’ regarding the preferred candidate
to establish digitalisation of the Hospital Operations Centre

MidCentral Health is fully aware of the importance of maintaining the work relating to
patient flow and rising to the challenge of continuing to meet the target throughout the
winter. Currently ED presentation numbers are similar to those experienced in past years
but the number of hospital admissions continues to grow. Although only at the beginning of
the winter period, staff are proud of their achievements to maintain the flow of patients and
are seeing the positive results of their work.

Improved access to elective surgery
The volume of elective surgery will be increased by at least 149 discharges by June 2015
YTD Sept ’14

YTD Dec ’14

YTD Mar ’15

YTD Jun ‘15

Planned Health Target

1,774

3,392

4,899

6,554

Actual Discharges

1,855

3,676

5,377

6,985

Plan to Actual Variance

81

284

478

431

% Achieved

104.6%

108.4%

109.8%

106.6%

Health Target
Achievement Level

Achieved

Achieved

Achieved

Achieved

Target increase in volume of elective surgery was exceeded by 431 discharges at end of year.

Faster cancer treatment
85% of patients referred with a high suspicion of cancer wait 62 days or less to receive their first
treatment (or other management) to be achieved by July 2016
April

May

June

Quarter 4
Total

Number of patients whose first treatment was
within 62 days

8

7

16

31

Number of patients urgently referred with HSC

12
66%

9
78%

19
84%

40
78%

2014/15

Percentage treated within 62 days

While the numbers remain small the ‘percentage’ result is very sensitive to change; however
an 8% improvement is noted for the last quarter as well as an increase in the numbers of
patient on the pathway seen in June.
The fulltime FCT Tracker position continues.
An issue with data entry of surgical patients has been corrected and it is hoped that this will
increase the numbers further entering the pathway in coming months.
Breast patients are now counted within the data where appropriate.
A working party for the target is in development to focus on encouraging clinician
participation and increasing numbers. A planned visit from Dr Simpson is unfortunately
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proving difficult to schedule and MidCentral DHB has been advised this is likely to be in
October.
MidCentral DHB has been selected to progress to round two of the FCT funding. The project
planned will focus on all entry points to the hospital system.
The FCT programme is governed as an agenda item within the RCTS Governance structure
and a monthly report is provided to the Executive Leadership Team for review.

Increased immunisation
90% of eight month old infants will have their primary course of immunisation (6 weeks, 3 months and
5 months immunisation events) on time, and 95% by December 2014
Percent 8 month old infants fully immunised on time
Milestone Age: 8 months
Quarter 1, 2014/15
Quarter 2, 2014/15
Quarter 3, 2014/15
Quarter 4, 2014/15

Total
94.5%
95.4%
94.4%
94.0%

Maori
94.0%
93.1%
93.9%
94.3%

Pacific
86.2%
96.3%
95.6%
100%

NZ European
95.0%
97.2%
95.8%
93.5%

Total
513
482
94.0%
95%

Maori
192
181
94.3%
95%

Pacific
25
25
100%
-

NZ European
214
200
93.5%
-

Asian
97.8%
100.0%
97.6%
98.0%

Other
95.6%
93.2%
85.4%
84.3%

Quarter 4, 2014/15
Milestone Age: 8 months
No. eligible children
Fully immunised for age
Actual
Target

Asian
50
19
98.0%
-

Other
32
27
84.3%
-

MidCentral DHB was below the 8-month target this quarter (94.0%). The result is largely
due to the 4.5% decline rate, which makes it very difficult to reach target. We continue to
review and analyse our ‘declined’ infants to ensure they are true decliners and have been
looking at the data for trends by GP Team and LMC etc but nothing significant has been
identified. MidCentral is looking forward to participating in the national immunisation
workshop to consider this issue, which is not unique to MidCentral, and to gain learnings
and insights from other DHBs as well as the Ministry’s progress on some work that may
guide reducing the rate of ‘declines’. We continue to work with General Practice Teams to
support them to pre-call rather than recall and to look at ways of increasing immunisation
coverage.

More heart and diabetes checks
90% of the eligible population will have had their cardiovascular risk assessed in the last 5 years

Ethnicity
Māori
Pacific
Other
TOTAL

Previous
quarter’s
results
76.9%
79.7%
86.6%
84.9%

2014/15 Annual Target: 90%. Result as at 30 June 2015 (Q4).
Numerator
5,909
945
34,383
41,237

Denominator
7,408
1,153
38,921
47,482

Percentage
79.8%
82.0%
88.3%
86.8%

Change from
last quarter
2.9%
2.3%
1.7%
1.9%

All DHBs rate
84.8%
89.1%
89.7%
89.0%

44

Report period
Target performance to
date and rate of
progress

2014/15 Quarter 4
The following table represents the preliminary local results by quarter for the
year ending 30 June 2015. The rate of CVDRA has increased over this quarter,
but remains below target. Notable improvement in rates for Maori and Pacific
populations.
2014/15
Qtr
1
2
3
4

Activities to support the
achievement of the
target and initiatives to
improve performance,
including:
•
Specific services to
support Māori and
other high-risk
populations
•

An update on use
of the Budget 2013
More heart and
diabetes checks
funding

•

Numerator

11839
11540
11775
12255

High Needs

Other

Denominator

Percentage Numerator

Denominator

Percentage Target

14397
14459
14613
14698

82.2%
79.8%
80.6%
83.4%

32360
32500
32631
32784

87.7%
86.9%
86.9%
88.4%

28383
28229
28361
28982

90.0%
90.0%
90.0%
90.0%

Session provided by Dr Bryn Jones (with MoH) on ‘More Heart & Diabetes
Checks’ on 30 June 2015 at Health on Main, attracting 38 attendees (mixed
group consisting of practice nurses, Occupational Health nurses, NGO,
UCOL, Pharmacy, Central PHO). Reflections from the group on some of
the factors contributing to MidCentral DHB/Central PHO now struggling to
meet target included:
1. Data clean up in the practices needs to be attended to. Many patients
have clinical tests completed but they have not been entered on to the
PMS so that data contributes to health target results.
2. Central PHO ran specific CVDRA campaign in 13/14 financial year
which included extra funding to practices to enable free CVDRA
appointments, provided casual nursing staff within the practices to assist
and run several evening/weekend clinics. Noted that CPHO is unable to
maintain this level of resourcing.
3. Limited capacity within a number of GP practices – low GP ratio to
number of patients enrolled.
4. Relatively high proportion (31%) of high needs eligible enrolled
population within our area – not all practices provide free CVDRA
appointments. When some practices work with an opportunistic
approach this can mean that the patient can end up with a bigger bill
(getting charged for a double appointment), which is problematic for
many patients who can’t afford it.
5. Not being able to use clinical data from other clinical settings (i.e.
hospital/ occupational health nurses) seen as a barrier. Dr Bryn Jones
clarified that whenever consent is obtained from the patient that clinical
information can be shared.

• Senior managers from Central PHO meeting with business owners of
practices with low performance issues.
• Explored and piloted the use of ‘missed opportunities’ report to encourage
practices to utilise the patient dashboard on a consistent basis. Using
strengths based approach – reflecting on opportunities taken within a
practice, engaging practice staff in discussions re what works for them.
• The patient dashboard campaign to educate more people in the community
about foundational health target interventions and to promote increased use
of the patient dashboard by clinicians.
• Training on the patient dashboard was provided in a number of practices and
all Central PHO staff.
• Working on improving data literacy amongst GPTs and Central PHO
clinicians – need to have more staff able to pull reports from the report
server/ provider portal, know how to analyse these reports and be able to
discuss findings.
• Heart Foundation updates and newsletters distributed to all practices.
• CQFs working within each practice focussing on what is most critical for this
practice now.
• Explored the ability to provide increased support within the practices to
attend to data clean up issues (e.g. enrolled population registers, activity in
clinical notes but not read coded)
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•

Working with the Maori Health Team and the Pacifica Health Team to
develop further strategies to provide improved access to Maori and Pacific.
• Discussed the alignment required with the objectives/ actions listed within Ka
Po, Ka Ao, Ka Awatea, Regional Maori Health Action Plan 2011 -2016 and
the overall work being done to achieve health targets.
• Giggle TV continues to screen CVDRA 15 seconds messages, 500+ times a
day within 50+ businesses throughout Palmerston North.
• A small number of casual nurses hours continue to be used in a small
practice with limited nurse capacity.
Budget:
YTD 14/15 expenditure is within budget and is associated with casual nursing
time, cost of promoting CVDRA on Giggle TV, newspaper article, the patient
dashboard campaign, free follow up appointments for high-risk patients coming
through outreach clinics.
Barriers to achieving the
target and mitigation
strategies over next
quarter by DHB and the
PHOs

• Central PHO capacity in particular Practice Liaison ICT and CQF resources.
• Competing priorities and capacity at general practice level.
• Limited GPT capacity and the absence of practice based champions’
remains an issue for our lowest performing practices.
• The establishment of Information Governance Committee (IGC) will provide
strategic direction to further support practices with managing data.
• Maintaining quality processes focussing on systems and service design e.g.
Cornerstone Accreditation and Productive General Practice remain strategic
priorities for Central PHO.
• It is envisaged that MoH Integrated Performance and Incentive Framework
will be embedded within the LTC Practice Plan developments.

Better help for smokers to quit
95% of hospitalised patients who smoke and are seen by a health practitioner in public hospitals, and,
90% of enrolled patients who smoke and are seen by a health practitioner in General Practice are
offered brief advice and support to quit smoking, and,
Progress toward 90% of pregnant women who identify as smokers, at the time of confirmation of
pregnancy in general practice or booking with a Lead Maternity Carer, being offered brief advice and
support to quit smoking

•

Hospital smokers

2014/15
Quarter 4

Events
coded

Number of
people who
smoke

Quit advice /
support given

Smoking
prevalence

% of people who
smoke offered
advice / support

Previous
Quarter
Results

All
Maori
Pacific

8,252

1,160

1,117

14.1%

96.3%

97.0%

Difference
from
previous
quarter
-0.7%

1,048
190

324
27

309
26

30.9%
14.2%

95.4%
96.3%

97.6%
100.0%

-2.2%
-3.7%

Is your DHB using 'discharges' or 'coded
discharges' as its data source?

Coded discharges

Does your DHB phone patients after discharge to
provide them with advice and support to quit
smoking? If so, how many patients were phoned
this quarter?

No

Is the difference between the DHB's smoking rate
for this quarter and the DHB's smoking prevalence
in the 2013 Census more than 2%? If yes, please
explain why

Less than 2% variance from 2013 Census smoking
(15.4%) at 14.1% this quarter

What percentage of discharges for
this quarter has been coded? 100%
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If the DHB's result for this quarter is below 95%,
please explain why.

N/a

Please identify what activities the DHB has
undertaken this quarter to support this target

Ongoing monitoring of results and follow up with individual
wards when performance is below expectations

Are there any barriers impeding the DHB's ability
to reach the 95% target next quarter? If so,
please explain what mitigation strategies have
been/will be put in place.

N/a

Does the DHB believe that its target result will be
sustainable after 30 June 2015? If not, please
explain what mitigation strategies have been/will
be put in place.

Yes

Other

Nil

•

Patients seen in primary care:
Performance - 12 months ending June 2015
Result 12mths
ending 31.03.15

Quarter 4
Numerator

Quarter 4
Denominator

Quarter 4 result

Difference from
last quarter

All DHBs rate

82.4%

14,337

17,434

82.2%

0.2% 

90.1%

Ind 1: Smoking Status
Ever Recorded
Num
Den
%
106,144

101,221

96.3%

Ind 2: Current Smoker
Recorded
Num
Den
%

Ind 3: Brief Advice
Num
Den
%

Ind 4: Cessation Support
Num
Den
%

19,560

14,337

1,931

106,144

18.4%

17,434

82.2%

17,434

11.1%

Please comment on the
accuracy of data?

The preliminary results for the year ending 30 June 2015 show the has
dropped marginally to 82.2%, with only another 4 patients recorded as having
received brief advice and help to quit, whereas the estimated eligible range of
enrolled patients increased by 44 over this quarter.

What activities did you
undertake to support
capture and accuracy of
data?

•

•

•

•

•
Please analyse the
performance of PHOs to
date and rate their
progress

•

Weekly data is presented to all MedTech practices in the weekly mail out
and in discussion with Central PHO staff – this enables the practice to be
active participants in the scrutiny of their data.
Practice Liaison is working with vendors, practices and Compass Health
ICT to support ongoing data accuracy and problem solving data related
issues e.g. related to PMS, Decisions Support Tools.
Data extracted by Central PHO and Compass Health ICT is analysed for
accuracy prior to being submitted to DHBSS and again when received
from DHBSS before confirmation.
Central PHO has established an Information Governance Committee
(IGC). Terms of Reference have been approved by Central PHO/Alliance
Leadership Team. Expression of Interest for further practice
representation on this committee has gone out to all practices. A key
focus will be enabling effective access, analysis and use of technology by
Practices and IFHCs.
Provided further education in practices on the benefits of using the patient
dashboard decision support tool.
CPHO and MoH have had extensive discussions regarding what is
accepted as smoking brief advice provided via TXT. During Q3 Central
PHO supported the practices with a TXT intervention; we learned in
hindsight that the processes used did not meet MoH requirements, and
the initial result reported was subsequently modified. Central PHO and
MoH have indicated a keenness to explore implementing a pilot for
providing smoking brief advice via TXT and explore the varying outcomes
for patients through receiving multiple TXT over a 3 month period and/or
accessing via TXT a link to a website for further cessation support.
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•
What activities did you
undertake in each of
these categories to
support the achievement
of the target and
improve performance in
the last quarter?

Strategies used to meet IPIF target are reviewed on an ongoing basis.

Active Clinical Leadership/Clinical Champions
•

During Q4 health target data has been sent out to practices on a weekly
basis. Clinical Quality Facilitators (CQF) and Community Clinical Nurses
(CCNs) are supporting practices with the health target data, working with
missing patients’ lists and working with the GPTs to develop practice
specific clinical strategies and set up systems/processes to improve and
sustain performance.

Active, Dedicated Management To Support ABC Activities In General
Practice
•
CQFs and CCNs promote the use of ABC Smoking Brief Advice and ABC
Alcohol as part of the use of the dashboard in all practices.
•
Data received from Te Ohu Auahi Mutunga (TOAM) for this reporting
period indicates that 148 referrals were received from 19 Practices, and
that Matanga were working directly with 6 practices (out of 32). Between 1
Jan – 30 June 2015 a total of 233 referrals were received from General
Practice (Maori 86, Pacific 7, Other 140).
•
From www.quit.org..nz for MidCentral population total number of Client
Quit attempts ‘person to person’ and ‘self service’:
Jan - Mar 2014
Apr – Jun 2014
Jul – Sept 2014
Oct – Dec 2014
Jan – Mar 2015
Apr – Jun 2015

597
513
544
457
599
Data not yet available

Reminder, Prompting And Audit Tools
•

Weekly data reports are generated to all practices via weekly mail-out.
Practices are able to access their practice specific weekly ‘missing patient
lists’ via the provider portal. We continue to promote the use of the patient
dashboard and the common form.

Systems and Processes That Make Life Easier For Health Professionals
•

CQFs, CCNs and Practice Liaison staff support all practices in setting up
quality processes and systems to enable the practice to achieve the
health targets.

Training
•
•

Facilitated a range of the patient dashboard training session for practice
teams as well as for all Central PHO staff.
Central PHO continues to promote ‘helping people to stop smoking’ elearning module – www.leanonline.health.nz

Staff Support
•

•

Coordinated the set-up of a Smoking Cessation Championing Support
Group in which Matanga from TOAM, General Practice staff and Central
PHO staff have the opportunity to share and learn from each other as well
as discuss how to improve smoking cessation support strategies.
Circulated MoH Health Targets Teleconference meeting notes to all CQFs
and CCNs within Central PHO.

PHO Activities to Increase Delivery of ABC in General Practice
•

Patient dashboard posters have been printed and are in the process of
being distributed to all practices. Central PHO is working closely with
MidCentral DHB Communications Department to publish the need for
health checks in the “Lets Talk About Health” columns in local newspaper.
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•

•

We are also in the process of developing a brochure providing
background details to the patient dashboard and the rationale behind
health targets. MidCentral DHB has offered to link this into MidCentral
DHB Facebook page as well.
Continued conversations with MidCentral Community Pharmacy Group
and Occupational Health Nurses re sharing of specific patient clinical
information (i.e. re smoking brief advice provided) with Central PHO
and/or general practices.
Continue to trial the provision of health target and screening data
collected by Central PHO clinical staff to GPTs to enable the updating of
the patient dashboard within the Practices.

Identifying and sharing the examples of best practice

How do you evaluate
the effectiveness of your
above-mentioned
approaches towards
achieving the health
target?

•

Smoking Cessation Championing Support Group, Improving Health
Outcomes Working Group, Practice Nurse Forums, Practice Managers
meetings, Central PHO staff meetings are all avenues used to share best
practice and case studies relating to CVDRAs and smoking brief advice.

•
•

Feedback is actively sought from our GPTs and Central PHO staff.
Achievement towards target as a PHO and on a practice-by-practice
basis indicates which strategies may be the most effective and in which
context e.g. geography and practice demographic. A Smoking Brief
Advice Working Group has been meeting weekly to support CQFs and
Practice Liaison in develop further strategies.
Even taking the recent txt activity into account, Central PHO practices
have made an improvement towards meeting target.

•
What are the barriers to
achieving the target by
30 June 2015?

•

Please explain DHB and
PHO mitigation
strategies to address
these barriers over the
next quarter.

•

•
•

•
•
•
•
•

Central PHO capacity in particular ICT practice support and CQF
resources
Practice data analysis confidence
Competing priorities and capacity at general practice level
Central PHO continues to work with vendors, practices and Compass
Health ICT to support ongoing data accuracy and problem solving data
related issues e.g. related to PMS, Decision Support Tools.
Focus on practices with the lowest levels of performance
Focus on intelligent use of data within GPTs (this has been particularly
effective in practices with low performance previously and who have now
met target).
Supporting practice in utilising Dr Info tool and offering support with Text
to Remind.
The Patient Dashboard social media campaign.
Risk stratification reports are made available to support practices with
identifying patients for specific interventions.
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•

Smoking in pregnancy
Progress towards 90 percent of pregnant women who identify as smokers at the time of confirmation of
pregnancy in general practice or booking with Lead Maternity Carer are offered advice and support to quit.
The Ministry provided the following data obtained from the Midwifery and Maternity Providers Organisation
(MMPO) database for MidCentral DHB in quarter four.
Note: The MMPO data represents around 80 percent of all pregnancies nationally.
Number of events
Smokers

Overall (Total)

Maori

412

67

82

26

Smoking prevalence

19.9%

38.8%

Percentage of smokers offered brief advice

97.6%

92.3%

Percentage of smokers offered cessation support

80.5%

96.2%

Percentage of smokers accepted cessation support

26.8%

23.1%

What has your DHB done this
quarter to increase the number of
pregnant women being offered
advice and support to quit smoking
by their midwife (independent and
DHB-employed), as early in
pregnancy as possible?

Whakahau Ora midwife enabler hosted the College of Midwives
meeting at her base (Te Wakahuia Manawatu Trust Hauora) in
Palmerston North. This opportunity provided midwives with
information pertaining to the Whakahau Ora project as well as who
and how to refer to stop smoking support for their patients and
families.
Te Ohu Auhi Mutunga Stop Smoking Support Service is using a
number of ways to engage pregnant women and their whanau to
consider quitting:
• Te Ara Whanau Ora Auahi Mutunga: strength-based
kaupapa Maori support to stop smoking
• WERO-21st century challenge using a virtual waka
• Cessation Station: walk-in quit clinic for support, advice &
NRT its all free to you
• Kua takoto te manuka: Kia Ora FM live show with Matanga
to advise smokers on stopping options
The maternity resource centre coordinators are being trained in
ABC and have quit packs available at the centres to distribute to
women and whanau or for the LMC to distribute to women and
whanau. Quit packs include NRT.

What activities has your DHB got
planned for next quarter to increase
the number of pregnant women
being offered advice and support to
quit smoking by their midwife
(independent and DHB-employed),
as early in pregnancy as possible?

Whakahau Ora Maori Midwives Leadership Group meeting.
Media article on successful whanau who have quit.
The DHB will progress an initiative to support LMCs with a
smokalyser, this will be another means of engaging pregnant
women to recognise their need to quit smoking.
The initiatives outlined above will continue in the next quarter.
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Policy priorities
PP6:

Improving the health status of people with severe mental illness
through improved access

Percentage of projected population domiciled in the DHB region, seen on average per year, rolling
every three months (lagged by three months) for:
Child and youth aged 0 -19 years
Adults aged 20+ years
Older people aged 65+ years
12 months: 01 April 2014 to 31 March 2015 (Data extract: 15/06/15)
Age group

Clients seen
Maori
Other

Total

Population
Maori
Other

Total

Percentage
Maori
Other

Total

Annual
target

0 – 19 years

530

1229

1759

14580

32000

46580

3.64%

3.84%

3.78%

≥3.7%

20 – 64 years

1139

3039

4178

16240

78760

95000

7.01%

3.86%

4.40%

65+ years

17
1686

172
4440

189
6126

1780
32600

26980
137740

28760
170340

0.96%
5.17%

0.64%
3.22%

0.66%

≥4.2%
-

3.60%

-

%NGO
31.8%
19.8%
23.1%

% Both
DHB and
NGO
23.9%
23.8%
23.8%

Total

Clients seen by Organisation Type:
Ethnic
Group
Maori
Other
Total

Clients Seen
by DHB Only
747
2504
3251

Clients Seen
by NGO Only
536
879
1415

Clients Seen by
Both DHB and
NGO
403
1057
1460

Unique Total
Clients Seen
1686
4440
6126

%DHB
44.3%
56.4%
53.1%

Annual targets achieved for both age groups and a small increase on rates reported for
2013/14.

PP7:
1.

2.
3.
4.

Improving mental health services using transition (discharge)
planning and employment

Number of adults and older people (20 years plus)with enduring serious mental illness or
addictions who have been in treatment* for two or more years since the first contact with any
mental health service (* in treatment = at least one provider arm contact every three months for
two years or more
Provide employment status for the adult client group according to the table below
Describe the methodology used to ensure adult measure long term clients employment status
At least 95% of clients aged 0 – 19 years (Child and Youth) discharged will have a transition
(discharge) plan

Long term clients (aged 20+ years) and employment status
12 months to June 2015

Number of people

Employment status
Total long term clients*
In paid employment >30 hours a week
In paid employment 1 – 30 hours a week
Unemployed – less than 1 hour a week

Maori
82
3
4
75

Non Maori
348
12
23
313

Total
430
15
27
388

* In treatment = at least one provider arm contact every three months for 2 years or more for 20+ age group
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Child and Youth with a transition (discharge) plan
9 months to June 2015
Child and Youth (0 – 19 years)

Maori

Non Maori

Total

Number of clients discharged from the community service
191
533
724
Number of clients with a transition (discharge) plan from the
52
305
357
community service
Percentage of clients
27%
57%
49%
Note: transition planning data collection process commenced from September 2014 only. Note also
that data covers period to June 2015.

There continue to be some administration and data entry problems with processes requiring
further refinement and socialising with clinical and administration personal.
Actions taken to address this include:
• Staff have been informed of the Transition Planning guidelines and the Transition
Planning checklist
• A Transition Plan flowchart outlining process is in place
• Ongoing file audits being undertaken
• Clinical Managers to follow up with staff not completing Transition Plans to support this
compliance.
Concerted consistent effort to lead and monitor improvement activities has been hampered
over the last few months by the change in leadership positions.

PP8:

Shorter waits for non urgent mental health and addiction services
for 0 – 19 year olds

80% of people referred for non-urgent mental health or addiction services are seen within 3 weeks
and 95% of people are seen within 8 weeks
12 months: 01 April 2014 to 31 March 2015 (Report run date: 15/06/15)
Mental Health Provider
Arm
≤3 weeks
3-8 weeks
>8 weeks
Total
Provider Arm & NGO
Alcohol & Drug
≤3 weeks
3-8 weeks
>8 weeks
Total
Provider Arm Alcohol &
Drug
≤3 weeks
3-8 weeks
>8 weeks
Total

Clients
seen

12-19 Years
Percentage
(%)

Cumulative
%

Clients
seen

12-19 Years
Percentage
(%)

Clients
seen

12-19 Years
Percentage
(%)

310
61
19
390

73
20
7
100

4
2
0
6

79.5%
15.6%
4.9%
100.0%

73.0%
20.0%
7.0%
100.0%

66.7%
33.3%
0%
100.0%

Clients
seen

0-19 Years
Percentage
(%)

Cumulative
%

Target

Cumulative
%

Clients
seen

0-19 Years
Percentage
(%)

Cumulative
%

Target

Cumulative
%

Clients
seen

0-19 Years
Percentage
(%)

Cumulative
%

Target

79.5%
95.1%

73.0%
93.0%

66.7%
100.0%

453
134
41
628

74
20
7
101

4
2
0
6

72.1%
21.3%
6.5%
100.0%

73.3%
19.8%
6.9%
100.0%

66.7%
33.3%
0%
100.0%

72.1%
93.5%

73.3%
93.1%

66.7%
100.0%

80%
95%

80%
95%

80%
95%
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Identify what processes have been put in place to reduce waiting times
DHB Provider Arm

NGOs

We continue to support administration and
clinical staff to refine systems and processes
that may create a barrier to the target being
achieved.
CAF’s duty workers now contact families by
phone (subsequent to the appointment letter
already sent to them previously) a few days
prior to the first assessment to remind them of
the arranged appointment.
First appointments are scheduled within the 3
week period. If there is non–attendance, the
CAFs Clinician contacts the family and rearranges another time for the assessment. If
this second appointment is required, a second
letter is sent to the family with the appointment
date and time.
If there should emerge any requirement for a
clinician to cancel a first appointment with a
client, they have to discuss that with the
Clinical Manager before doing so.

MASH Trust is working on all referral wait times. At
times demand stretches our resources. AOD team
demand patterns are high and the team is managing
timeframes as best as possible. There is however data
discrepancy between wait times and referral numbers as
part of PP8 reporting on wait times. This is due to the
out-of-scope definition including people who have had
any activity at any organisation in the 12 months prior to
the referral start date. MASH Trust has no capacity to
identify referred people that have accessed other
services in the past 12 months. So our appreciation and
focus on managing wait time is on total referrals. The
number of in-scope clients is relatively small and attracts
considerable variation in rates.
YOSS: Notable improvements over the year and further
improvements being sought. We have completed a
PDSA cycle to reach the 3-week waiting time goal. We
believe some adjustments in the way that we complete
PRIMHD screening will result in the target being
achieved whilst also maintaining the integrity of a youth
development model (not discharging young people due
to their engagement not meeting targeted timeframes).
This was implemented in April 2015 so this reporting
period currently does not include enough data to
demonstrate a changing trend in relation to our PDSA
improvement cycle.
Whakapai Hauora: Tangata Whaiora are seen at
Community Probation Services by a Practitioner. This
also happens in outreach areas - Foxton, Shannon and
Feilding. Tangata Whaiora are also seen at the High
School by a Practitioner.
Appointment letters are sent to both Tangata Whaiora
and the referrer. Phone contacts are made to Tangata
Whaiora prior to initial appointments

Explain variances of more than 10% in waiting times
DHB Provider Arm

NGOs

Families changing appointments to a time
which falls outside of the three week target
period.

Variances influenced by small numbers in many
instances.
All NGO providers report DNAs and difficulties in
contacting or engaging with referred clients as the main
reasons for the 3 week wait time not being met. Efforts
to enable suitable appointment times mean, through
client choice, that the wait time is not achieved.

•
•

Cancellations by families and nonattendance (events of which are followed
up by the CAFs Duty Clinician)
The service has experienced high acuity of
crisis presentations in the reporting period
which has put pressure on appointment
scheduling.
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PP12: Utilisation of DHB-funded dental services by adolescent from
School Year 9 up to and including age 17
Numerator:
In the year to which the reporting relates, the total number of adolescents accessing DHB-funded
adolescent oral health services, defined as:
(i) the unique count of adolescent patients’ completions and non-completions under the
Combined Dental Agreement; and
(ii) the unique count of additional adolescent examinations with other DHB-funded dental
services (e.g. DHB Community Oral Health Services, Māori Oral Health providers and other
contracted oral health providers).
Denominator:
Estimates of DHB population by age, sourced from NZ Census and Statistics New Zealand’s
population projections between Census)
The denominator will be calculated as follows:
•
Half of the cohort aged 13 years
•
All of the cohorts aged 14 – 17 years inclusive.
2014 Calendar Year

2014 Results

2013 Results

Number of adolescents seen - contracted dentist

7,001

6,865

Number of adolescents seen – DHB provider

1,832

1,869

8,833

8,693

Population

10,720

10,590

Target

85.0%

85.0%

Percentage Utilisation

82.4%

82.1%

Total

Results are similar to 2013 with target not achieved, albeit a small improvement noting that
the actual number seen by contracted dentists increased and the total number seen was
slightly ahead of the population increase. A contracted dentist exited their contract during
2014 which may have impacted on adolescent utilisation. In addition the service provided by
the DHB provider division was impacted by two mobiles being out of service until November
2014. These mobiles have now been returned to service and are fully operational. During
2015, a new contracted dentist has been confirmed which will improve the capacity to see
adolescents.

PP18:

Improving community support to maintain the independence of
older people

Proportion of people aged 65 and older receiving long-term home-support services who have had a
Comprehensive Clinical Assessment and an individual care plan.

Report period
For 3 mth period
Target
Numerator
Denominator
Percentage

2013/14
Quarter 4
Jan-Mar
1966
2576
76.3%

Quarter 1
April-June
80%
2131
2607
81.7%

Quarter 2
July-Sept
85%
2138
2579
82.9%

2014/15
Quarter 3
Oct - Dec
90%
2233
2597
86.0%

Quarter 4
Jan-Mar
95%
2254
2588
87%

Moderate increase in result this quarter resulting from some work that looked at using the
Contact Assessment for a group of people not previously assessed in the January - March
quarter. Staffing levels returned to full complement from April, so additional efforts will not
yet be reflected in this dataset.
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PP20:

Improved management for long term conditions (CVD, Diabetes
and Stroke)

Focus Area 1: Long term conditions / Diabetes Care Improvement Packages
•

Narrative quarterly report on whether the DHB is on track meeting its deliverables identified in the
2014/15 Annual Plan by June 2015
•
Deliverables as stated in the 2013 CFA Variation for Budget 2013 funding for Diabetes/DCIP
Where deliverables are not on track the report must include mitigation strategies and new timeframes
for delivery.

(Quarters 1 and 3 – teleconference based reporting on progress. Quarter 2 and 4 narrative reports. Quarter 2 to
include comments on the diabetes indicators in the Atlas of Healthcare Variation available from the HQSC
website)

Focus Area 2: Diabetes (HbA1c)
Proportion of PHO enrolled people aged 15-74 with diabetes (on the Ministry of Health Virtual
Diabetes Register) and the most recent HbA1c during the past 12 months of equal to or less than 64
mmol/mol
Focus Area 3: Acute Coronary Syndrome
•

70 percent of high-risk patients will receive an angiogram within 3 days of admission.

•

Over 95 percent of patients presenting with ACS who undergo coronary angiography have
completion of ANZACS QI ACS and Cath/PCI registry data collection within 30 days.

Focus Area 4: Stroke services
•

6% of potentially eligible stroke patients thrombolysed

•

80% of stroke patients admitted to a stroke unit or organised stroke service with demonstrated
stroke pathway.

Focus Area 1: Long term conditions / Diabetes Care Improvement Packages
1a

Annual Plan deliverables
Annual Plan Deliverable
(Ref AP pp28-29)

Each quarter, a further 3 – 4
general practices operate from a
Diabetes Care Improvement
Plan

Progress Update
As at 30 June 2015
All General Practices have a Diabetes Improvement Plan in place.
Clinical Quality Facilitators supporting practices in monitoring the
diabetes improvement targets set per practice.
Diabetes Clinical Summary reports are made available for all MedTech
practices in the provider portal. These reports assist the practice team
in monitoring a variety of clinical measures related to diabetes
management.
MidCentral DHB has agreed that General Practices do not need to
rewrite their Diabetes Care Improvement Plans for 2015/2016. It is
envisaged that diabetes improvement planning will be integrated within
the Long Term Conditions (LTC) Practice Plans. The framework and
details for LTC Practice Plans are yet to be finalised.
Central PHO has written to all practices strongly encouraging all
General Practice Teams to continue:
1) Using the Best Practice Common Form.
2) Monitoring diabetes improvement within their practice through
clinical team discussions and actively reviewing the Diabetes
Clinical Summary Reports and Diabetes Baseline Data report
available in the provider portal (these reports are available for
MedTech practices only).
3) Building their knowledge and skills to support patients’ selfmanagement. All clinicians are encouraged to complete the online
diabetes training and the LTC training made available through
Central PHO/MidCentral DHB Health Care Development.
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4)

Accessing their allocated Central PHO Community Clinical Nurse –
Long Term Conditions and/or Central PHO Clinical Quality
Facilitator for support and assistance.
Clinical Quality Facilitators supporting practices in monitoring the
diabetes improvement targets.

Continue with the CPHO’s
Clinical Board’s oversight of
both CVD/diabetes checks and
smoking cessation on a practice
by practice basis with remedial
plans put in place if an when
required

Ten general practices a year to
implement a long term
conditions improvement plan
model of care (2 – 3 per quarter)

Repackage and launch
Enhanced Care Plus by 31
March 2015

1b

Clinical Board received health target and diabetes report within the last
quarter.
Improving Health Outcomes Working Group brings relevant CPHO
clinicians, Māori Health team and practice liaison staff together to
provide a forum to discuss the building of strategies to support practices
in achieving health targets.
Clinical Quality Facilitators work with individual practices offering
support, training and resources to achieve health targets.
Central PHO senior management will meet with practice owners if
required to discuss low performance issues.
Piloted use of ‘missed opportunities’ report to encourage practices to
utilise the patient dashboard on a consistent basis.
Working on improving data literacy amongst GPTs and Central PHO
clinicians – need to have more staff able to pull reports from the report
server/ provider portal, know how to analyse these reports and be able
to discuss findings.
Long Term Conditions District Group (LTCDG) network overseeing
integration of diabetes improvement and LTC practice planning. Terms
of Reference for Diabetes Leadership Group and Long Term Conditions
Improvement Planning Group have been finalised.
LTC Practice Planning working group is in the process of developing a
coordinated integrated approach so that the LTC Improvement Plan can
better support practices to monitor Long Term Conditions management
alongside achieving health targets and other primary care programmes.
Practices have been provided with updated business rules and
allocated cohort numbers have been agreed. Eighteen practices are
actively involved within the Enhanced Care (EC+) programme. From the
eighteen practices involved there are twelve practices that are using
MedTech Manage My Health Comprehensive Assessment Tool and
Care Planning.
Central PHO is working with Compass Health ICT and MedTech to
continuously improve the EC+ processes and data sets..

Budget 2013

CFA Variation – Budget 2013
• Increased community
podiatry volumes for people
with diabetes

Volumes
• 465 individuals with diabetes seen by a podiatrist (compared with
417 last quarter)
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• 680 consultations across all localities (compared with 633 last
quarter)

• Consultation rate for Maori continues to show a steady increase

• An increase across all localities is seen both in terms of the
number of individuals seen and the total number of consults
delivered in this reporting period.
NB: these data do not include the podiatry services provided 1 day
each month by Te Rununga o Raukawa.
•

Increased provision of
psychological support for
people with chronic
conditions

•

48 new referrals (30 were female) this quarter to the Adult service
for people with chronic conditions- 11 fewer than the last quarter.
Nine re-referrals were also received. New referrals this quarter:
o Cardiac conditions
19
o Diabetes
14
o Respiratory
5
o Renal
4
(non qualifying
6)
• Fourteen of the new referrals were from hospital-based services
and 34 from community-based referrers
• New referrals by ethnicity:
o NZ European
41
o Maori
5
o Pacific
0
o Asian
0
o Other
2
• New referrals by district location:
o Tararua
3
o Manawatu
7
o Palmerston North City
25
o Horowhenua
13
In total, the service delivered 479 sessions this quarter – an increase
over the last quarter (433).
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Service for children with chronic or life limiting conditions
•

•

•

•

•

37 new referrals this quarter (28 females) –an increase of 15
compared to the last quarter. Twenty five of the new referrals
were from hospital-based services and 12 from community-based
referrers
There were also 13 re-referrals. New referrals this quarter:
o Cardiac
5
o Diabetes
1
o Autism Spectrum
7
o Renal
2
o Respiratory
3
o Other
13 (genetic, neurological,
gastrointestinal, dermatological)
o Non-qualifying conditions 6
New referrals by ethnicity:
o NZ European
33
o Maori
2
o Pacific
0
o Other
2
New referrals by district location
o Palmerston North City
22
o Horowhenua
3
o Manawatu
11
1
o Tararua
206 total sessions delivered – an increase over the last quarter
(147).

Focus Area 2: Diabetes Management – HbA1c. 12 months to 30 June 2015
Indicator:
Proportion of enrolled people aged 15-74 in
the PHO with diabetes on the Virtual Diabetes
Register and the most recent HbA1c during
the past 12 months of equal to or less than
64mmol/mol

Total
3,723
6,368
58.5%

Numerator
Denominator
Percentage

Maori
680
1,013
67.1%

Pacific
136
250
54.4%

Other
2,907
5,105
56.9%

Note: The denominator is the count of enrolled people in the PHO aged 15-74 with diabetes on the Ministry of
Health Virtual Diabetes Register (2013); prevalence data for 12 months.

Compared to the results in December 2014 within Central PHO practices an improvement
has been seen in diabetes management for Maori (increase 4.6%) and Pacific (increase
5.6%). For the Other population group, the result has decreased by 3.2%. Further analyses is
required to ascertain the likely contributing factors, including data reconciliations; coding of
diabetes, payment claims, the VDR and practice registers.
Focus Area 3: Acute Coronary Syndrome
Indicator 1:

70 percent of high risk patients will receive an angiogram within 3 days of admission
Quarter 1

Quarter 2

Quarter 3

Quarter 4

2013/14

N/a

80.3%

75%

63.6%

2014/15

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Apr

May

Jun

By month 69.2% 84.2% 80.0% 64.3% 76.5% 66.7% 54.5% 58.3% 66.7% 52.6% 86.4% 58.8%
For quarter

76.9% (50/65)

69.6% (32/46)

59.1% (26/44)

68.3% (41/60)
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Indicator 2:

Over 95 percent of patients presenting with ACS who undergo coronary angiography have
completion of ANZACS QI ACS and Cath/PCI registry data collection within 30 days

Quarter 1 *

Quarter 2 *

Quarter 3 *

Quarter 4 *

2013/14

N/a

37.7%

41.9%

36.2%

2014/15

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Apr

May

By month 37.5%
For
quarter

46.2% 21.1% 28.6% 7.1% 11.8% 33.3% 54.5% 45.8% 63.6% 63.2% 68.2%
36.2% (25/69)
17.3% (9/52)
42.9% (24/56)
75.0% (39/52)

* Data for this indicator is reported one month in arrears (as generated by Enigma, 27/07/15: Quarterly ANZACS-QI
KPI Detailed Report)

Where the indicator has not been met, describe any barriers to achieving the indicator and any mitigation
strategies for these to be applied over the next quarter. Where the indicator has been met, describe the
next steps to be applied to further improve the percentage in the next quarter.

Indicator 1:
Indicator 1 requires 70% of high risk patients will receive an angiogram within 3 days.
MidCentral Health has remained under the 70% threshold for the quarter, although improved
compared to the 3rd quarter. Delays in access to angiogram are due to waiting times for transfer
to referral centre and delays in access to diagnostic angiogram at MidCentral Health – the DSA
room is a shared facility within the radiology department. We do not have a dedicated Cath lab.
We are also reviewing possibilities for session capacity to hasten management of high risk
patients admitted on a Thursday who require an angiogram.
Indicator 2:
Indicator 2 requires ACS completion data at the time of discharge or within 30 days. The
indicator results continue to improve with the introduction of staff at Wellington Hospital who
actively monitors the ANZACS-QI register. Prior to this any patient transferred to Wellington
Hospital and discharged from Wellington were not captured on the database.
An annual audit of the ANZACS-QI database at Palmerston North was conducted recently;
findings identified issues with some duplicate episodes of care between Wellington and
Palmerston North data noting that new episodes of care were being created in the Cath lab,
having the net effect of reported completion (and angiography) rates being incorrect. Remedial
action is underway at Wellington with the support of the audit group/database governors. While
the final report of the audit has yet to be received, informal feedback at the time suggested that
data entry, system and processes implemented at Palmerston North met requirements overall.
A requirement to develop Accelerated Chest Pain Pathways (ACPP) in Emergency Departments was
included in Regional and Annual Planning advice for the 2014/15 year. Do you have and ACPP currently
operating in your ED? If YES, please attach a copy of the pathway.

Participating in regional work. ACPP not yet operating in ED, but planning has been underway
with anticipated implementation commencing from late August 2015.
Do you have a documented plan for implementing ACPP in your ED? If YES, please attach a copy of the
plan.

In summary, we have confirmed the pathway (including use of EDACS tool) and information
brochure. We have set up a dedicated mailbox to monitor ED notes for Chest Pain patients. Work
is underway on a Clinical guideline to support the ACPP. Latest meeting of the ACPP Working
Group (with Dr Martin Than and Dr Andrew Aitken attending) held in June.
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If you have neither an operating pathway nor a documented plan, what barriers are preventing progress
with this work?

No perceived barriers to implementing the ACPP from late August 2015, but date and roll-out to
be confirmed at next Working Group meeting in early August.
What new cardiac related initiatives are you planning for 2015/16?

Notwithstanding the 2015/16 Annual Plan has yet to be endorsed, the following initiatives are
anticipated:
• Enhancing and embedding existing initiatives – improving high risk angiography results by
confirming a 4th angiography session the DSA room.
• Establishing integrated cardiac clinics at local Family Health Centres in Palmerston North,
providing cardiologist clinics and patient case review.
• Implementing the ACPP referral process through ED, Cardiology and inpatient services.
• Working with community providers to enhance the management of Heart Failure in the
community.
2014/15 Annual Plan Deliverables

Progress Update
As at 30 June 2015

Establish an acute coronary syndrome improvement
plan by 30 September 2014 (including an accelerated
chest pain pathway), and progressively implement
(NB: plan linked to regional and national cardiac
networks). (AP ref #20)

As above.

Dedicated CATH lab established March 2015
• Business case developed by 30 September 2014
together with implementation timeline
• Implementation of business case undertaken in
accordance with timeline
(AP Ref #22)

Not achieved by milestone date. Development of
a dedicated cardiac cath lab is dependent on the
completion of an additional sub-station
(electricity supply) required at MCH to support
this and other facility improvements, as well as
an upgrade to the existing generator at MCH.
Both works in progress

Focus Area 4: Stroke services
2014/15
Qtr2
Qtr3
Jul-Sep
Oct-Dec
2014
2014
2
3
50
50

Qtr4
Jan-Mar
2015
6
51

6 percent of potentially eligible stroke
patients thrombolysed

Numerator
Denominator

Qtr1
Apr-Jun
2014
5
65

(Baseline: 8.3% 12 mths 31.12.12)

Percentage

7.7%

4.0%

6.0%

12%

80 percent of stroke patients admitted
to a stroke unit or organised stroke
service with demonstrated stroke
pathway

Numerator
Denominator

45
76

38
57

49
58

46
55

Percentage

59.2%

66.7%

84.5%

83.6%

Reporting period

Indicator:

Data collection period

(Baseline: 71.2% 12 mths to 31.12.12)
Note: Data is lagged by 3 months.

Provisional results for the 4th quarter show thrombolysis rate at 5.3% and organised stroke
service admissions at 84.6%.
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Where the indicator has not been met, describe any barriers to achieving the indicator and any mitigation
strategies for these to be applied over the next quarter. Where the indicator has been met, describe the
next steps to be actioned to further improve the percentage in the next quarter.

Thrombolysis: Target met (quarter 3)
Acute Stroke Service: Target met (quarter 3)
Of the remaining 9 patients who were not admitted to the Acute Stroke Service, 4 received
specialist stroke team (organised stroke services) input into their care prior to discharge
following their short stay, and the other 5 patients had other primary conditions that were
better suited to that specialist intervention (e.g. coronary care unit, surgical specialty, or
dementia care)
Please outline how you currently manage inpatient rehabilitation

Within the Acute Stroke Unit of Ward 26, inpatient rehabilitation commences as soon as the
patient’s clinical condition permits. Multidisciplinary Team assessment and therapy needs and
tolerance of therapy for each inpatient varies. Some patients can only tolerate short sessions of
inpatient rehabilitation, while others can tolerate longer periods. In general, patients after a
few days of inpatient therapy are sufficiently independent and ready to go home or require
longer inpatient rehabilitation. Patients requiring a longer period of inpatient rehabilitation are
referred by the primary medical team to the rehabilitation team in the STAR wards at
Palmerston North or Levin (depending on the patient’s usual home address, for their
convenience). A member of the rehabilitation team (usually a consultant) responds to the
referral by reviewing the patient in the ASU; the Acute Stroke team continues to provide
inpatient rehabilitation therapy in the ASU until the patient is transferred to the STAR ward (or
discharged home).
What is your expectation for access, frequency and intensity for stroke rehabilitation in the community
setting? Do you have any service limitations due to age, ethnicity or geographic placement?

Currently there is no stroke-dedicated rehabilitation programme available in the community.
We do not yet have an agreed position on what constitutes a “dedicated (or organised)
community-based stroke rehabilitation service” – either locally or regionally and we note there
is no national description or service specification for such a service.
Current expectations and service limitations are the same as those for any individual with a
disability or chronic health condition (and consequences of the policy split between personal
health and disability support services, and those that are devolved to DHBs or not). Access to
“general” programmes (whether provided by the DHB, via the PHO, or NGOs/advocacy groups
remains contingent upon the individual’s identified health service and support needs, personal
choice, mobility, natural support system and abilities (including living arrangements and
transportation), eligibility criteria, service volumes, and any cost barriers.
We also note the preferred term, by consumers, of “recovery” rather than “rehabilitation”.
Consideration of recovery and/or rehabilitation in the community is part of the Regional Stroke
Network’s programme of work for 2015/16 as part of the Regional Services Plan and then locally
is included as an initiative in the 2015/16 Annual Plan.
A requirement in the 2015/16 planning guidance is for DHBs to begin collecting baseline data on
organised inpatient stroke rehabilitation, and community stroke rehabilitation services. Please outline
how you plan to begin, or are already, collecting this data.

AROC data is currently collected as a component of the assessment, treatment and care
planning for patients participating in the inpatient rehabilitation programme. The data is also
used as part of the ongoing internal quality improvement meetings attended by members of the
multidisciplinary team.
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A commitment to undertaking requirements definition, capacity and capability for collecting
data in relation to “community stroke rehabilitation services” is part of the plan for 2015/16
alongside investigating the feasibility of establishing such a service (once defined in the first
instance).
Please outline any staff education and training events that have taken place in quarter4, or are planned
for quarter 1 2015/16.

In May 2015 the Acute Stroke Team (AST) coordinated and provided a Regional Stroke
Conference Day. Every member in the Team participated and positive feedback was received.
Educational presentations and interactive breakout group sessions incorporated best practice
for stroke, service improvement, quality initiatives, practice developments and case study
presentations for the audience. It provided a great opportunity for networking internally
(ElderHealth and Rehabilitation services which included a presentation on Falls and Stroke) as
well as externally (with other DHBs and allied specialties including Massey psychology
services). The Keynote address was on the relevant topic of Atrial Fibrillation. In attendance
were Stroke staff members from MidCentral, Whanganui, Hawke’s Bay, Capital and Coast,
Wairarapa, Horowhenua and Taranaki Base Hospital.
Bi-monthly in-service Acute Stroke Team educational sessions continue. The educational
sessions are around best practice development or research. For instance, June’s education
session was on FEES dysphagia equipment by the Speech and Language Therapist (SLT).
Periodic training sessions are provided by the Lead Stroke Physician (LSP) to Emergency
Department House Officers with particular emphasis on Thrombolysis and TIA pathways.
Weekly in-service education sessions to acute assessment areas and wards around nursing
aspects of acute stroke are provided by the Clinical Nurse Specialist (CNS).
Specific in-service training regarding point-of-care equipment use in thrombolysis has been the
main focus for the month in ED.
CNS attended the annual CNS Stroke Conference in Auckland over two days in June 2015.
Speech Language Therapist attended the NZSTA Professional Development Symposium on
Aphasia in Christchurch on June 11th.
Two papers on the back of two presentations at the World Stroke Congress held in Istanbul in
October 2014 attended by the LSP have just been submitted, with several AST members taking
part. Topics include Telehealth and Stroke and Carotid Arterial Disease.
An abstract on Stroke has been accepted for presentation at the World Neurology Congress to
be held in Chile later on in the year. This will be attended by the LSP.
Please describe how you participate in supporting acute stroke service provision (through
telemedicine/telestroke), or how you are supported by other DHBs in your region.

Thrombolysis provided by the Acute Stroke Team during working hours (8am to 5pm) with a
limited, informal out of hours service being provided currently due to insufficient staffing
resource. Telemedicine/telestroke/telehealth is part of the regional service development work
for 2015/16 (with a particular focus on MidCentral, Whanganui and Hawke’s Bay DHBs).
There is a plan to develop a sub-regional 24/7 on-call after hours thrombolysis service along
with Whanganui DHB. MidCentral has the telestroke equipment. An agreement regarding
roster / on-call back up with Whanganui for 24/7 cover under the umbrella of the Stroke
Regional Network is yet to be reached. MidCentral Neurologists remain very keen to formalise
a long term 24/7 Roster backup through Telehealth and are hopeful that a reasonable
arrangement is achieved.
What new stroke related initiatives are you planning for 2015/16?

Note the 2015/16 Annual Plan has yet to be finalised.
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Sub-Regional stroke thrombolysis rota 24/7 using Telestroke equipment – this seems
perfectly feasible and there from within working hours alongside ED. More staff and resources
are currently needed to establish and guarantee this service in the long run (see above).
Pre-hospital notification – currently under discussion with paramedics to try and improve
hospital-to-door and door-to-needle times. A pre-hospital notification directly to the Acute
Stroke Thrombolysis Team will be proposed at a forthcoming meeting (LSP, CNS and St. Johns)
following up on a previous audit carried out in 2014. This will be re-audited.
FEES dysphagia assessment equipment (Speech Language Therapy) which aims to more
accurately assess at risk patients in terms of aspiration and therefore better inform patient
management to try to reduce this risk.
Investigating feasibility of establishing a community stroke rehabilitation service (and
associated data collections).
What initiatives do you have in place to ensure continuous quality improvement?

The Acute Stroke Service conducts in-service audits looking at secondary complications of
stroke aimed at practice/service improvement/staff education and to improve patient care. An
audit looking at TIA pathways in the hospital was carried out recently and will be presented
soon.
Monthly Thrombolysis governance meetings continue to be held where tPA calls are discussed.
This serves as a platform to keep up to date with knowledge and skills and help identify inhouse process/resource issues that may potentially result in an improvement of door-to-needle
times.
Radiology/Neurology meetings occur monthly with the involvement of Wellington Neuroradiologists for retrospective/critical review of stroke among other neurological cases.
Lead Stroke Physician and Clinical Nurse Specialist contribute to the Regional Stroke Steering
Group meetings bi-monthly for continued service development and care delivery
improvements. Data presentation is a requirement to inform quality improvement locally as
well as regionally.

PP21:

Immunisation coverage

95 percent of eligible children fully immunised at 24 months of age
Quarter 4, 2014/15
Milestone Age: 24 months
No. eligible children
Fully immunised for age
Actual
Target

Total
494
476
96.4%
95%

Maori
175
170
97.1%
95%

Pacific
22
22
100%
-

NZ European
214
206
96.3%
-

Asian
41
40
97.6%
-

Other
42
38
90.5%
-

Data as at report run date 06 July 2015

Targets have all been achieved again this quarter. Of particular note are the high rates for
Maori, Pacific Island and Asian infants which exceed total population rates.
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PP22:

Improving system integration

Progress on delivery of the actions and milestones to improve integration identified in DHB Annual
Plans.
Annual Plan Deliverable
(Ref AP pp 22, 29, 35)
Implement Partnering with
General Practice for Improve
Health Outcomes in two
general practices (AP ref #1)
•

Approve PDP for THG by
October 2014

•

Arrangements made with
another GPT by 31
December 2014

•

Complete development of
PDP with one other
practice by 30 June 2015

Support establishment of
IFHCs (AP re #2)
•

Transitional support
contract for Feilding IFHC
uplifted in full by June
2015

•

PN business cases
approved by December
2014

•

Otaki IFHC status
achieved by March 2015

•

Support progressive
development of Tararua
and Horowhenua IFHCs
throughout the year

Progress Update
As at 30 June 2015
The PDP for Tararua Health Group has not progressed to completion
and approval due to reprioritisation of resources both at MDHB and
within THG. However, THG has signalled that they will commence work
on updating the plan early next quarter with a view to progressing this
to approval
Feilding Health Care
Following on from population profiling work, this quarter Feilding HC
has engaged with the Public Health Registrar from MDHB to start
planning their population health approach
Kauri Health Care is refining their Practice Development Plan to focus
on key priorities and outcome measures. They have also begun
negotiations with a range of specialist services in support of a
redeveloped model of care. The work to date has been supported in
principle in a range of forums and the group aims to have a completed
plan ready for implementation within the next quarter
The DHB has provided financial support to Feilding IFHC ($530k in the
year) to assist with their establishment. Payments to date have been
applied against professional services relating to implementing the
Feilding Health Care Integrated Family Health Centre, standardisation
of information systems and clinical models of care.
• The Information systems and clinical documentation are now being
standardised across the five Feilding sites
• A common telephone system has been implemented allowing for
accurate call-logging in preparation for implementing an integrated
call handling system
• Final building design details are near completion
• An agreement to sub lease has been signed with shareholder
approval
• Construction started in April 2015
PN Business Case
The South Western suburbs community profiling report has been
published with recommendations to :
1. Develop a service delivery model that improves integration and coordination of health and social services
2. Continue to build relationships in the south western suburbs
3. Expand and refine mapping exercise
4. Maintain focus on population being served in all aspects of service
development
Next steps are to further explore IFHC and other models for enhanced
health and social services delivery in these suburbs
Otaki IFHC
The Otaki FHC is currently negotiating with Otaki Medical Centre
(OMC) around funding for developments to the IT platform used by
OMC. This will allow the introduction of a patient portal as well as the
potential for other health providers to develop secure and effective elinks with the GP team.
Horowhenua IFHC
This quarter the Horowhenua FHC has:
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• Finalised the collaborative project between the Centre Pharmacy
and Horowhenua Community Practice that focuses on patients with
complex medicine regimes
• Successfully advocated to the Horowhenua District Council for a
significant extension to their Smoke Free Environment policy,
which, as part of its Long Term Plan, restricts smoking outside all
Health Centres and educational facilities in the Horowhenua
• Strengthened the security of the facility with security officers and
upgrading the duress system. These enhancements have resulted
in significant feedback from the community and staff about a better
environment and greater ability to deal safely with situations that
arise in a facility with such diversity of people and situations
The Productive General
Practice (PGP) Model
(transformational change)
adopted by more general
practices (AP re #3)
•

Each quarter, five general
practices are undertaking
the productive general
practice model

Support practice managers to
undertake the Practice
Management course (AP re #4)
•

10 Practice managers
undertaken course by 30
June 2015

Two intakes complete the
Transformational Leadership
programme (AP re #5)
•

Five general practices / IFHC teams continue to implement Productive
General Practice. Two developing Integrated Family Health Centres
combining a number of general practices and associated DHB and
PHO health services are utilising the methodology to develop their
models of care for new shared premises

Thirty-three Practice Managers and administration staff registered for
Medical Assurance Society training sessions this quarter. Biztrainers
workshops for Practice Managers and administrators will recommence
next quarter. Two Practice Managers are enrolled in the Graduate
Diploma in Practice Management, supported by the DHB
Two programmes have been completed with a total of 40 participants.
Aged Residential Care managers were among the graduates of these
two programmes

Two intakes completed by
30 June 2015

Collaborative Clinical
Pathways produced through
Map of Medicine (AP re #6)
•
At least three per quarter
completed

A further four collaborative clinical pathways have been published over
the past six months, bringing the total number of published pathways to
55. The status of Clinical Pathways is as follows:
DVT – reviewed, completed and published.
Cellulitis – reviewed, completed and published.
COPD –completed and published.
Sore Throats in Children – will be out for wider stakeholder feedback
for a period of three weeks with a view to publishing in September
(there was a delay in starting this pathway as gaining membership on
the collaborative working group was challenging).
Colorectal Cancer – ‘sub-regional’ version of pathway developed in
collaboration with Whanganui and Hawke’s Bay, aligned to national
guidelines for direct access to colonoscopy and surveillance
colonoscopy. Published for regional view in June – now needs
localising.
First Trimester/Early Pregnancy – developed in partnership with
Whanganui. It is currently out for wider stakeholder feedback and will
be published in September.

Roll out community-based
integrated renal service to the
district based on the
Horowhenua model (AP ref #9)

A tool for improving Chronic Kidney Disease management in General
Practice was launched to GP Teams in February in association with
CKD Clinical Pathways education.
Due to other projects there has been limited uptake of the tool within
General Practice.

•

Roll out by 31 March 2015
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Other ways are currently being explored as to how this is best done.
Planning with specialist services has commenced on this, with the
second revision of the document underway.
It is envisaged that the recently launched National Consensus
Statement – Managing CKD in Primary Care and the bpac tool –
Detection and Management of Patients with CKD in Primary Care,
along with the revised Collaborative Clinical Pathways, will provide an
easier platform for this work to be integrated.
Establish direct access by GPs
to two elective procedures by
31 March 2015 (AP ref #10)
•

•

•
•
•

Agreement reached
between general surgery
and primary care providers
re minor general surgery
operations elective list by
30 September 2014
Agreement reached
between orthopaedic
service and primary care
providers re minor
orthopaedic operations
elective list by 30
September 2014
Establish criteria for GPs
access to both elective
lists by 28 February 2015
Commence GP direct
access to both elective
lists by 31 March 2015
Review new elective list
access arrangements by
31 July 2015

Routine hearing assessments
for hearing aids delivered by
community providers (AP ref
#11)

•

New service arrangements
commence from 31 March
2015

Rework and re-launch the
primary options for acute care
programme by 30 June 2015
(AP ref #12)

•
•

•
•

POAC re-launched by 31
December 2014 (Phase 1)
Programme for
enhancements developed
by 31 March 2015 (Phase
2)
Enhancement in place by
30 June 2015
Quarterly reports provided
on progress with roll out
programme

Minor skin lesion procedures continue to be performed in Primary Care
by General Practitioners. Currently the Medical Head for General
Surgery triages all referrals into the service and identifies procedures
that can safely be undertaken in primary care. There continues to be
discussion between Primary and Secondary Care around this being
devolved out to Primary Care. This will form part of the plan for the
Clinical pathway for the skin lesion.
There is a commitment by our Orthopaedic surgeons to develop clinical
pathways, which will help with better identification and referrals of
patients with the greater need to secondary care for specialist
treatment when required and to guide standardised primary health care
interventions.
The Regional TAS Electives Team continues to work closely with the
orthopaedic services throughout the region and is investigating how
many GPs are currently performing cortisone injections in primary
care. This has been identified as one of the opportunities to develop
further.
The Orthopaedic surgeons at MidCentral Health are strong participants
in the development of other initiatives within the regional Orthopaedic
network that will see greater collaboration between primary and
secondary care providers.

As reported in quarter 3, service review completed and service
arrangements in place.
A part–time locum Audiologist is in post and an Audiologist from
overseas has been recruited – awaiting completion of visa processing
and confirmation of start date.
Management of paediatric, B4 School testing and Newborn Hearing
Screening services will be improved and supported by updated access
criteria into the service.
th

Packages of Acute Care (POAC) pilot completed June 30 with a
volume of 270 patients during the period. Evaluation of phase one is
complete.
Phase two April to June refined the programme processes with the 8
pilot sites and the programme is being offered to the wider teams from
July 2015, aiming for 65% of the population coverage over the year.
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Implement the transition plan
for Urgent Community Care
(UCC) in accordance with the
agreed timelines (AP ref #13)
•

Implementation plan
delivered on time

Review the availability of
spirometry tests in the
community (AP ref #33)
•

Review completed by 30
September 2014

Implement electronic receipt of
GP referral system by 31
March 2015 (AP ref #35)
•

•
•
•

The links between the UCC team and the Horowhenua Community
Practice team have continued to strengthen over the past quarter.
Issues around clinical governance are still being dealt with on the basis
that standing orders for both organisations are compatible and cover
the vast majority of situations that may arise. Issues that are not clearly
resolved by these means are escalated to the Medical Director of
Horowhenua Community Practice and the District Operations Manager
for St John. To date there have been no such issues.
The further integration between UCC and the rest of the General
Practice community is proceeding slowly. There are significant
differences in the models of care and closer working links are being
forged through the involvement that GPs and UCC have with each
other through the Horowhenua After Hours service. More direct
approaches are planned and will be led by the Medical Director of
Horowhenua Community Practice during the next quarter.
Completed.
Three respiratory physiologist led spirometry clinics per month on hold
for most of quarter 4 due to 2 resignations and recruitment into these
vacancies. Installation of new respiratory testing system at MCH has
also contributed to reduced community spirometry.
This service is expected to re-commence in full early in quarter 1
following the commencement of 2 respiratory technicians.
As advised earlier, this project has been closed and being re-scoped
for 2015/16 year.

Determine process for
electronic receipt of
referrals by 30 November
2014
Advise new process to
general practice by end
February 2015
Train staff in new
arrangements by February
2015
Commence new
arrangements as from 31
March 2015

PP23:

Improving wrap around services – Health of older people

Progress on delivery of the actions and milestones to improve wrap around services for older people
identified in DHB Annual Plans
Annual Plan Deliverable
(Ref AP pp45-46)
1

Progress Update
As at 30 June 2015

Community support services for older people (including Budget 2013 funding for HCSS and use of
core quality measures for HCSS by HoP Steering Group:

Consider models of care for
home based support services
(AP ref #68)

(NB. MoH advises original
timeframe for national
programme now not proceeding
as planned)

A community options for support paper was tabled at the Older Persons
Clinical Network in December 2014 and is finalised. Connected up care
featured highly as the basis for better care in the community to the
population. Along with this the Ministry has announced work on the ‘inbetween-travel component for Home and Community Supports with a
phase two scoping exercise to look at ‘models of support’.
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Recommendations from the MidCentral DHB document are now being
socialised into other aspects of care including packages of temporary
support, focusing on high and complex needs, and better support for
people at home. While the business case is now formally completed,
aspects will be rolled out to take formal effect from 1 July 2015 in Home
and Community Contracts. An additional area in the new contracts for
HBSS is priority on advance care planning and training of coordinator
and senior care staff.
The DHB confirms that the Budget 2013 funding has been applied to the
Home and Community Support Sector services.
Implement enhancements to
NASC information system to
enable complete data capture
and reporting of clients’ status,
assessment and coordination
(AP ref #69)

•
•
•

System specifications
developed by 30 August
2014
Enhancements
implemented by 31
December 2014
Data capture and reporting
to occur from 01 February
2015

Data from comprehensive
clinical assessments including
the Ministry of Health’s quality
indicators and data on falls,
institutional risk and nonadherence to medications is
collated and provided to IFHCs,
HoP teams and District Groups
by August 2014, and annually
thereafter. (AP ref #71)
•

2

Completed.
Additional information is being provided adhoc as requested. For
example, the frailty group for the Map of Medicine recently met with the
interRAI Lead Practitioner/Systems Clinician to look at data around
CAPs for frailty. The frailty MAP will be developed linking interRAI
assessment and CAPS.

Annual report of data and
information from CCAs and
quality indicators provided
in August each year
Rapid response and discharge management services (wrap around services):

Review and evaluate hospital
discharge management
interventions and progressively
implement any agreed
improvements (AP ref #67)
•

Completed.
The new NASC system was implemented on 8 July 2015. The
implementation has been largely successful with no consequential
issues to date. It will remain in continued testing until export data to MoH
Sector Operations is validated over the next 6 weeks. Once this has
occurred further enhancements are to be made available including
response times for NASC assessments and urgent/non urgent criteria.

Review and evaluation
completed by 31 December
2014

Completed. In addition to the discharge management and intervention
services that are already well established (as previously reported) and
the reduction in ALOS across hospital acute services, the three-month
project in the AT&R ward undertaken over quarter 4 has focused on
clinical management processes and goal setting for rehabilitation and
discharge planning involving the wider multidisciplinary team (and family
as required) aimed at releasing capacity in the AT&R ward to enable
earlier transfer of patients from acute wards. Referral and admission
criteria are also being reviewed. MDT “rapid rounds” are conducted
together with routine MDT weekly meetings to facilitate care planning
and discharge management. Regular communication with MDT
members and patients/families re expectations of Aged Residential Care
facility placement also occurs.
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3

Comprehensive Clinical Assessment in residential care (interRAI)

Training and development
support provided to providers
(AP ref #73)

•
•
•
•

4

Number of facilities trained
or engaged in training in the
use of interRAI
Older persons’ symposium
held in March 2015
Two conferences for ARC
clinical leaders sponsored
in 2014/15
interRAI review/peer group
sessions held each quarter

#74)

•
•

5

Framework published by 30
September 2014
Contract arrangements
completed for provision of
cognitive therapy services
Roll out “walking in
another’s shoes” education
package to rest home
HOP specialists

Determine the feasibility of
introducing health of older
people teams for Palmerston
North and Feilding (AP ref #66)
•

•
•
•

Fully Competent (required number of nurses trained)

12

Competent (at least one nurse competent)

1

In Training (no nurses competent at facility yet)

1

Engaged (signed Engagement Agreement)

2

Scheduled (booked in for training)

Support to ARC continues via ARC forums, 1:1 discussions on site at
ARC. Local peer groups are held 2 monthly if ARC staff are available to
attend.
Two funded placements at a conference for ARC occurred in May 2015.
Leaders/Partnering with Communities and Dementia were the key foci
and included a focus alongside the Older People (falls) symposium 1
April 2015.

Dementia care pathways

Finalise and implement
Dementia Framework (AP ref
•

19

Model of care covering
primary and secondary
services developed by 30
September 2014
Business case developed
by 31 March 2015
Implementation plan
developed by 30 June 2015
Implementation in
accordance with agreed
timelines from 01 August
2015

Completed and published
Clinical (MoM®) pathways, WiAS, Respite Case Management, Improved
access to Day Centre Programmes, Education for Health Professionals,
Education to carers, whanau and family). Ongoing, ACP development,
promotion of EPA, and dementia friendly supermarkets (Alzheimer’s
Society).
The Horowhenua Masonic Village (Levin) has been contracted for a
specific day activity programme that has a focus around aspects of CST.

The model of care work being undertaken by the Clinical Director,
Clinical Nurse Specialist and project support, in collaboration with
Primary Care, continues. This relates to the ‘Enhanced Community
Services, Older People Living Well with Frailty’ project, with the
proposed model of care for older people with frailty looking at the
potential for developing:
•

A Health of Older People (HoP) team for the Palmerston North area,
working collaboratively with GPTs and IFHCs and community based
providers (Phase 1)
• Interface Geriatrics in ED and MAPU (Phase 2)
• An augmented Post Emergency Department Assessment and
Liaison (PEDAL) team (Phase 2)
• An augmented community response to crises in Older People with
Frailty
• A realignment of hospital based staff to locality based IFHCs as
these develop and as the environment and MCH can support within
resource
A phased approach is supported. Phase 1 is a pilot period to trial the
implementation of a HOP team at Kauri Health IFHC in Palmerston
North. The implementation planning phase for this project is now well
under way. It is anticipated that the pilot project will commence from in
November 2015 (subject to IFHC readiness).

69

6

Fracture liaison service

Implement a falls prevention
programme in the community
for older people including
identifying where falls
prevention can be delivered
and by whom (AP ref #70)
•
•

•

MoM Clinical Pathway for Falls published.
Recruitment to the position was unsuccessful. The position is being readvertised and any implementation will be in line with successful
recruitment

Publish ‘Map of Medicine”
falls pathway by December
2014
Reporting of fracture liaison
service activity
implemented from 01 July
2014
Fracture liaison service
evaluated by 30 June 2015

PP24:

Improving waiting times – Cancer multidisciplinary meetings

Progress delivering improved functionality and coverage of high quality cancer multidisciplinary
meetings (MDMs) based on the actions agreed in the 2014/15 Annual Plan and the regionally agreed
activities using all of the allocated funding

No significant changes this quarter with MidCentral DHB continuing to meet the
requirements for MDMs.
Costs incurred on an annual basis for staffing (permanently in post including cover) are
$78,426.18 and were itemised in a previous report. Indirect Costs include clinician time,
catering for meetings which are often held over lunch or breakfast to attract staff, printing
and postage costs associated with results letters and absorb the remaining funding allocated.
MidCentral DHB continues to look forward to outcomes of the CCN Orion Proof of Concept
(PoC) project. At this stage it is understood the PoC remains under review.
A thyroid MDM added last quarter is now embedded and the weekly lung MDM continues to
improve timeframes, as does the addition of a weekly GI meeting.
Chairs of the MDMs continue to incorporate new initiatives where appropriate, and on a case
by case basis, to improve the use of proforma or the adoption of standards.

PP25:

Prime Minister’s youth mental health project

Progress update report against local alliance Service Level Agreement plan to implement named
initiatives/actions to improve primary care responsiveness to youth (12 – 19 year olds)
1

Implementing a youth Service Level Alliance Team (or equivalent) to improve youth health and
system integration
st

Date youth SLAT(s) (or
equivalent) began / will
begin

The Youth Wellbeing Advisory Group has been meeting since 21 May 2014.
The membership is confirmed and the terms of reference have been
approved.

Membership of the
youth SLAT(s) (or
equivalent)

As advised in quarter 1, membership of the Youth Wellness Advisory Group
(YWAG) comprises:
• DHB Planning & Support (Portfolio Manager, Child & Youth Health)
• NZ Police representative
• Tararua Youth Services
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• Public Health Unit
• Ministry of Education
• Te Wānanga o Raukawa, Otaki
• Child, Youth & Family Services
• Start Youth Transition Services
• Child, Adolescent and Family Mental Health Services
• IDEA Services (Intellectual Disability)
• Youth One Stop Shop (YOSS)
• General Practitioner – youth focus
The past chairperson has gone on to join the Police force. We now have a
young person of 15 years from Awatapu College as the new chairperson.
The Portfolio Manager is going to mentor and support him in the role.
The aim / expected
impact of your youth
SLAT(s) (or equivalent)

As advised in quarter 1, the Terms of Reference for the youth sub-group of
the Child Health/Tamariki Ora Group were extended to strengthen alliance
leadership for youth services, reporting to the Alliance Leadership Team (AP
ref # 61)
The purpose of the Youth Wellbeing Advisory Group (YWAG) is focused on
improving the provision of health services for young people through optimised
service development and delivery processes. The objectives of YWAG are
to:
•

Provide a platform for communication and engagement across the
District, enabling clinicians and others working in the youth health to
contribute to the development and implementation of youth-focussed
care.

•

Promote an approach, inclusive of whanau ora, to youth health
developments that ensures all stakeholders in the sector are aware and
can contribute to the work of the YWAG

•

Achieve good outcomes for young people and their families/whanau,
making the best use of all available resources

•

Host and facilitate youth forums as required. This will foster clinician
and/or consumer engagement and promote two way communications
about current network activities. This forum will assist the YWAG to
identify and prioritise issues across the district and will contribute to
developing an annual workplan

•

Develop an annual Work Programme that includes appropriate
contribution and focus on improving Maori health outcomes, workforce
and service development activities. The Work Programme will be
submitted to the Child Health Tamariki Ora District Group and Clinical
Network Leadership Group (CNLG) for endorsement

•

Oversee the establishment and progress of agreed Workgroups for the
purpose of implementation of the work programme

•

Act upon and drives decisions made by the Workgroups

•

Develop an open and supportive environment for clinicians and those
working in youth health. Provides expertise, direction and advice to
clinicians caring for young people and their family/whanau in relation to
best practice (inclusive of appropriate cultural practices and approaches
e.g. whanau ora), service planning and emerging issues.

•

Improve quality, safety and effectiveness of care:
o Fosters education and research into best practice
o Ensures information systems span clinical boundaries
o Promotes and interprets national policy and initiatives

•

Develop and sustain collaboration and communication between related
network Groups

•

Advocate for clinical and cultural quality and service improvement. The
Group will bring related issues to the attention of the sector
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•

Develop a communication plan which promotes two way dialogue with
stakeholders

2

2014/15 Actions to address gaps in access, service provision and financial sustainability for
primary and community services for the DHB’s youth population aged 12 – 19 years
2014/15 Initiatives
Measured by
Progress update as at 30 June 2015
Together with
THG/IFHC and youth
sector, develop personal
health services for
young people living in
the Tararua district (AP
ref # 59)

• Personal health service
specifications and contracts
with providers completed by
December 2014
• Implementation from 01
February 2015

Contract completed and establishment
funding paid through. The facilities are
currently being fitted out with an
anticipated start date of mid to late
August. Many of the young people of the
Tararua district have been intimately
involved in this work and are looking
forward to having their new free clinics in
Pahiatua and Dannevirke.

Develop personal health
services for students at
Otaki College (decile 4)
by 30 September 2014
(subject to facility and
service commissioning)
(AP ref # 60)

• Number of Yr 9 HEEADSS
assessments completed at
Otaki College (establish
baseline)

The School Based Health Service for
Otaki College has commenced. This is a
decile 4 College and the additional
funding is directly from the DHB. The
service was slower to commence than
anticipated due to waiting for Education to
find a suitable facility. The DHB funded
the building renovations for the facility.
65 Yr 9 students are eligible for
HEEADSS assessments specific to this
group at Otaki College to be completed
over the year.

Implement plan from
findings of the youth
services stocktake and
gap analysis (Jan 2014)
in accordance with
agreed timelines (AP ref
# 61)

• Plan developed by Youth subgroup by 31 December 2014

The youth subgroup has determined their
workplan for the 2015/16 year, this has
been taken forward in the annual plan.
The initiatives include:
• Work alongside Palmerston North City
Council to further develop a social
media information app which supports
young people to find health services
• Work with Education and Public
Health to provide free comprehensive
sexuality education programmes in
selected Colleges
• Support General Practice in delivering
services to young people
• A professional development package
for GP Teams regarding engaging
with young people in a more youth
friendly way.

Explore development
and implementation of
an Outcomes framework
for Youth One Stop
Shop services (AP ref #
62)

• Outcome of national pilot
considered by September
2014
• Implementation plan
developed by December
2014
• Implementation of plan in
accordance with agreed
timeline from March 2015

The DHB has been working alongside
YOSS to look at suitable outcomes
frameworks. The DHB was keen to fund
at the time a suitable framework but did
not find one that met both DHB & provider
expectation. The DHB was not prepared
to fund the KYS model due to the
excessive cost and concerns around the
transferability of the model. The DHB
understands that all YOSS are being
encouraged by the MOH and MSD to
adopt this model.
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Establish plan to fully
implement Stepped
Care model across
primary mental health
services (AP ref # 63)

• Project plan approved by 30
September 2014
• Subject to approval,
implementation plan
completed on time, within
budget by March 2015
• Implement group therapy
[option] in Horowhenua
district by February 2015
• 5 primary mental health care
practitioners complete all 7
components of the “Let’s Get
Real” framework by June
2015

•

•
•

•

As per previous report
recruitment of PMH Clinical Lead
now appointed: has developed
scoping paper and socialised this
to AMT, Connected Workforce,
MH & A District Group.
Implementation Plan in Annual
Plan 15/16 for completion.
Cactus program (social skills,
stress management,
relationships, mental wellbeing
and physical health) in
Horowhenua College
implemented. Well attended- 23
students (7 Māori) attended the 8
week program.
All primary mental health care
practitioners have completed 2 of
the 7 Let’s Get Real Skill
Modules: Working with Maori and
Te Whare o Tiki – PMH Clinical
Lead in discussion with LGR
Coordinator to complete the
remaining 5 Modules

Implement awareness,
education and training
programme with general
practice teams to
support access to youth
responsive services (AP
ref # 64)

• Training programme
established by December
2014
• Number of GPT registrants
completing training
programme (one per quarter)
by 30 June 2015

Training programme to identify future
workforce needs had been commenced
however due to change in staffing this
has not been completed: the focus on
addiction, information/app for young
people and physical health and mental
health approaches when working with
youth will remain prominent in the
continued development of the programme

Work with primary care
providers to ensure
smooth process for
transfer of
care/discharge follow up
from specialist
CAMHS/CAFS and AOD
services is activated by
primary care provider
within 3 weeks of
discharge (AP ref # 65)

• Interface and project group
developed by CAFS & YOSS
by December 2014
• Business case developed by
March 2015
• Implementation plan for
discharge pathway
developed by June 2015

Transition Planning approach
implemented. CAMHS Clinical FTE
undertaking initial assessments with
YOSS practitioners located at YOSS
Service.
CAMHS has Transition planning model of
approach with all providers including
Massey University Student Counselling
Centre and NGOs.
Business case not required –
implementation plan underway and
transitioning to ‘business as usual’.

PP26:

Rising to the Challenge: The Mental Health and Addiction Service
Development Plan

Report on the status of quarterly milestones for a minimum of eight actions to be completed in the
2014/15 year and for any actions which are in progress/ongoing in 2014/15 (per reporting template)

Template submitted. All actions tracking to plan, or completed in accordance with
milestones for the year. The DHB’s final Suicide Prevention and Postvention Plan was
submitted as required following minor amendments to the draft plan.
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PP27:

Delivery of the children’s action plan

Progress on delivery of the actions and milestones identified in DHB Annual Plans to support the
implementation of the Children’s Action Plan and reduce child assaults.

Progress on the initiatives is outlined below.
2014/15 Initiatives
1

Measures / Milestones

Progress as at 30 June 2015

Reducing the number of assaults on children
• Quarterly reports
provided to MDT for
NCPAS
• Agreed actions to
address identified areas
for improvement
implemented by agreed
timeline
• Compliance with NCPAS
policy and standard for
implementation (through
national audit)

Completed.

Implement second pilot
programme model of
primary care based family
violence intervention
programme (AP ref # 38)

• Pilot programme plan for
Foxton FHC (Te Waiora)
approved by 30
September 2014

Te Waiora in Foxton is not in a position to
take on this work as originally planned. Given
the complexity of the first pilot and the time it
is taking, the DHB is reluctant to impose a
second pilot this financial year. Discussions
will be undertaken to check if Te Waiora are
still keen but it is highly unlikely given the
driver of this has left the IFHC.

Contribute to
development of the work
programme as a partner
in the Regional
Interagency Network
(RIN) Steering Group to
address priorities of the
Children’s Action Plan
(and regional Children’s
Team) (AP ref # 39)

• Work programme by 30
August 2014
• Undertake agreed
actions in accordance
with timeline

Business case received and agreed.
Contract currently being worked through.
Significant changes to RIN Steering Group
with senior managers from partner agencies
leaving (Ministry of Social Development,
Police and Special Education Services) which
have contributed to delays in delivering the
work plan. Awaiting replacements for
positions.

Roll out the new
“Keeping Baby Safe in
MidCentral” programme –
includes safe sleeping
environment and
accidental asphyxia,
shaken baby prevention
programme, reducing
secondary smoke
exposure and a pepi pod
programme (AP ref # 36)

• Pepi-pod evaluation
completed by 30
September 2014

Ongoing monitoring & evaluation of the pepipod programme is as per the “change for our
children” audit process.
Programme well underway. To date 21 pepipods have been distributed with positive
feedback

• Baseline measures and
reporting mechanism
established by 30
September for secondary
smoke exposure in
infants

Baseline data established for inpatient
events. For the 2013/14 year, 7.5% of the
2,633 infants aged 0 years discharged from
hospital were identified with secondary
exposure to tobacco smoke (5.2%
NZEuropean,14% Maori, 7.1% Pacific Island).

• Roll out programme
across district from 01
July 2014

Completed programme well underway.

Implement data quality
requirements to maintain
effective use of the
National Child Protection
Alerts System (AP ref #
40)

Completed.
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2

Implementation of the Children’s Action Plan (Regional Children’s Teams)

Governance
arrangements and
primary care partners to
support Children’s Team

MidCentral DHB Portfolio Manager Child & Youth Health is an active
member of the Children’s Team Governance Group. She has chaired the
forum on numerous occasions.

Actions to progress, with
local Children’s Team
leadership, health sector
arrangements for service
support for vulnerable
children and
families/whanau

See below

Actions to support
Health’s contribution to
operation of Children’s
Team; involvement of
DHB employed and nonDHB employed health
professionals with
Children’s Team

Health Broker / Social Worker position now in place and working well.

Actions to develop,
implement and review
systems and processes
to support CAP and
Children’s Team

• Inter-agency plan to test
and monitor assessment
processes to support early
response systems and
delivery of coordinated
services
• Effective referral pathways
to/from Children’s Team
and primary and
secondary health services

The contract for al full time lead professional role is currently being drafted.
It is likely this role will be in place by next quarterly reporting
Health continues to be active in our support of the Children’s Team. Two
Paediatricians share the role on the Children’s Team and this works well.
Current lead professionals are Central PHO’s Pacific Health Nurse and a
social worker from the Child Health Hub

Actions to enable
frontline staff and
employees of contracted
services/providers who
work with children to
undertake necessary
training
Implement
recommendations as
rolled out nationally,
including development of
a child health policy and
worker safety checks for
new employees in core
children’s workforce (both
DHB-owned and
contracted services) (AP
ref # 37)

In place.

Established

A variety of training opportunities have been
provided by the Children’s Team Director
and these have been seen as very valuable
as well as National Children’s Directorate
training initiatives. TuiTuia professional
development has also been undertaken.
• Within 6 months of
enactment of the
Vulnerable Children’s Bill

All recommendations have been adhered
to. MidCentral DHB’s Human Resources
department has been involved from the
outset and are diligently following protocol.
All DHB Children’s Team members,
Governance and Lead Professionals are
vetted and screened to Children’s Team
standards. All new employees to the DHB
are vetted and screened and our child
health policy is on the DHB website.
All contracted providers have received
contract variations to include the need for
vetting and screening of staff and the new
policy. The DHB has supported a workshop
for providers on meeting the requirements
of the Vulnerable Children’s Act 2014 and
this was well received. This workshop was
also attended by many of our key
government agency partners.

75

3

Health service coordination / service continuum across primary and referred services

Consider additional
resources to assist in the
development of infant
mental health services,
including services for
children of parents with
mental illness or
addictions (AP ref # 41)

• Proposal approved by 31
December 2014
• Service development plan
(including timeline)
completed by 31 March
2015
• Roll out in accordance with
agreed timelines from 01
April 2015

The maternal mental health (acute) service
has been established with additional
resource. The COPMIA aspect was not
seen as best use of resources until it is
further considered following completion of
the major review of Mental Health services.

Work with Education,
CYFS, MSD and NASC
agency to implement a
more integrated
approach to the
management of children
with learning difficulties
and needs for cognitive
testing (AP ref # 42)

• Approach determined by
30 November 2014
• Collaborative pathway
drafted by 31 March 2015
• Collaborative pathway
developed by 30 June
2015

Collaborative pathway is in progress but
has been deferred due to senior Education
Service staff changes.

Prepare options analysis
for the location and
provision of specialist
services based in the
child health hub to the
community by July 2015

• Model of care developed
by 30 April 2015
• Business case developed
by July 2015
• Implementation of
business case from 01
September 2015

Business case has been developed but is
on hold due to financial position currently.

(AP ref # 51)

Increase early
registration with maternity
services (LMCs) and
pregnancy support for
mothers and their families
(AP ref # 52)

• Sustain community
awareness
programme/promotional
campaign material
distributed by September
2014
• Clinical pathway
developed for early
registration by 31
December 2014

Completed / underway
The ‘5 in 10’ programme for early
registration with LMC continues. Campaign
material distributed.
For 12 months to 31 December 2014, 76%
of pregnant women registered with an LMC
within their first trimester – close to the
national goal of 80%. Rate for all NZ over
this period was 71%.
The collaborative care pathway (CCP) for
early pregnancy is in draft and out for
consultation by GP teams and LMC
midwives to ensure all are aware of the
need to screen for smoking and offer
cessation referral and support.

Implement findings from
review of the contracts for
the provision of
pregnancy parenting
education in line with the
national service
specifications (AP ref # 53)

• Contract reviews
completed by 31 July 2014
• Agreed outcomes
implemented by 31
December 2014

RFP is about to be issued to procure a new
model of service delivery that aligns to the
new MoH service specification for
Pregnancy & Parenting Information
Education services.

Assess feasibility of
utilising the Edinburgh
post natal depression
scale and requisite
support mechanism
across primary care

• Feasibility study completed
by 31 December 2014
• Implementation plan for
outcome of feasibility study
developed by March 2015
• Roll out to commence from
01 June 2015

Resource unavailable.
In line with Mental Health review this is not
a current priority. The EPNDS tool is being
used by LMCs, but is ad hoc. May be
revisited in new financial year.

(AP ref # 54)
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Review family planning
services, with a focus on
low income women (AP
ref # 55)

Work towards
implementation of
recommendations of the
national guidelines for the
screening, diagnosis and
management of
gestational diabetes (AP

• Stocktake of current
arrangements completed
by 30 August 2014
• Options for service
arrangements and funding
developed by 31
December 2014
• Business case developed
by 28 February 2015
• Implementation per
business case
commenced from 01
March 2015

Sexual and Reproductive Health review
completed. Final report received but has
not yet gone to the Board. Planning &
Support will be seeking resource to
implement the recommendations as
financial position allows.
MidCentral DHB also reviewing Termination
of Pregnancy services currently in line with
this work.

• Within 6 months of
finalised/published national
guidelines for gestational
diabetes

Underway. A project manager has been
appointed and the project commenced
across both MidCentral & Whanganui
DHBs.

ref # 58)

PP28:

Reducing rheumatic fever

Progress against the DHB’s rheumatic fever prevention plan, report on root cause analysis and
delivery of agreed acute rheumatic fever hospitalisation rates

Rheumatic Fever Prevention Plan (RFPP) progress
The collaborative clinical pathway for sore throat management (based on national guidelines
for sore throat management to prevent rheumatic fever) is in the final stages of development.
An implementation plan is being developed concurrently to ensure a planned approach to
raising awareness of the pathway amongst primary care health professionals and to
encourage use of the pathway for best practice. Methods for increasing awareness of the need
to have sore throats checked among high risk communities are also being considered as part
of the pathway implementation plan.
Root Cause Analysis Report
Attached
New ARF cases
There has been one new initial hospitalisation for acute rheumatic fever in MidCentral DHB
during Q4 2014/2015. No other new cases of acute rheumatic fever have been identified or
notified in the MidCentral DHB area in Q4 2014/2015. The total number of new cases of
ARF in the MidCentral DHB area during the 2014/2015 year to date is therefore two
(population rate approximately 1.2/100,000).

PP29:

Improving waiting times for diagnostic services

•

Coronary angiography - 90% of accepted referrals for elective coronary angiography will receive
their procedure within 3 months (90 days)

•

CT and MRI - 90% of accepted referrals for CT scans, and 80% of accepted referrals for MRI
scans will receive their scan within 6 weeks (42 days)

•

Diagnostic colonoscopy
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i)

•

75% of people accepted for an urgent diagnostic colonoscopy will receive their procedure
within two weeks (14 days) and
ii)
60% of people accepted for a diagnostic colonoscopy will receive their procedure within six
weeks (42 days)
Surveillance colonoscopy
60% of people waiting for a surveillance or follow-up colonoscopy will wait no longer than
twelve weeks (84 days) beyond the planned date
April

Diagnostic waiting times targets – 2014/15
90% of accepted referrals for an elective coronary
angiography will receive their procedure within 3 months (90
days)

May

June

92.1%

94.6%

35

35

38

95.8%

90% of accepted referrals for CT scans will receive their scan
within 6 weeks (42 days)

391

80% of accepted referrals for MRI scans will receive their scan
within 6 weeks (42 days)

160

408

100%
160

37

98.0%
431

440

100%
275

275

75% of people accepted for an urgent colonoscopy will receive
their procedure within 2 weeks (14 days)

100%

100%

4

7

60% of people accepted for a diagnostic colonoscopy will
receive their procedure within 6 weeks (42 days)

98.5%

60% of people waiting for a surveillance or follow up
colonoscopy will wait no longer than 12 weeks (84 days)
beyond the planned date

113

4
118

7

93.1%
108

116

95.4%

98.1%

62

52

65

53

Qtr 4

94.1%
32

93.6%
102

34

96.3%
394

96.7%

409

1216

100%
278

713

107

327
173
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Faster cancer treatment

A patient pathway approach is being adopted across surgical and non-surgical cancer treatment to
support faster cancer treatment for patients. Faster cancer treatment will be measured by:
•
all patients with a confirmed diagnosis of cancer receive their first cancer treatment (or other
management) within 31 days of decision-to-treat
•
all patients referred urgently with a high suspicion of cancer receive their first cancer treatment
(or other management) within 62 days.

Part A:

The 31 day faster cancer treatment indicator

The maximum target length of time it takes for a patient to receive their first treatment (or other
management) for cancer from date of decision-to-treat (includes all patients who receive their first
cancer treatment, irrespective of how they were initially referred)
April

May

June

Quarter 4
Total

47

39

53

139

51
92%

44
89%

59
89%

154

2014/15
Number of patients whose first treatment was
within 31 days of decision to treat
Number of patients referred
Percentage treated within 31 days

Target: <10% of records submitted are subsequently declined
Result for quarter 4: Achieved

341

96.1%

All targets continued to be achieved each month throughout the quarter.

PP30:

24

95.9%

95.2%
59

713

100%
24

13

99.1%
106

1257

100%

278

100%
13

109

90%

180
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Part B: Shorter waits for cancer treatment
All patients ready for treatment wait less than four weeks for radiotherapy or chemotherapy
MidCentral DHB residents only
Radiation treatment or Chemotherapy
Total Patient treatments
Patient treatments outside 4 weeks (non capacity reasons)
Patient treatments within 4 weeks
Patients ready for treatment in the month
Percentage ready for treatment within 4 weeks
MidCentral DHB residents only
Reasons for Radiation Treatment or Chemotherapy
Outside 4 Weeks
Patient request / choice
Clinical considerations
Other management
Department facility / capacity constraints
Total

Target continues to be achieved.

April

May

June

45
5
40
40

42
4
38
38

46
2
44
44

Quarter
Total
133
11
122
122

100%

100%

100%

100%

April
4
1

5

Number of Patients
May
June
Quarter
Total
1
1
6
1
2
3
3
4

2

11
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System Integration
SI1:

Ambulatory sensitive (avoidable) hospital admissions

The number of ASH admissions per 100,000 population, by age group, expressed as a percentage of
the national rate:
0 – 74 years
45 – 64 years
0 – 4 years
Age Group: 0 – 74 years

Discharges between 01 April 2014 to 31 March 2015

2010/11 ASH
rate per
100,000

Actual
Hospitalisations
for ASH
Conditions

ASH rate per National
100,000
Standardised
rate per
100,000

Ethnicity rate
relative to
national total rate
(%)

Percentage of
Variance to
total MidCentral 2014/15 target
DHB
standardised rate

Maori

2902

693

2541

127%

116.6%

Other

1953

2690

2136

98.0%

All

2110

3383

2180

106%
109%

Ethnicity

Top 6 ASH Conditions
00-74 years
01/04/14 – 31/03/15
Dental conditions
Cellulitis
Pneumonia
Gastroenteritis/dehydration
Nutrition deficiency & anaemia
Angina and chest pain
Age Group: 45 – 64 years

2005

Actual Hospitalisations

ASH rate per 100,000

Maori
154
80
85
55
53
20

Maori
567
294
313
202
195
72

Other
388
302
293
298
269
189

Total
524
382
378
353
322
208

ASH rate per
100,000

Maori

3771

163

Other

1989

All

2167

Top 6 ASH Conditions
45-64 years
01/04/14 – 31/03/15
Cellulitis
Nutrition deficiency & anaemia
Angina and chest pain
Pneumonia
Gastroenteritis/dehydration
Myocardial infarction

+ 7%
Standardised Discharge ratios
(% of national rate)
Maori
Other
118%
196%
52%
102%
96%
145%
75%
117%
316%
393%
40%
80%

Discharges between 01 April 2014 to 31 March 2015

2010/11 ASH
Actual
rate per 100,000 Hospitalisations
for ASH
Conditions

Ethnicity

Other
327
255
247
251
227
159

102%

National
Standardised
rate per
100,000

Ethnicity rate
relative to
national total
rate (%)

Percentage of
total
MidCentral
DHB
standardised
rate

Variance to
2014/15 target

3308

153%

138%

99%

823

2284

95.2%

986

2399

105%
111%

2168

Actual Hospitalisations

ASH rate per 100,000

Maori
19
18
15
17
15
10

Maori
376
356
297
336
297
188

Other
116
110
112
84
64
62

Total
135
128
127
101
79
72

Other
323
307
311
234
178
173

+ 12%
Standardised Discharge ratios
(% of national rate)
Maori
Other
56%
129%
290%
392%
52%
82%
69%
136%
110%
109%
63%
108%
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Age Group: 00 – 04 years

Discharges between 01 April 2014 to 31 March 2015

2010/11 ASH
Actual
rate per 100,000 Hospitalisations
for ASH
Conditions

ASH rate per
100,000

Maori

5955

188

Other

3732

All

4341

Ethnicity

Top 6 ASH Conditions
00-04 years
01/04/14 – 31/03/15
Dental conditions
Gastroenteritis/dehydration
Upper respiratory & ENT infections
Asthma
Pneumonia
Cellulitis

National
Standardised
rate per
100,000

Ethnicity rate
relative to
national total
rate (%)

Percentage of
total
MidCentral
DHB
standardised
rate

Variance to
2014/15 target

5802

118%

110.3%

102%

371

5019

95.5%

559

5258

102%
107%

4904

Actual Hospitalisations

ASH rate per 100,000

Maori
69
26
31
22
24
13

Maori
2130
802
957
679
741
401

Other
107
84
62
40
37
23

Total
176
110
93
62
61
36

Other
1448
1136
839
541
501
311

+ 5%
Standardised Discharge ratios
(% of national rate)
Maori
Other
127%
203%
79%
123%
81%
97%
67%
121%
100%
114%
44%
82%

The overall result across the 0 – 74 year age group shows a +7% variance against the annual
target and 109% against the national standardised ASH rate. The ASH rate for Māori was
127% against the national standardised ASH rate for Māori and 106% for all Other
ethnicities.
The drivers for these results were reviewed to understand the causes and to reveal
opportunities for improvement.
Nutritional deficiency and anaemia with a standardised discharge ratio at 316% for Māori
and 393% for Other ethnicities was revealed to have a twofold cause. The local
haematologists are championing for New Zealand the use of iron infusions to manage iron
deficiency. They believe, with good evidence to support the practise, that this approach is
superior with lower patient morbidity as opposed to oral iron therapy or blood transfusion.
MidCentral DHB also admits patients for iron transfusions whereas we understand other
DHBs provide the infusion as an outpatient.
The standardised discharge ratios for Dental conditions, at 118% for Māori and 196% for non
Māori were found on the sampling to comprise three separate populations. The two smaller
populations were from children with caries and to the intellectual disability clients who need
dental care under general anaesthetic. The largest group was of middle aged and older
Europeans who were having extensive dental work or full dental clearances. Whether this
rate is different from other comparable DHBs is not known. This finding may be considered
for further research to gain greater clarity.
Pneumonia, particularly for non Maori with a standardised discharge ratio at 145% for these
12 months, is under active investigation by another group at this time. This work is expected
to report within three months.
Gastroenteritis / dehydration encompasses a broad range of diagnoses and appears to be a
term used widely. No pattern was discerned from the sample. Aside from the children who
were admitted with viral gastroenteritis, other cases in the term were inflammatory bowel
disease, cyclical diarrhoea, side effects from chemotherapy or from no-known cause.
Management paediatric gastroenteritis and oral rehydration continues to be available
through accredited community pharmacists.
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Cellulitis at 52% and 102% appeared to a wide ranging term. Most of the cases in the sample
were from an abscess requiring surgical incision and drainage or who had failed community
based therapy. However, the number of actual hospitalisations has fallen since 2012/13,
which in part results from the nurse-led skin clinics that have been working well in
collaboration with the dermatologist together with the clinical pathway for cellulitis that is in
place and being further aligned as part of the Packages of Acute Care (POAC) pilot that
commenced in early 2015.
Collaborative Clinical Pathways are in place for all of the top ASH conditions with the
exception of dental conditions. There are eight chest pain, two childhood asthma, six
diabetes pathways plus oral rehydration for gastroenteritis in children, community acquired
pneumonia and heart failure pathways all localised for use.
Not only are ASH events monitored and reviewed via the Alliance Management Team, they
are also considered in other primary health care development and alignment with long term
conditions planning and management, the evolving Practice Development Plans for IFHCs,
the POAC project, potential utilisation of the risk stratification tools to predict hospital
admissions and the ongoing development and implementation of the collaborative clinical
pathways.
We note the intention of the Ministry to review the current definition(s), methodology and
utilisation of ASH data as advised earlier this quarter. We wait with interest for notification
of findings and recommendations from this review.

SI2:

Delivery of regional services plan

A single progress report on behalf of the region agreed by all DHBs within that region. The report
should focus on the actions agreed by each region as detailed in its RSP implementation plan

The progress report on delivery of the Regional Services Plan has been submitted by TAS on
behalf of the six DHBs in the central region. Overall the programme and projects milestones
and expected deliverables in the 2014/15 Regional Services Plan were partially achieved.

SI3:

Ensuring delivery of service coverage

Report progress achieved towards resolution of exceptions to service coverage identified in the
Annual Plan, and not approved as long term exceptions, and any other gaps in service coverage
identified by the DHB or Ministry through:
Analysis of explanatory indicators
Media reporting
Risk reporting
Formal audit outcomes
Complaints mechanisms
Sector intelligence

No service coverage issues to report.
Service coverage issues to be reported as part of DHB 2014/15 quarter four reports
1.

National reserve supply of pandemic antibiotics

Updated reporting template for pandemic supplies of antibiotics has been submitted for the
6 month period ending June 2015, as requested.
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2.

Cardiac interventions excluded from service coverage

Cardiac interventions excluded from service coverage (confirmation reports required q2 and q4
2014/15). DHBs were advised in June 2014 that the Minister of Health agreed to the National Health
Committee’s recommendation that from 1 July 2014 the following cardiac interventions are excluded
from the national minimum service coverage requirements and no public funding is made available
for:
•
Renal artery denervation for patients with refractory hypertension
•
Percutaneous interventions for mitral regurgitation
•
Percutaneous left atrial appendage occlusion for the treatment of atrial fibrillation
Please provide confirmation that your DHB has not funded these interventions from 1 July 2014,
including funding procedures through the private sector or inter-district flows.

MDHB can confirm that none of the above interventions have been funded since 1 July 2014
including private sector and inter-district procedures.
3.

Blood products transfused to ineligible patients

Following recent questions from the sector, service coverage requirements have been updated to
ensure it is clear that the requirements of the Human Tissue Act 2008) prohibit patients from being
charged for blood products regardless of their eligibility status for publicly funded health services.
The Ministry is now seeking a formal update from all DHBs. Please provide confirmation that no
patients, including non-eligible patients and/or patients treated in private facilities, have been charged
for any blood components or plasma-derived products in the 12 months to 30 June 2015.

MidCentral DHB confirms that, to the best of our knowledge and available information, we
have not charged any patients (including non-eligible patients) for any blood components or
plasma-derived products in the 2014/15 year.

SI4:
•
•
•
•
•

Standardised intervention rates (SIRs)

Major joint replacement procedures, a target intervention rate of 21.0 per 10,000 population
(Quarter 1 only, for previous 12 months)
Cataract procedures, a target intervention rate of 27.0 per 10,000 population (Quarter 1 only, for
previous 12 months)
Cardiac surgery a target intervention rate of 6.5 per 10,000 of population
Percutaneous revascularization a target rate of at least 12.5 per 10,000 of population
Coronary angiography services a target rate of at least 34.7 per 10,000 of population

For any procedure where the standardised intervention rate in the preceding 12 month period is
significantly below the target an exception report is required
Year Ended 30 March 2015. Raw and Standardised Discharge Rates per 10,000 population for
Publicly Funded cardiac surgery and cardiology procedures, 95% Confidence Intervals and WIES
NZ10a Filter Applied. (All admission types)
Procedures Codes

Cardiac surgery Angiography

Angioplasty

2014/15 National target intervention rate per 10,000
population

6.50

34.7

12.5

DHB Raw Intervention Rate 10,000

5.59
6.12
4.97
4.04
6.09

33.08
33.02
29.86
27.48
32.44

8.85
11.53
8.01
6.81
9.42

National Interventions per 10,000
Std Intervention Rate per 10,000
Std Intervention Rate per 10,000 - Lower 95% CI
Std Intervention Rate per 10,000 - Upper 95% CI
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Actual Interventions
Expected share of national interventions
Estimated interventions to reach target
Significant difference
Population

96
118
126

568
628
660

152
219
237

Significantly below Significantly below Significantly below

171,730

171,730

171,730

•

Full recruitment into echocardiography positions has resulted in an increase in the
number of patients receiving echocardiography, and a subsequent reduction in waiting
times. The increase in diagnostic volumes however has resulted in an increase in those
patient referred for cardiac angiography.

•

Access to the DSA room for cardiac angiography remains at 3 sessions per week and
remains the main factor determining angiography rates. This is influenced by the
recruitment in to the existing vacancy for an interventional radiologist who is now
utilising DSA room sessions. Planning for upgrades elsewhere within the medical
imaging department to make extra sessions available for cardiac angiography and
potentially pacemaker implantation continues. This includes an upgrade to the existing
air-exchange system.

•

Upgrade to the existing substations and generators which form part of the MCH
infrastructure is in progress. This upgrade is required to support the establishment of an
additional DSA room for cardiac angiography – this is unable to proceed until the
upgrades are completed. This is set for mid-2016, as identified on the Annual Plan, which
includes dedicated cardiac DSA room access.

•

Accelerated Chest Pain Pathway working group has established a clinical pathway for the
flow of patients through the emergency department utilising the Emergency department
Assessment of Chest pain (EDACS) scoring tool. This is expected to commence August /
September 2015

•

4.0 FTE Cardiologists in post – full establishment.

•

FSA and Follow-up volumes on target for second quarter of 14/15.

•

The Cardiology Service remains ESPI 2 and 5 compliant - regular monitoring of ESPI 2
and 5 activity and compliance with thresholds as well as performance against
standardised intervention rates is monitored by the Cardiology Governance Group.

•

Cardiology outreach clinics commenced in Wanganui in April 2015 – this will initially be
a visiting cardiologist from MCH reviewing existing cardiac patients previously under the
care of Capital and Coast DHB outreach clinics, as well as undertaking FSA and follow-up
clinics.

•

The regional network has released the Central Region Minimal Standards guidelines for
access to secondary cardiac care and appropriate use of echocardiography. These
provide standards of care for valvular heart disease, heart failure, atrial fibrillation, acute
and non acute chest pain, and STEMI care. They also provide guidelines for accessing
echocardiography and expected waiting times depending on the presentation of cardiac
disease. Adherence to these guidelines once implemented may influence service delivery
models.

•

To align with the introduction of echocardiography guidelines, a cardiac sonographer
draft working paper has been presented identifying strategies to address the imbalance of
cardiac sonography service provision and specialist staff across the region.
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SI5: Delivery of Whanau Ora
•

The DHB provides a qualitative report identifying progress within the year that shows the DHB’s
active engagement with existing and emerging Whanau Ora Provider Collectives’ steps towards
improving service delivery within these providers, and supporting the building of mature providers.
This will include a summary of the following – how the DHB is:

•

Contributing to the strategic change for Whanau Ora in the district

•

Contributing information about Whanau Ora within the district at appropriate forums, including
nationally.

•

Investing in Whanau Ora Provider Collectives through deliberate activities

•

Involving the DHB’s governors and management in the Whanau Ora activity in the district

•

Demonstrating meaningful activity moving towards improved service delivery and building mature
providers.

Contributing to the strategic change for Whanau Ora in the district
•

The review of Māori Health leadership within MidCentral DHB has seen the
development of a Pae Ora team. The team consists of Whanau ora, Wai Ora and Mauri
Ora facilitator roles. This is one of the changes that will be implemented over the next 2
months following the completion of the Māori Health Leadership Review which
supported the decision to establish a Māori Directorate within MidCentral DHB. This
will further enable implementation of He Korowai Oranga goals both across MidCentral
DHB hospital services and with primary care colleagues. Whanau Ora ideology is central
to enabling the Pae Ora team to be effective and to supporting the development and
integration of whanau ora practise across services

•

Increasing DHB focus and commitment to driving strategic change that supports the
implementation of whanau ora practise is occurring through the DHB’s regular
attendance of the Whanau Ora Strategic Innovation Group monthly meetings. Strategic
partnership opportunities are discussed at these hui and the DHB, as one of the
intersectoral partners at the table, has committed to contributing to the shared goals and
priorities being developed out of this group. The DHB’s new CEO has met with the
Director Māori Health and the Implementation Manager, Te Tihi o Ruahine Whānau Ora
Alliance (who is also Central PHO’s Director Māori Health) to discuss ongoing
commitment, partnerships and contributions by the DHB to the vision and priorities of
Whanau Ora within the district.

Investing in Whanau Ora Provider Collectives through deliberate activities
•

•

The DHB and PHO leadership through the Directors of Māori Health have committed to
working together to establish a Māori Alliance Leadership Team (MALT) which consists
of all Whanau Ora Collectives and Providers, all Iwi Health Providers and all Māori
Health providers. This is in early formation days with Terms of Reference currently
being developed. The second meeting will occur this month. The intention of this group
is to ensure an integrated and planned approach to whanau ora delivery and practises
across the district and that any Māori health/whanau ora strategic planning, funding and
contracting, contract review or new service development will occur following engagement
and input from this group.
The intention is that the MALT also provides a forum for ongoing engagement and
planning with the commissioning agency – Te Pou Matakana
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Demonstrating meaningful activity to improve service delivery and building
mature providers
•

The DHB is committed to contributing and partnering with Whanau Ora
Collectives/Providers, attendance and leadership provided through Whanau Ora
Strategic Innovation Group and MALT

•

The development of a Pae Ora - Whanau Ora team within MidCentral DHB

•

Shared Annual Plan priorities between the DHB and PHO include: workforce
development planning and implementation of Whanau Ora ideology and training across
the district, the development of a Cultural Competency/Whanau Ora Practise
Framework which is being developed as a partnership approach by the MidCentral DHB
Māori Directorate, the Māori Health Team from the PHO and the Te Tihi Whanau Ora
Collective

In respect of contracting arrangements, the DHB has been working directly with one
provider (Te Wakahuia, which is part of the Ti Tihi o Ruahine Whanau Ora Alliance) to
review and establish a "prototype" to an approach for integrated contracting arrangements.
In this development work with the provider, domains of activity have been considered and
being analysed with respect to useful reporting information. We are expecting a draft report
shortly that considers high level strategic outcomes that could form the focus of the
specification for contracting going forward. Once this report has been considered by the
DHB, we anticipate rolling out the approach with other providers over the 2015/16 year.

Ownership
OS3:

Inpatient average length of stay (ALOS)

•

The standardised ALOS for inpatient discharges in a surgical specialty with an elective admission
type, expressed as the ratio of the ‘actual’ to ’predicted’ ALOS, multiplied by the nationwide
elective surgical inpatient ALOS.

•

The standardised ALOS for acute discharges in any specialty, expressed as the ratio of the
‘actual’ to ’predicted’ ALOS, multiplied by the nationwide acute inpatient ALOS.
Baseline: 12mths to 31
December 2012

Unstandardised Average
length of stay

Standardised Average
length of stay

Number of
discharges

Number of
bed days

MidCentral
DHB

National

MidCentral
DHB

National

Acute

14,086

60,947

4.33

4.04

4.53

4.04

Elective

2,457

7,665

3.12

3.43

3.48

3.43

Admit
Type

12mths to 31 March 2015
Admit
Type

Unstandardised
ALOS (days)

Standardised
ALOS (days)

Change from
last quarter

2014/15
Annual
Target

Number of
discharges

Number of bed
MidCentral DHB
days

MidCe
ntral
DHB

National

MidCentr
National
al DHB

MidCentral
DHB

Acute

14,561

60,800

4.18

4.31

3.89

0.09

0.03

≤4.25

Elective

2,741

8,314

3.03

3.30

3.19

0.03

0.00

≤3.30

Data Source: Ministry of Health

86

Days

Standardised inpatient average length of stay - acute and elective
services. Rolling 12 months from April 2013-Mar 2014 to April 2014March 2015 - MidCentral and National rates
5.0
4.5
4.0
3.5
3.0
2.5
2.0
1.5
1.0
0.5
0.0

MidCentral Acute
National Acute
MidCentral Elective
National Elective
12mths to 12mths to 12mths to 12mths to 12mths to
Mar14
Jun14
Sep14
Dec14
Mar15

Average length of stay (ALOS) for elective events in the fourth quarter has achieved the
annual target and is lower than baseline by 0.18 days for this period. For acute events, the
ALOS is above the annual target by 0.06 days, but below the baseline by 0.22 days. For both
elective and acute events, MidCentral is getting closer to the national averages.
A number of projects have been or are being undertaken to improve patient pathways
through the various clinical services. The benefits of these projects can be demonstrated and
are shown in the data provided above (notwithstanding that the data is lagged by three
months each quarter).
Initial work concentrated upon the acute adult admission wards. They saw:
•
•
•

The introduction of daily Rapid Rounds held on each ward with the various members
of the clinical teams identifying and removing barriers to discharge.
Improvements to processes such as the handover transfer of patients from one area
to another.
Patients who were classified as ‘long stay’ patients were discussed at weekly meetings
between senior management and clinicians to expedite processes if their stay was for
non clinical reasons.

This work was followed with a programme specifically aimed to assist the medical staff in the
General Medical services to enhance the communication within their own and other clinical
teams and to grow a culture of clinical ownership. Ultimately this would lead to reducing the
time patients spent waiting; either for a diagnostic procedure, referral to another specialist
or simply waiting for their discharge letter.
The benefits to this targeted programme have been significant and appreciated by both staff
and patients alike. Evidence of this has been seen in a reduced number of complaints from
patients or their relatives referencing poor communication as an issue and a reduced bed
occupancy rate across all the acute services, which has had the consequential effect of
achieving shorter stays in the Emergency Department. The lessons that have been learnt and
the ideas that have been developed from these projects are now being targeted towards other
specialist areas. Similar programmes have recently commenced in both the ElderHealth and
Mental Health services.
The work to improve the average length of stay of a patient continues into winter. As part of
Winter Planning there is a group of managers and clinicians from both primary and
secondary care who are meeting fortnightly. Specific cases are discussed where it is believed
that the patient pathway could have been improved. Actions are taken and the impact is
seen immediately.
Though it is believed that the ALOS may increase during the winter months there is greater
confidence of productive action being taken.
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OS8:

Reducing acute readmissions to hospital

Standardised rate of acute readmissions to hospital within 28 days of previous discharge
(for all ages and for aged 75+ years)
Std Acute
Readmission rate
All ages
75+ years

Quarter 1

Quarter 2

Quarter 3

12mths to 30/06/14

12mths to 30/09/14

12mths to 31/12/14

Quarter 4
12mths to 31/03/15

7.0%

7.2%

7.2%

7.5%

10.1%

9.9%

10.3%

10.6%

12 months to 31 March 2015

All Ages

Aged 75+ years

Number of discharges

27,786

6,122

Number of readmissions - observed

1,771

526

Unstandardised Acute readmission rate
Standardised Acute readmission rate

6.4%
7.5%

8.6%
10.6%

National rate

7.9%

10.7%

Change from last quarter
2014/15 Annual Target

0.3% 
≤7.2%

0.3% 
≤10.4%

No report required – for information only. Acute readmission rates show slight increases
over the last two quarters, even though they remain just below the national rates.

OS10:

Improving the quality of data submitted to national collections

Improving the quality of identity data within the National health Index (NHI) and event data submitted
to the National collections Systems (NCS)
Measure
Focus area 1: National identity data
(1) New NHI registration in error (causing
duplication)

(2)

Recording of non-specific ethnicity in
new NHI registration

(3)

Update of specific ethnicity value in
existing NHI record with a non-specific
value

(4)

2014/15 Qtr
1
2
3
4
1
2
3
4
1
2
3
4

Totals (n/d)

Result

Rating

7 / 121
8 / 124
11/124
5 / 110
4 / 607
6 / 626
1 / 661
1 / 623

5.79%
6.45%
8.87%
4.55%
0.66%
0.96%
0.16%
0.16%

Not achieved
Not achieved
Not achieved
Not achieved
Achieved
Achieved
Outstanding
Outstanding

2 / 626
6 / 611
4 / 623

0.32%
0.98%
0.64%

Outstanding
Outstanding
Achieved

N/a

Validation of NHI addresses where
validation should have been possible

1

17895 / 20869

85.7%

Outstanding

2

21993 / 25429

86.5%

Outstanding

(excludes overseas, unknown and dot(.) in
line 1)

3

Not Available

4

Not Available

Focus area 2: : National collections
(1) NBRS collection has accurate dates
and links to NNPAC and NMDS

1
2
3
4*

1889 / 1959
2018 / 2099
1682 / 1720
1722 / 1791

96.43%
96.14%
97.79%
96.15%

Partial achievement
Partial achievement
Achieved
Partial achievement
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(2)

(3)

National Collections file success rate
(PRIMHD, NMDS, NNPAC and NBRS
records)
Standard versus edited diagnosis code
descriptors in the NMDS (M00 to M99,
S00 to T98, U50 to Y98 excluding U739,
Y929, X59)

(4) Timeliness of National Non-admitted
Patient (NNPAC) data

Focus area 3: PRIMHD data
(1) PRIMHD file success rate

1
2
3
4
1
2
3
4*
1
2
3
4*

Average
Average
Average

97.81% Partial achievement
97.88% Partial achievement
91.50% Not achieved

Average **
3340 / 5805
3121 / 5633
4534 / 5745
5124 / 5639
79908 / 80639
76365 / 77476
70125 / 71277
75732 / 76576

98.42%
57.54%
55.41%
78.92%
90.87%
99.09%
98.57%
98.38%
98.90%

Achieved
Not achieved
Not achieved
Achieved
Outstanding
Outstanding
Outstanding
Outstanding
Outstanding

1
2
3
4

9003 / 9609
18352 / 19454
13007 / 14515
10521 / 10806

93.69%
94.34%
89.61%
97.36%

Partially achieved
Partially achieved
Partially achieved
Achieved

* These measures consist of data for the period March – May 2015 (extracted 09 July 2015)

** National collections (Q4):

NBRS 96.97%
NMDS 99.50%

NNPAC
PRIMHD

99.79%
97.36%

Focus Area 1: National identity data
The quarter 4 result for New NHI Registration in Error (causing duplication) has improved
with the lowest result for all the quarters of the 2014/15 year. The progress made in quarter
three in particular has continued in quarter 4. Data quality staff are attending the ED
Administration staff meetings to reinforce correct procedures and address any issues arising
through regular feedback and review. An in depth follow up visit by the Lead Analyst,
Identity Data Management from the Ministry of Health (after their first discovery visit in
quarter 3) will be planned as soon as the Analyst is available and can confirm a meeting.
The remaining national identity measures for which data was available this quarter were
either outstanding or achieved.
Focus Area 2: National collections
Falling short of expectations by about 15 records over the 3 months to May for the NBRS
dates and links to NNPAC to NMDS. It is difficult to identify one single contributing factor
to the variability of records between the various systems and processes that feed the national
collections in a particular period at a point in time. It is most likely an issue of timing and
retrospective data clean-up rather than actual errors,
Noted that some of the errors reported relate to patients (many of whom are dental patients)
treated on the mobile surgical bus at Dannevirke and Horowhenua where their
treated/exited date is not apparently consistent with NBRS. Discussions with the MoH have
occurred and it has been agreed that their report extract criteria is to be modified to exclude
these patients from the NBRS/NNPAC/NMDS links.
Focus Area 3: PRIMHD Data Quality
PRIMHD file load success rate achieved.
Considerable work has been undertaken by the DAMHS, administration and Information
Technology staff over this quarter to review client records, interrogate data and information
systems to identify apparent errors in Mental Health Act dates (particularly section 29s)
between the tracking system and the records submitted to PRIMHD.
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In the majority of cases reviewed, the “closed dates” were in fact recorded, but not being
reported. It has been found that the report writing tool and data extract for uploads has not
been pulling the correct data field from the tracking system that recorded the “closed date”.
This is now being rectified. Of the very few cases where there was no recorded closed date,
these have been updated and more robust ongoing monitoring processes have been put in
place.

Output
Mental health output delivery against plan
Each DHB must monitor, evaluate and report on the delivery of Mental Health Services set out in its
Annual Plan Production Plan (Expectation: +/- 5% variance of planned volumes)

Template submitted as required.
Occupancy of available acute bed days over this quarter was 9.8% above planned volumes.
Available intensive care bed days were utilised at an occupancy rate of 88.4%. Actual FTEs,
at 157.35 were 6.5% (n 9.6) above purchased level (148) at end of this quarter, with variation
seen between purchase units; nursing/allied health staff positions in Kaupapa Maori and
Child, Adolescent and Family Mental Health Services remain below planned level whereas
senior medical officer positions are above purchased level.
During the quarter (April-June), the inpatient unit had a cohort of clients whose placement
in the community became a challenge due to the lack of appropriate accommodation and
available support and supervision in our community. Five to six clients on average had
longer lengths of stay than anticipated over the quarter, with some lengths of stay at more
than two – three months. The project that commenced in April 2015 to commission four
additional transition placements for complex and high support needs clients continued to be
implemented in partnership with our NGO providers. Significant progress has been made in
placing these clients in supported community settings with an overall high level of success.
All clients transferred to these places have moved on to sustained community placements,
and the readmission rate has been very low with only short admissions (at times 24 hour
timeframes). No client has stayed longer than the initial LOS set for six weeks. The resultant
reduction of demand on the inpatient unit has meant that continued high demand from
other sources could be better managed. However, notwithstanding this additional assistance,
the inpatient unit continued to experience high demand and high acuity. Included in this
demand was a cohort of younger clients who presented with acute need. This need was met
with increased ‘specialling’ resource resulting in increased staff utilisation. The service is also
implementing a project which is examining our ‘transfer of care’ process to community
follow up to ensure that we are providing effective acute care which is integrated with our
community services.
The service has continued with a project with our NGO partners, to understand our need for
support in our community and to work towards a better match of funded support services to
need. One of the work streams in this project is about profiling the current NGO residential
population in supported accommodation placements to ensure that current needs are in line
with specifications for service, particularly for older patients. The presenting needs for a
significant number of people in current supported accommodation are age related, and not
predominantly mental health. Additionally there are a number of clients whose needs are
better aligned with disability programmes, e.g. for intellectual disability and autistic
spectrum disorder, and for whom we are requesting more appropriate accommodation and
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support. These projects are aimed at helping to create longer term solutions that will better
meet the needs of the clients and families of our services.

Developmental measures
DV4:

Improving patient experience

Implementing a national approach to collection, measurement and use of patient experience information

Work with the vendor to establish a data field in the patient registration screen to collect email addresses in the patient administration system has been completed, together with the
administration process requirements; the system went ‘live’ in mid-July. It is too soon to
determine completeness and reliability of collection and/or issues that may arise as a result
of this change in the system.
The results of the May survey are provided in the following table. The survey response rate,
at 46% was similar to previous surveys. The average response rate across all DHBs was 24%.
There was no significant difference in the average score for each of the four domains; similar
scores compared to previous surveys and relative to the national average scores (scores are
out of 10).
Number of
Respondents

MidCentral Weighted
Average * (95% CI)

May 2015

Aug

Nov

Feb

May

Aug

Nov

Feb

May

Communication

179

8.4

8.2

7.9

8.3

8.2

8.3

8.4

8.4

Partnership

171

8.5

8.4

8.1

8.5

8.3

8.5

8.4

8.5

Coordination

166

8.3

8.1

8.2

8.2

8.2

8.4

8.3

8.4

Physical and
emotional needs

165

8.5

8.4

8.2

8.7

8.5

8.6

8.5

8.7

Survey domain

New Zealand Average

* The weighting methodology divides respondents into twelve age/sex groups and calculates for each DHB the
proportion of all patients in each group divided by the proportion of responders in each group. The resulting
weights are then applied to each responding patient and the scores that they give for each domain are multiplied
by the weighting factor. The calculation of the mean is then undertaken on these weighted scores rather than the
raw scores.
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Crown Funding Agreement Reporting
Before School Check funding
For reporting purposes only, where the DHB has reached twenty five percent of its high deprivation
target and twenty five percent of its total population target within each quarter a confirmation
statement will be required from the DHB. An exceptions report is required if the DHB has not met
twenty five percent of its high deprivation coverage target and twenty five percent of its eligible
population target within each quarter. The DHB must provide an exceptions report outlining any risks
or delays to meeting the high deprivation target and eligible population target, and steps taken to
mitigate these risks/delays.
2014/15
Eligible population
Target population (90% of eligible)
2014/15
Total number of B4 School Checks
completed
Percentage of target population with
B4 School checks completed

High Deprivation
543
489

Others
1,825
1,642

High Deprivation
Qtr4
YTD
118
501

Others
Qtr4
412

YTD
1631

Total Population
Qtr4
YTD
530
2132

25.1%

99.3%

24.9%

24.1%

102%

Total Population
2,368
2,131

100%

This quarter the set target of reaching 25% of its high deprivation target and total population
target are very close to being achieved 24.1% and 24.9% respectively. The overall annual
targets for both groups have been met. The MidCentral B4SC team continues to deliver the
B4SC Plunket led model in collaboration with Hauora Iwi providers Te Wakahuia, He Puna
Hauora and Rangitane o Tamaki nui a Rua and Vision and hearing Technicians from Public
Health.
The service delivery model has allowed this service to develop to the needs of the population
it services. Developing partnerships with the education sector sees the B4 School Check
being delivered in multiple venues such as kindergartens, early childhood centres, integrated
family health centres, Plunket rooms, Public Health venues, home visits, Kohanga Reo,
Pacifica Language nests and Pacifica Centres.
This flexibility combined with some outstanding dedication from service providers has
helped achieve not only the overall targets but has helped close the gaps in terms of equity of
service provision amongst all ethnicities. By achieving this more vulnerable children in our
population have been reached.

Electives initiative and ambulatory initiative variation
A quarterly exception report will be required by the Ministry if, at the end of a period, the agreed
CWDs are more than 5 percent lower than the planned level identified in the agreed Production Plan
for the period or if the agreed FSAs, NAPs, Tests or Bariatric are more than 20 percent lower than the
planned level.
Where the DHB has one month of red ESPI the DHB will be required, when requested, to provide the
Ministry with an ESPI Recovery Plan (“ESPI Recovery Plan”). The ESPI Recovery Plan will outline
the actions being taken, and the expected timeframe, for the DHB to return to ESPI compliance.
•

A monthly ESPI Report (“ESPI Report”) against the ESPI Recovery Plan will be required by
the Ministry by the third Friday of each month until the DHB regains ESPI compliance.
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For the purpose of clause 4.1.9 of this Schedule, the DHB must provide to the Ministry, by 1 August
2014, a report confirming the Quality Improvement Services agreed in the Elective Services Plan
have been provided.

Quarter 4: 01 April – 30 June 2015
Electives and
Ambulatory Initiative

Planned Annual
Volumes

Planned
YTD

Actual
YTD

Variance

% Delivery
of YTD Plan

Case Weighted Discharges
(CWDs)
First Specialist Assessments
(FSAs)

Base: 6,552.9
Additional: 2,377.5

6,552.9
2,377.5

9,342.2

411.8

104.6%

Total FSAs: 22,298

22,298

24,894

2,596

111.6%

Base: 6,362
Additional: 1,978
Base: 13,119
Additional: 839
Total: 34,987

6,362
1,978
13,119
839
34,987

9,913

1,573

118.9%

14,981

1,023

107.3%

49,906

14,919

142.6%

Total: 5,896

5,896

6,156

260

104.4%

Total: 2,427

2,427

2,958

486

121.9%

Medical
Surgical

Community Referred Tests *
Non Admitted Procedures
Grouped Procedures **

* includes Radiology
** includes ERCP, colonoscopy, gastroscopy, bronchoscopy, cystoscopy

Year end caseweight delivery was 104.6% of the annual planned CWDs
Surgical FSAs were 107.3% of the annual planned surgical FSAs volume for the year.
Elective Services Patient Flow Indicators (ESPI) status:
ESPI

Level

1
2
3
5
6
8

23
18
4
12
1
512

April
Status
%
100%
0.4%
0.1%
0.9%
1.1%
100%

Improve
Required
0
-18
-4
-12
-1
0

Level
23
19
2
12
0
582

May
Status
%
100%
0.4%
0%
0.9%
0%
100%

Improve
Required
0
-19
-2
-12
0
0

Level
23
16
1
15
3
577

June
Status
%
100%
0.4%
0%
1%
4.7%
100%

Improve
Required
0
-16
-1
-15
-3
0

Report Run Date: 03 August 2015

At time of report, there were 15 patients at the end of June who waited outside of the
expected timeframe for their surgery after having been given a commitment to treatment –
above threshold at 1.0%.

Well child / tamariki ora services
Provide quarterly reports of data based on the following table.
For quarter ending June 2015
Reports required for contracted Services (totals for all contracted Iwi/Maori WCTO providers)
Total number of enrolled children at end of quarter

1402

Number of new babies enrolled during quarter

83

Number of clinical FTEs delivering the Service

7.5

Number of non-clinical FTEs delivering Services

2.875
730

Number of core contacts delivered during quarter
Number of Early Additional Contacts (EACs) delivered during quarter (up to 122 days)

93

•

Number of antenatal contacts

•

Number of face to face contacts

36

•

Number of telephone contacts

12

•

Number of contacts in a group setting

2

0

Number of Standard Additional contact (SACs) delivered during quarter (123 days plus)
•

Number of face to face contacts

173

•

Number of telephone contacts

70

•

Number of contacts in a group setting

1

Number of Joint Additional contacts (JACs) delivered during quarter

4

Number of Joint Care Planning and Coordination (JCPCs) sessions delivered during
quarter

7

Reports required for provider arm WCTO services (if applicable)
Total number of enrolled children at end of quarter

9

Number of new babies enrolled during quarter

0

Number of clinical FTEs delivering the Service

0.2FTE

Number of non-clinical FTEs delivering Services

0

Number of core contacts delivered during quarter

8

Number of Early Additional Contacts (EACs) delivered during quarter
•

Number of antenatal contacts

0

•

Number of face to face contacts

0

•

Number of telephone contacts

8

•

Number of contacts in a group setting

0

Number of Standard Additional contacts (SACs) delivered during quarter
•

Number of face to face contacts

12

•

Number of telephone contacts

12

•

Number of contacts in a group setting

0

Number of Joint Additional contact (JACs) delivered during quarter

0

Number of Joint Care Planning and Coordination (JCPCs) sessions delivered during
quarter

0

Well Child Service
Providers

ContractID

WCTO (i.e. CO1016)
contract price for 2014/15
(GST excl)

Wash-ups deducted
for 2014/15, if
applicable (GST excl)

2014/15 Net price
paid YTD (JulyJune 2015)

Te Runanga O Raukawa

350405

$482,886.81

Nil

$482,886.81

Te Wakahuia

306998

$127,359.47

Nil

$127,359.47

307677

$119,908.04

Nil

$119,908.04

350660

$126,331.69

Nil

$126,331.69

$856,486.01

Nil

$856,486.01

Best Care Whakapai
Hauora
Rangitane o Tamaki Nui-aRua

Total all providers
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Establishment of green prescription initiative
Number of adult referrals to the Adult Service and number children and families to the Active Families
programme for the quarter by referral source, age group, gender and ethnicity. Brief narrative on
highlights and challenges for the quarter. Referral total year to date against annual target. The DHB
will also be required to report annually as part of quarter four reports on their performance against the
nine KPIs (outlined in Clause 2.4), and a description of how they will improve their performance in the
KPIs that are not met.

Summary report for quarter 4:
Active Families programme
Number of children referred this quarter: 20
GRx Active Families (children) referrals year to date: 98
Number of families referred this quarter:
Gender:
Age of children:
Male
Female
Not stated

12
8

Under 5 yrs
5 – 9 yrs
10 – 14 yrs
15 + yrs

1
3
10
6

Annual target: 35

Ethnicity of children:

Referral source:

NZ European
Maori
Pacific
Asian
Indian
Other
Unassigned

Paediatrician
GP
Practice Nurse
Public Health Nurse
Dietician/Nutritionist
Self
Other (Youth Social Workers)

11
6
1
0
1
0
1

0
9
4
0
0
7

Comments:
The annual referral target was achieved and collaboration with key stakeholders continues to
strengthen. A significant challenge for the Programme Coordinator has been the
management of increased participant numbers referred to the Active Families programmes
however we have managed this by employing Massey University practicum students to assist
with weekly facilitation. An increased referral target has been set for the 2015/16 year. New
strategies will be explored to ensure that the desired outcomes will be achieved.
Adult Services programme
Number of referrals this quarter: 311

(Direct:254 / Repeat: 57)

Referrals year to date: 1,273
Annual target: 1,256
Gender:
Male
Female
Not stated

99
212

Age of referrals:

Ethnicity of referrals:

0 – 29 yrs
30 – 49 yrs
50 – 64 yrs
65+ yrs
Not stated

NZ European
Maori
Pacific
Asian / Indian
Latin American
African / Middle Eastern
Other European / American
Not stated / Unassigned

48
91
99
72
1

Referrals with
diabetes:
149
75
9
10
1
1
16
50

Type 1
Type 2
Pre-diabetes
Diabetes
unspecified

Comments:
The annual referral target was achieved and our relationship with the local Diabetes Trust
continues to strengthen. The referral target will be increased in the 2015/16 year and new
strategies will be implemented to ensure that the desired outcomes will be achieved.

8
32
32
18
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Sixty nine participants graduated from the initial ten week GRx programme in term two
(April - June). These participants have demonstrated an improvement in their health and
physical activity levels and most importantly have identified appropriate/sustainable
exercise options to continue with. Numerous GRx participants are utilising their discount
rate card at CLM to either attend an aqua aerobics class/swim, or go to the gym on a casual
basis. On average there were ninety five participants attending the weekly GRx community

classes.

Appoint Cancer Nurse Coordinators
Report as detailed in clause 6.2. DHB to confirm the number of nurses that have been appointed, and
the expertise of each nurse (eg, appointed 1 FTE lung cancer nurse coordinator).
Certification by the DHB’s Chief Operating Officer that the DHB has met the service requirements as
set out in clause 3 is required. The DHB must provide a report with the following information:
• the requirements which have not been met
• why the requirements have not been met
• what is being done to meet the requirements
• when the requirements will be met.
The DHB is also required to participate in the evaluation of the cancer nurse coordinator roles, and
provide all information / documentation requested by the Ministry’s selected provider as per clause
3.1.2.3.

All requirements have been met with regards to these roles. MidCentral DHB continues to
employ 1.5 FTE in cancer nurse coordination with the roles working across respiratory and
gynaecology. The nurses employed continue to meet all aspects of their nursing professional
development plans and have been active in tumour standard reviews and the
implementation of new initiatives under the FCT programme. Most notable is the work
undertaken in lung cancer following funding from the previous FCT round. Details of this
project have been provided to the Ministry’s cancer team.
MidCentral DHB participated in the national Litmus evaluation of these roles and is awaiting
results.

Disability Support Services (DSS) Increase of Funding
As this variation is retrospective, additional reporting as described in this correspondence for ATR
services DSS 214, 215, 216 and 217 will be expected to commence from the 3rd quarter of the year
the variation commenced, with quarterly updates to continue from then on.
A performance monitoring return (PMR) is to be used for additional reporting on DSS 214, 215, 216
and 217

Reporting template detailing the relatively small volumes by purchase unit for this service
has been submitted as required.

96
Oral Health Business Case for Investment in Child and Adolescent Oral
Health Services
Impact Monitoring of Reinvestment in Child and Adolescent Oral Health Services:
MidCentral DHB
A.

Reporting date: As at 30 June 2015

B.

Funding provided for the reinvestment programme:
Provided through:

Capital funding
Additional on-going
annual operational
funding

C.

Capital Funding letter of agreement, dated 05
March 2009
Top-sliced funding in the DHB’s operational
funding baselines, to be moved into PBF in the
2013/14 fiscal year

Agreed funding
(excluding GST)
Up to $3.896 million
$1.160 million

Physical infrastructure – Improve & maintain infrastructure
As at the reporting date

Commitments in
business case
Fixed-site
clinics
Mobile
clinics*
Mobile*
clinic sites

Level 1
Level 2
Level 1
Level 2
Level 1
Level 2

Planned level

Actual level

Planned level for the
next 6 months

6

4

4

4

9

9

9

9

79

75

78#

78

* include Transportable Dental Units in “Mobile clinics”
# refer to explanation under mobile sites

Explanation for under-achievement of planned levels:
Fixed site clinics – The construction of the Feilding based IFHC is progressing and is expected to be
completed February 2016. A one chair clinic will operate from this facility.
To date, a suitable option has not been identified to support an integrated clinic in Dannevirke. The school
based clinics currently being used have been reviewed and interim changes will be made to ensure they
are compliant.
Mobiles – All mobiles have been received and are fully operational
Mobile Sites – All confirmed school mobile sites have been completed. Additionally the number of mobile
sites includes a mobile site developed at Te Aroha Noa in Highbury Palmerston North funded by Te
Aroha Noa.

D.

Workforce – Achieve and Maintain agreed workforce levels

Workforce
Dental therapists
Dental assistants
Other clinical staff
Non-clinical staff

Commitments in
business case
21.2
13
2.2
2.1

As at the reporting date
(30 June 2015)
Planned level
Actual level
23.5
22.59
22.5
21.85
2.6
2.6
2.6
2.6

Planned level for the
next 6 months
22.59
21.85
2.6
2.6

* Classified as other Allied Health staff for DHB and includes 2 clinical leadership positions and Preschool / Adolescent
Coordinator (non-clinical role)
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Explanation for under-achievement of planned levels:
A Dental Therapist has retired, as well as two Dental Assistants resigning/retiring in the last 4 months.
The service had support from the DHB to recruit Dental Therapists above budgeted FTE of 21.83 in
January 2015 to take into account likely resignations/retirements. Additionally, the DHB supported
increased levels of Dental Assistants over and above budgeted FTE to support increased level of
Dental Therapists.

E.

Clinical Services – Increase Level of Enrolments

Note: This is NOT counts of additional enrolments during the reporting period.

Commitments
in business
case
Pre-school

Primary school
Adolescents
(age 13 – 17)

Age 0 – 2
Age 3 – 4

Age 5 – 12
Provider arm
CDA dentists

9,656
(0-4 yrs total)

17,914
2,307
7,195

As at the reporting date
(30 June 2015)
Planned level
10,366
(total 0-4 yrs)

17,259
2,223
Data not
available to set
target

Actual level
#2521 preschool
registered + 8843

Planned level
for the next 6
months
10593

preschool enrolled
and seen

Total 0-4
years=11364
16963
2,624
Data not available

17376
2307

# Those preschool children aged 0-4 years who have received communication from the service that they are now
registered with the service
NB Targets based on annual plan target for 2015

Explanation for under-achievement of planned levels:
The enrolment data is from monthly project information provided by clinical staff and as at June 2015.
Preschool data includes preschool children aged 0-4 years who have received communication from
the service that they are now registered with the service. Preschool enrolments have exceeded target
by 998 while primary school enrolments are under target by 296. Adolescent enrolments have
exceeded target by 401.
There has been a delay in accessing some primary school populations which may have contributed to
the under achievement for primary school enrolments. Enrolment data cannot be confirmed at these
schools until they are accessed.

F.

Clinical Services – Increase Level of Visits/Appointments in DHB provider arm

Pre-school
Primary school

Age 0 – 2
Age 3 – 4
Age 5 – 12

Adolescents

Age 13 – 17

Commitments in
business case
(as of 2013/14)
9,000
(Total 0-4 years)
32,245
4,153 for DHB
provider arm

As at the reporting date
(for the period Jan-Jun 2015)
Planned level
5,071
(Total 0–4 years)
17,439

Actual level
5106

Planned level
for the next 6
months
5487

14985

16292

1,400

1871

2282

NB. Commitments in business case have been changed to reflect commitments stated for 2013/14 in business case.

Explanation for under-achievement of planned levels:
Preschool visits have exceeded target by 35. Primary school visits are under target by 2454 and
adolescent visits exceed target by 471.
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Arrears and DNA rates will be impacting on level of visits/appointments achieved. Two mobiles were
out of service until November 2014 which has created an accumulative impact on mobile scheduling
which has impacted on arrears.
Clinical Leaders continue to work with staff to provide support and address issues in regards to
productivity.
Strategies for management of DNA need to be reviewed over the next six months

G.

Clinical Services – Reduce the Number of Children Overdue for their Scheduled
Examination (Arrears) in DHB provider arm

Note: This is NOT counts of examinations arrears reduced during the reporting period.

Pre-school

Age 0 - 4

Commitments
in business
case
Target not set

Primary school

Age 5 – 12

Target not set

As at the reporting date
(30 June 2015)
Planned level
Actual level
200(this target *180 preschool
related to
registered not
preschool
seen arrears +
registered not
943 preschool
seen only)
arrears
Total preschool
arrears = 1126
1865(this

Planned level for
the next 6 months
672

1609

1565

3

150

target included
preschool
enrolled and
not seen within
recall period)

Adolescents

Age 13 – 17

Target not set

150

NB: preschool and primary school arrears target based on 8% target for arrears 0-12 years
*actual level of preschool arrears include preschool children registered with the service and not seen as well as
preschool children enrolled and not seen within their specified recall period

Management of Examination Arrears: Clinical Leaders continue to work with staff to identify those
populations who have been waiting the longest so they can be prioritised to be seen. Preschool
Adolescent Coordinator continues to work with staff to support them to see preschool children and
significant effort has gone into setting up additional newborn clinics to see preschool children at a
younger age. Booking system for school holiday periods has been reviewed to assist with children
being seen.
Explanation for under-achievement of planned levels:
Preschool arrears for preschool children registered with the service and not yet seen are better than
target by 20. Preschool children enrolled but not seen within their current recall period were included
in the primary school planned target so this needs to be taken into account when assessing actual
levels against planned target. The planned preschool arrears target for the next six months now
includes both preschool registered not seen and preschool enrolled not seen within their current recall
period.
Arrears for 0-12 years have not met target and this can be attributed to not accessing some school
populations within the required timeframe. Two mobiles were out of service until November 2014
which has created an accumulative impact on mobile scheduling.
Adolescent arrears are better than target by 147.
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H.

Clinical Services – Reduce “Did Not Attend” (DNA) levels in DHB’s Provider Arm

Note: Record DNAs without advice ONLY.
Note: This is NOT counts of DNAs reduced during the reporting period.

No. of booked visits that resulted in a DNA
% of booked visits that resulted in a DNA

As at the reporting date
(30 June 2015)
Planned level
Actual level
2152
3336
9%
13%

Planned level for the
next 6 months
2406
10%

Management of DNAs:
The service continues to contact patients with appointments on the day of their appointment as well
as liaising with local networks and agencies operating in the community.
Newborn enrolment clinics have increased over the last six months to encourage early interaction with
children and families and ongoing attendance.
Booking system for school holiday programmes has been reviewed but DNA rates continue to be a
factor during school holidays. Further review of management of DNA will be a focus over the next six
months.
Explanation for under-achievement of planned levels:
There has been an increase in the number of DNAs for this period with the target not met. The
preschool DNA rate is significant with a rate of 2273 preschool children not attending over the last six
months. This has an impact on the overall DNA rate for the service and subsequent productivity

I.

Other Initiatives involving the Child and Adolescent Community Oral Health Services

Preschool and Adolescent plans
Preschool initiatives
•
•

•
•
•
•

The Newborn Oral Health clinics continue at Te Aroha Noa Community Centre and additional clinics
are being provided across a number of Plunket facilities in Palmerston North and Ashhurst. Clinics will
be extended to Foxton and Otaki within the next six months
Preschool/Adolescent Coordinator continues to receive referrals from Well Child Providers of preschool
children over 2 years of age that have not attended appointments to date or are new to the area. The
Coordinator continues to work with Well Child providers and GP practices to obtain updated details for
preschool children who are difficult to engage with
The process for managing DNAs requires further review and this will be undertaken within the next six
months
Dental Therapists and Plunket Nurses have met to discuss ways in which they can work together to
deliver consistent oral health messages
A survey has been developed for parents/whanau to complete at their child’s first clinical visit to assist
with review of the newborn programme. The survey will be introduced post July 2015
An application to the South Pacific Child Oral Health Taskforce led by the New Zealand Dental
Association was successful. Toothbrushes and toothpaste were received and will be distributed as part
of the Newborn Oral Health Programme

Adolescent initiatives
•

•
•

A programme plan to increase utilisation of oral health services and improve oral health outcomes
amongst adolescents is being developed with the Lower North Island Youth Justice Facility and an
Alternative Education provider in Levin. These facilities were visited to gain an understanding of oral
health education needs. Suitable ways of promoting oral health are being explored and will be
implemented in the near future
Monthly newsletters continue to be provided to contracting dentists
Ongoing networking with other coordinators and health promoters nationally

IT Project
• Test plan for Titanium has been implemented and testing is expected to be completed mid July.
Outcomes from testing will be reviewed as part of implementation planning
• The service is working towards implementing Titanium by early 2016
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Oral Health Promotion
• Brushing charts and certificates have been distributed to schools participating in oral health promotion
• Two oral health workshops were presented by Clinical Educator, Dental Therapist and Dental Assistant
to 17 school teachers and 40 early childhood teachers. The sessions followed a presentation from the
Heart Foundation which focused on sugar. Oral health information and pamphlets were distributed
• A flowchart “What to do when a tooth is knocked out” has been distributed to schools as a resource for
their first aid/medical room
• Lip Bite information has been updated and circulated
• Colgate has provided ten “Oral Health Education for Children” resource packs for teachers, with five
sets in Te Reo Maori. These will be distributed to preschools/Kohanga Reo
• Colgate has provided 324 tubes of toothpaste and 297 toothbrushes for distribution to the four Tamariki
Ora providers in the region
• Monthly newsletters continue to be distributed to early childhood education and schools
• Planning is underway to attend the Pasifika Fusion Festival. Coordinator and Pasifika Health Promoter
will provide key oral health messages with a particular emphasis on sugar.
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TO Community and Public Health Advisory
Committee
FROM Acting General Manager
Funding and Planning
DATE 18 August 2015
SUBJECT ANNUAL PRIORITISATION
FRAMEWORK UPDATE

1.
1.1

Memorandum

SUMMARY
Purpose

This is an annual review of the prioritisation framework. The Committee is asked for its
input and, if appropriate, approval for the continued use of the framework.

1.2 Executive summary
The key points of this report are:
•
•

The prioritisation framework is used in every Community and Public Health Advisory
Committee report proposing a new health service or activity.
The prioritisation framework underpins the process of reviewing and renewing existing
contracts.

•

There has been no significant change to the prioritisation framework over recent years.

•

The current prioritisation framework headings are broad and flexible to cover most
current areas of interest. They have been sufficient to use throughout the changes in our
health sector over recent years

•

The current prioritisation framework is presented to the Community and Public Health
Advisory Committee for comment and suggestions.

1.3 Recommendation
It is recommended:
•

that this report be received and the Community and Public Health Advisory
Committee makes any comments and suggestions

•

that the prioritisation framework be confirmed for use in the 2015/16
financial year

102
2.

INTRODUCTION

This is a routine annual report looking at the prioritisation framework to see whether it
requires updating.

3.

BACKGROUND

The prioritisation framework is a set of criteria used to evaluate health services and funding
to ensure that they match the District Health Board’s directions and that they use robust
processes.
The prioritisation framework is used by the Funding and Planning team for all new service
initiatives. It sits within the Community and Public Health Advisory Committee report
template.
The prioritisation framework also underpins the process of reviewing and renewing existing
services and contracts. Again, it is embedded in the relevant processes and templates.
The prioritisation framework is designed to assess the degree to which:
•

The service’s expected health outcomes are consistent with MidCentral District Health
Board’s predetermined direction

•

There is evidence that the service will achieve its objectives and goals

•

The health service or activity recognises the existence of health status inequalities, and
addresses them, wherever possible

•

The service is financially sound

•

The service follows guidelines and processes for responsible use of public money

•

There is a process for measuring whether the service or activity is operating as intended
and that it is achieving its objectives.

The framework, and the individual criteria within it, is also designed to avoid complexity and
to be easily understood by the proposal writer and the audience.

4.

PRIORITISATION FRAMEWORK

The current prioritisation framework consists of the following components:
•

Evidence to support (the proposed) approach
Reasoning that the proposal will achieve its objectives and goals, usually using evidencebased sources (like peer-reviewed journals) or from experts. This includes up-to-date
literature.

•

Linkage to District Health Board strategies
Statement demonstrating that the proposal’s expected health outcomes are consistent
with MidCentral District Health Board’s strategies and plans.

•

Risks
Potential risks to the proposed service or activity and how these risks might be managed.

•

Equity summary
Consideration of the impact of the proposed new service on populations experiencing
health status inequalities, including specific assessment of the likely impact for Māori.
Use of appropriate tools such as the Ministry of Health’s Health Equity Assessment Tool
(HEAT tool) and Equity of Health Care for Māori Framework. Consistency with Whanau
Ora.
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•

Measurement, evaluation, and reporting
Statement of how the new service or activity will be reviewed or evaluated in the future.
Linkage to health needs assessment material.

•

Effect on similar or linked health services, and demand for services
Identification of existing similar or linked health services and consideration of the
potential impact of the proposed new service on these existing services and on current
and future clients. Assessment of the impact of the new service on overall value for
money for the healthcare system.

•

Impact on the region
The proposal’s impact on the Central Region.

•

Procurement
Statement of the procurement arrangement, with reference to Treasury and Office of
Auditor General’s guidelines on procurement processes.

•

Financial impact
Financial impact in current and future financial years. Capital expenditure highlighted
here.

5.

UPDATE

A recent report to CPHAC provided an update on the health status of the MidCentral district
population. The trends and patterns identified in the health assessment report were a
confirmation of existing patterns and do not require any change in the prioritisation
framework.
Consideration has been given to whether the prioritisation framework should be adjusted to
take account of new legislative health and safety requirements. Funding and Planning has
been looking closely at these new obligations in conjunction with the Contracts Department.
It is considered that these requirements properly belong as part of the procurement and
contracting process, which is already a subheading within the prioritisation framework.
There have been no other major developments in the past 12 months that require
adjustment. There are some major strategic and facility planning exercises to be undertaken
over the next twelve months, but at this stage it is expected that the existing prioritisation
framework is sufficiently flexible to accommodate them. The situation will be monitored and
if appropriate amendments to the prioritisation framework will be recommended to the
Committee. Otherwise, the framework will be reviewed again in 12 months.

6.

CONCLUSION

The current prioritisation framework is flexible enough to allow us to incorporate changes in
the environment within which the District Health Board operates. In considering a proposed
investment, the prioritisation framework requires us to consider whether it aligns with the
District Health Board’s strategic priorities and to evaluate the financial impact (affordability
and value for money).

Craig Johnston
Acting General Manager
Funding and Planning
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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.

3
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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
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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
120
100
80
60
40

Total

Violence

Jul-15

Jun-15

May-15

Apr-15

Feb-15

Jan-15

Dec-14

Nov-14

Oct-14

Sep-14

Aug-14

0

Mar-15

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
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40
31

30
20
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6
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9
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8
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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
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11

8

9

6

4

10

6

9

8

12

7

2
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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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Pre Oct Avg
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Table 11: Ward 21 Staff Over time April 2014 – July 2015

FTE

Nursing Overtime Wd 21(FTE)
3.5
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.

7

131

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.
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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.

11

135

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.

23

147

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.

31

155

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
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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

36

160

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
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Appendix 3:

Governance

Conceptual Framework: Progressing to Phase Two

•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.

•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
Structure

community and hospital settings.

•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
Cutlure

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.

Clinical
Leadership

•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 &
Safety

•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

Staffing

Ward 21

Future MHA
Service

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

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: 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.

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

•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'
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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
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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
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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
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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 Community & Public Health Advisory
Committee
Hospital Advisory Committee
FROM Stephanie Turner
Director Māori Health & Disability
Māori Health Directorate
DATE

19 August 2015

SUBJECT 2014/15 ANNUAL MAORI
REPORT- UPDATE 2
1

MEMORANDUM

HEALTH PLAN QUARTER 4 PROGRESS

PURPOSE

This report updates the Committee on 2014/15 Annual Māori Health Plan initiatives. It includes
an update of the National Indicators for Māori health and the planned initiatives within the
primary health care, maternal, child and youth, mental health and addictions and health of older
people portfolios. This update is for information only.
2

INTRODUCTION

The 2014/15 Annual Māori Health Plan contains initiatives and activities designed to further the
Government’s Māori health policy priorities and MidCentral DHB’s own local strategic directions.
The Annual Māori Health Plan is integrated within workplans across the following portfolios;
primary health care, maternal and child health, mental health and addictions, and health of older
people. The priorities within the Annual Māori Health Plan are also coordinated with the work
programmes of Central PHO, the District Management Groups and Regional Clinical Networks
where applicable.
The national priorities for Māori health include Data Quality, Access to care, Child health,
Cardiovascular disease, Cancer, Smoking, Rheumatic Fever, Oral Health, Mental Health and
Addictions, Sudden Unexpected Death of an Infant (SUDI) and Immunization.
The following report provides an overview of highlights from each of the portfolios and a Māori
Health Indicators Table is included in this report as Attachment 1. This table provides detail of
progress to date for each of the initiatives outlined in the 2014/15 Annual Māori Health Plan.
Some of the key Māori Health Plan achievements over the last Quarter include:
•

immunisation coverage targets for children are being consistently achieved;

•

more Maori are enrolled with the Central Primary Health Organisation (PHO);

•

increasing numbers of Maori are being given brief advice and help to quit smoking as well as
having their risk assessed for cardiovascular disease;

•

lower than national rates for Maori being admitted to hospital for ambulatory sensitive
conditions;
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•

enrolments of 0-4 year old Maori children in the child and adolescent oral health service has
increased significantly, exceeding target.

The challenges in continuing to improve on these targets in part relate to the complex nature of the
initiatives, particularly where milestones are dependent on priorities, resources and participation
from other agencies – for example, general practice teams, clinicians, NGO agencies, Māori
providers, whanau ora collectives and intersectoral partners. Over recent years the DHB has made
a real effort on inclusive planning and service development initiatives that ensure focus and
approach on improving Māori health outcomes.
3

PRIMARY HEALTH CARE

The Primary health care programmes that have been implemented over the 2014/15 year seek to
strengthen partnerships in health care delivery and further build the capacity and capability of
general practice teams and integrated family health centres to be the health care home for patients
and their whanau. Inclusive to this is the ongoing focus on building relationships, integration,
referral pathways with Māori provider services and the whanau ora collectives/providers. Further
to this is the requirement to build the cultural competence of primary care teams both through the
cornerstone accreditation process and the development of an equity tool and cultural competency
framework to build the cultural responsiveness of primary care teams.
Te Tihi Whanau Ora Collective has continued to build on their strengths; they have focused on
further developing their organisational capability, skills, and practice approach. Cementing Te Ara
Whanau Ora as the whanau engagement process, and continuing with the development of service
enablers such as their website, and whanau engagement tools (whanau ora cards) ect. The
professional development of the navigator service is being continually strengthened through
scheduled training and cultural supervision sessions, team building days and the review and
development of service provision. The Whanau Ora Strategic Innovation Group (WOSIDG)
continues to meet monthly with a number of excellent initiatives up and running or in
development.
3.1

Integrated Family Health Centres

Integrated Family Health Centre (IFHC) development is progressing well in Palmerston North,
Feilding and Foxton. The Kauri Health Group will begin construction of their new IFHC in
Featherston Street very shortly. In Feilding the Manawatu Community Trust has already begun the
conversion of the Clevely Centre site. Meanwhile, a community profile has been completed of the
western communities of Palmerston North (Highbury, Takaro, West End). This is a prelude to
discussions which will continue to occur with community stakeholders about the opportunities to
build on the suite of integrated health care provision for these communities in Palmerston North.
The various IFHC projects are having ripple effects across a number of services. Of particular
interest is the:
• integration of specialised medical and nursing services
• new models of pharmacist services that have a greater focus on the appropriate use aspect
of medicines management in sub populations and by individuals.
Ensuring a Māori worldview lens, leadership and Māori health service development expertise is
provided across IFHC developments continues to be a focus for the Māori Directorate over 201516.
3.2

Central PHO/Alliance Leadership Teams

It is intended that the MALT (Māori Alliance Leadership Team) is firmly established over this next
quarter. This will enable all iwi health providers, all Māori health providers and all whanau ora
collectives/providers to come together regularly to discuss and share strategic ideas and approach
for advancing Māori health gain across the district. The establishment of the MALT was a
recommendation in the 2013 Māori leadership review document.
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The MALT will enable further integration of whanau ora idealogy, Māori service development ideas
and approach within primary care.
The DHB Māori Directorate and the PHO Māori Health Team have established a number of shared
goals for the 2015-16 year, these include:
- Develop and pilot an equity tool that can be applied and integrated as Business as Usual by
March 2016
- Report and improve performance against indicators for Māori on a quarterly basis using the
National Maori Health Indicator Report, online tool, & the excellence webinars to drive
improvement
- Identify initiatives that promote intersectorial and community collaboration, this is to
include a series of workshops for whanau by 30 June 2016
3.3

Clinical Network Groups

The district continues to be served by a comprehensive range of clinical network groups. These are
as follows:
• Child Health – which also supports a youth health subgroup, referred to as ‘YWAG’
• Cancer
• Palliative Care
• Urgent Care
• Long Term Conditions
• Mental Health
• Health of Older People
• Pū Manawa
These groups are now well embedded and functioning well. There is an overarching governance
group of which the Director Māori Health is a member. The groups have work plans which are
integrated into the DHB’s annual plan and annual Māori health plan. The clinical networks are
largely driving much of the strategic development in their respective service areas. Inclusive of this
is the connection to a number of the regional priorities within the central region articulated in the
Regional Services Plan. Currently Māori advice/expertise is provided across all 8 of the clinical
network group work programmes. The Director Māori Health & Disability is the Chair of the group
‘Pu Manawa’ whose membership is made up of the 8 or more Māori reps that sit across the clinical
networks. A key objective of Pū Manawa is to ensure the application of Māori worldview, values
and concepts, and whānau ora service ideology across every service development and quality
improvement initiative, and that these are also well integrated and understood within the wider
Māori provider community context.
The Palliative Care District Group has undertaken two major pieces of work over the last three
months. “What do we know about people’s experiences of Palliative care in MDHB?” This report
outlines the palliative care experiences of those living within the district. The most outstanding
theme evident throughout the report is the importance of effective communication. The timeliness
and quality of how people were interacted with, was most prominent and integral to their
experience. The report can be accessed on:
www.midcentraldhb.govt.na/publications/allpublications
Three palliative care maps have been completed; Early Identification, Palliative Care Services
Assessment and Management, and a further map will be added later in the year focusing on Last
Days of Life and Bereavement. Findings from the combined Cancer and Palliative Care hui, held in
Ōtaki last October identified a key theme, this being the need for effective communication that
fostered hope and built on the strengths already existing within whānau groups, this clearly aligns
with whānau ora practice ideology. One of the results of the hui is to scope a research project
around communicating cancer diagnosis with whānau in secondary care. The Cancer District
Group is leading this work supported by Pū Manawa.
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4

DATA QUALITY

4.1

Data Quality in Primary Care

Current actions and approaches continue with Central PHO monitoring enrolment levels by
general practice. Whānau ora navigators are continuing to support enrolment with Central PHO
(CPHO). The merging of general practice databases as part of the development of IFHCs has
impacted on data reported to the Ministry for some health targets, but is improving with time as
the data cleansing and reconciliation occurs as part of the merge process. CPHO is working on
improving data literacy amongst general practice teams (GPTs) and CPHO clinicians. The need to
have more staff able to pull reports from the report server/provider portal, know how to analyse
these reports, and be able to discuss findings, has been identified. Ensuring robust Māori ethnicity
data collection is assimilated across data collection practice will require identified champions
across general practice teams; this will continue to be a focus over the 15-16 year.
Reporting and improving performance against the annual Māori health plan indicators quarterly is
now established at the CPHO Board and through the Alliance Leadership Groups. This further
enable the establishment of champions across general practice teams to strengthen the visibility
and utilisation of the online annual Māori health indicator tool by general practices. The Tumu
Whakarae national excellence webinars are now accessible online and clearly identify best practice
approaches by the highest achieving DHBs and PHOs across the country. This approach is being
used to drive the improvement and quality of Māori health data collection and focus across both
primary and secondary care. Presentations and discussions have taken place with MCDHB
executive managers, senior managers, senior clinicians, and surgeons by the Māori Directorate to
introduce this Māori health indicator reporting tool and the opportunities this presents to drive
focus and improvement of Māori health outcomes. This work is ongoing. The tool can be accessed
by registering for the site here: http://trendly.co.nz/Account/Register using your DHB email
address and a password of your choice, this will give you full access to all the indicators.
5

ACCESS TO CARE

Practice Development Plans being prepared by Integrated Family Health Centres (IFHCs)
throughout the district have a focus on addressing health inequalities of the IFHCs enrolled Māori
population. The CPHO Clinical Board continues to monitor clinical performance indicators and act
to address these as appropriate. All practices have a Diabetes Care Improvement Plan.
5.1

Health of Older Māori People

The Māori Directorate met with the Clinical Director Syed Zaman who is also the Consultant
Physician, Director of Medical Training and Deputy CD Medical Services, to discuss the work
programme for the health of older people clinical network and the priorities for older Māori health.
Increasing access to services, access to information, access to dementia care, and an increased
focus on health literacy are priorities identified for improving access and health outcomes for older
Māori. The Māori Directorate is taking a partnership approach to this work through input across
the older person clinical network initiatives, and in liaison with Dr Syed Zarman. The Māori
Directorate is committed to providing expertise across the development of health promotion/
health literacy material to further increase access by older Maori to dementia care and older health
services.
6

CARDIOVASCULAR DISEASE

The Central PHO (CPHO) Clinical Board monitors health targets and diabetes activities. The
CPHO Improving Health Outcomes Working Group brings relevant CPHO clinicians, Maori health
team and practice liaison staff together to provide a forum to discuss the building of strategies to
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support practices in achieving health targets. CPHO Clinical Quality Facilitators work with
individual practices offering support, training and resources to achieve the health targets. Central
PHO senior management meet with practice owners if required to discuss low performance issues.
Cardiovascular risk assessment rates for Māori have improved by 2.9 percent to 79.8 percent for
the quarter ending June 30th, 2015. The rate for Māori continues to lag behind the national
average 84.8 percent, but improved by the greatest amount compared with other populations
(Pacific, Other). The development of a community health promotion drive using the traffic
light/warrant of fitness approach is in discussion by CPHO leadership.
7

CANCER

7.1

Screening

Breast and cervical cancer screening rates continue to be monitored by the CPHO Clinical Board,
with remedial action taken where needed. The Māori Directorate has met with Cancer Care
Coordinators, the PHO Cancer Nurses and the Cancer Care District Group to facilitate increased
access and an improved referral pathway to the Māori Cancer Care Coordinators service. The
service consists of 5 Māori Cancer Care Coordinators based in primary care/ Māori health provider
settings across the district.
7.2

Supportive Care Framework

The Maori Directorate has worked with the Central Cancer Network on a number of initiatives. The
Central Cancer Network (CCN) was successful in securing funding from the Ministry of Health
under the Faster Cancer Treatment (FCT) programme round 1, to develop and pilot a PsychosocialSupportive Care Model. The Director Māori Health & Disability is Sponsor of the CCN Supportive
Care Framework and Standards work which is being developed for the central region and will likely
be rolled out nationally by MOH. Experts have come together from oncology, haematology hospital
services, NGOs and supportive care providers to workshop and develop the framework over the last
year. The finale document is being released the first week of September.
7.3

The National Equity of Health Care for Maori: A Framework in Cancer Care

The development of a Maori Responsiveness Service Evaluation Framework for use within
MidCentral Health and Hawkes Bay DHB Cancer Services is planned for the 2015-16 year. The
Ministry of Health’s National Equity of Health Care for Maori: A Framework will be used to
develop a cancer service centric evaluation tool. This work is being led out of the Central Cancer
Network. The MCDHB Maori Directorate is working in partnership on this project with CCN. It
offers MidCentral Health an opportunity to discuss, develop, pilot and evaluate the use of the
National Equity of HealthCare for Maori Framework at a service level and explore and compare
other cultural competency audit tools such as Te Tauira Tieke. This will inform the development of
a MidCentral toolkit for supporting services to increase both their cultural competence and service
effectiveness for Maori.
7.4

Faster Cancer Treatment RFP & National Cancer Strategy

A reducing inequalities and Māori health lens focus for Cancer Services was central to the MCDHB
Director Māori Health & Disability’s involvement on the MOH national evaluation panel for Faster
Cancer Treatment proposals, round 2. Stephanie Turner also sits on the MOH National Cancer
Steering Group as the Hei Ahuru Mowai - National Māori Health Cancer Advisory Board
representative.
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8

HOSPITAL SERVICES

8.1

Emergency Department

The MCDHB Māori Directorate is working with ED services to review their triage process following
discussions with Dr David Prisk, Consultant and Co-director Emergency Department and Iona
Bichon, Charge Nurse ED. Maori responsiveness priorities for Emergency Department have been
determined. The three priorities in He Korowai Oranga: Mauri Ora (personal health), Whanau Ora
(working with whanau) and Wai Ora (healthy environments) provide the over-arching strategy for
increasing Māori responsiveness in ED. Review of the triage process is being undertaken in a
partnership approach with ED leadership and the provision of advice and support by the
Directorate across the refurbishment of ED will also occur. Engagement, facilitation and Māori
responsiveness training for ED service staff will occur throughout the 2015-16 year. It is intended
that the learning’s from this programme will be shared and presented across the organization to
encourage other hospital services/departments to review their Māori responsiveness and identify
areas requiring focus.
8.2

Regional Women’s Health Service -Te Tuia Framework

A workshop with the Leadership Group for the Regional Women’s Health Service is taking place
this Quarter. This is a partnership approach between the MCDHB Māori Directorate and WHDHB
Māori Health Service following discussions with the Clinical Director of the service, Digby Ngan
Kee, and the Director of Midwifery, Leona Dann about implementation of the RWHS - Tuia
Framework. Top priorities from the Framework have been identified and an implementation plan
with identified stepped actions and a timeframe clarified. This first workshop is happening in
September and will be one of a series throughout 2015-17.
9

PALLIATIVE CARE

9.1

Arohanui Hospice

The Arohanui Hospice, Maori & Cultural Liaison Advisor meets bi-monthly with the Director
Māori Health & Disability to discuss and support further development of Maori responsiveness and
access to Palliative Care for Māori. This work is ongoing to support an integrated approach for
Palliative Care across the District.
9.2

Te Ara Whakapiri - Last Days of Life

The local Palliative Care District Group has reviewed the draft ‘Last Days of Life’ document
developed by the PCC (National Palliative Care Council) and MOH. The Director Maori Health as a
member of the recently disestablished Palliative Care Council has advocated at a National level for
the integration of Maori worldview perspectives, values and Māori health practice ideology within
the Te Ara Whakapiri-Last Days of Life. This will be the National Palliative Care Practice Strategy
that guides palliative care practice within New Zealand. The document has been out to the sector
for feedback and is formally released to the sector this quarter. MCDHB Māori Directorate input
has also been provided across the development and writing of the National Palliative Care
Glossary.
10

SMOKING

Brief advice and support to quit continues to be offered to more than 90% of hospitalised Māori
people. There continues to be ongoing monitoring of individual ward results and follow up with
individual wards when performance is below expectations. In primary care, relationships between
Te Ohu Auahi Mutunga (TOAM) Stop Smoking Support Service and general practice continue to
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be strengthened with 148 referrals for cessation support received from 19 Practices. TOAM
Matanga (Quit coaches) work directly with 6 practices (out of 32). Between 1 Jan – 30 June 2015 a
total of 233 referrals were received from General Practice (Maori 86, Pacific 7, Other 140). In
addition, a Smoking Cessation Championing Support Group has been set up in which Matanga
from TOAM, General Practice staff and CPHO staff have the opportunity to share and learn from
each other as well as discuss how to improve smoking cessation support strategies.
High proportions of hapu Māori women continue to be offered brief advice and cessation support
with 23.1 percent of those offered, accepting cessation support (compared with 26.8 percent
overall). TOAM is using a number of ways to engage pregnant women and their whānau to
consider quitting:
•
•
•
•

Te Ara Whānau Ora Auahi Mutunga: strength-based kaupapa Maori support to stop
smoking
WERO-21st century challenge using a virtual waka
Cessation Station: walk-in quit clinic for support, advice & NRT its all free
Kua takoto te manuka: Kia Ora FM live show with Matanga to advise smokers on stopping
options

11 MATERNAL, CHILD AND YOUTH HEALTH
The Child and Youth Health sector continues to be very active with the last six months largely
focusing on consolidating service delivery initiatives for the last year.
11.1

Rheumatic Fever Prevention Plan (RFPP) progress

The collaborative clinical pathway for sore throat management (based on national guidelines for
sore throat management to prevent rheumatic fever) is in the final stages of development. An
implementation plan is being developed concurrently to ensure a planned approach to raising
awareness of the pathway amongst primary care health professionals and to encourage use of the
pathway for best practice. Methods for increasing awareness of the need to have sore throats
checked among high risk communities are also being considered as part of the pathway
implementation plan.
To the end of quarter 3 of the 2014/2015 year there has been one initial hospitalisation for acute
rheumatic fever (ARF) in the MidCentral district (in July) and therefore we are currently on track
to meet the target hospitalisation rate of ≤1.4/100,000 or ≤2 cases. No other new cases of ARF
have been identified or notified to date.
11.2 Immunisation Coverage
MidCentral DHB continues to compare well nationally with immunisation coverage targets.
The results for the two priority milestone ages for quarter ending 31 March 2015 are outlined
below. It is very pleasing that equitable coverage rates continue across all ethnicities. It is
unfortunate however to see that the target for 8 month old infants was not met by a small margin
(0.6 percent) this last quarter. In fact, once the data was analysed and some minor corrections
were made we did meet 95 percent but the corrections were not picked up by the official data set
until a later date.
For the 3 month period to the 31 March 2015 (as at 6th April 2015):
Milestone Age: 8 months
Total
NZEuropean
MidCentral
94%
96%
National
93%
94%

Maori
94%
90%

Pacific Island
96%
95%

Asian
98%
97%

Other
85%
90%
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Milestone Age: 24 months
MidCentral
96%
95%
National
93%
94%

98%
92%

100%
96%

93%
97%

93%
86%

Infants fully immunised by 8 months of age for the 12 month period to 30 April 2015 was 94.8%
and 95.1% for two year old children.
The 5 year milestone age is to be reported from July 2015 with a target of 95% by end of June 2017.
As at end March, the DHB was close to achieving this target already, at 93% (national result was
81%). These results come about through hard work from the immunisation team and the General
Practice teams in our district. The Immunisation Stakeholder Group continues to be innovative in
its approach to improving coverage with this work largely guided by their annual Immunisation
Plan.
11.3 Youth Health Services
Youth Health Services continue to be embedded across the district to ensure young people have
increased access to personal health services. The Youth One Stop Shop in Palmerston North
continues to exceed expectations and regularly see from 800 to 1,000 young people per month. The
clinic in Levin is also going well and is well utilised by the young people of the Horowhenua
community. The Tararua region will soon have their own youth health service that will be run by
clinicians. The new service will provide two outreach clinics in Pāhiatua and Dannevirke and these
have been driven and supported by young people of the region. The contract is currently being
worked through but it is likely a service will be up and running within three months.
Ōtaki College has now been provided with a personal health service for the students at the college.
The College is a decile 4 school and does not meet the Ministry of Health funding criteria for a
School Based Health Service and so the DHB has met the cost of this service. Kāpiti Youth Support
from Paraparaumu is providing clinics in the college by a GP and Nurse both skilled in youth
health. Kāpiti Youth Support provides the personal health service for young people in Ōtaki and
was supported by the General Practice Team and community to pick up the additional college
service.
Tararua College has had a reduction in their decile rating from a 4 to a decile 3 and therefore will
meet criteria for a personal School Based Health Service. Negotiations are underway with the
College and the Board of Trustees for this to occur. Public Health Services have received additional
funding to pick up this work.
A good spread of additional services for the young people of our district, be it School Based Health
Services or personal youth health services, has enabled young people more choice in the health
service delivery options available to them. While General Practice Teams are ultimately the “health
home”, for some young people at a particular time in their life they may require other free options.
Ensuring and embedding Māori ethnicity data capture across this suite of youth health services will
enable us to fully understand the Māori access numbers across these services and whether this
approach is effective for Māori young people.
12

MENTAL HEALTH SERVCIES

12.1

Mental Health Review Project Board

The Mental Health Review Project Board is now moving into Phase 2 of the Review, this being a
district wide vision for a well integrated MH&AS sector. Essential to this is the integration of Māori
philosophy, principles and values to inform service development. The values underpinning the
models of care, a re-focus on the therapeutic relationship and the environments /settings required
for supporting this is a focus over this next phase. The Director Māori Health & Disability is a
member of the project board. Regular updates on the review process are provided to Ngā
Kaitohutohu Māori (the district wide Māori Mental Health Alcohol and Drug Advisory Group).
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This advisory group is committed to providing Māori advice and expertise across review processes
as required.
12.2

Consumer Engagement

A Maori health inequalities and service responsiveness workshop took place with MCDHB
consumer advisors in Quarter 3. Content included; He Korowai Oranga 2014, the National Health
Equity For Maori: A Framework, and discussion on why a Maori lens might be applied across
service development and monitoring. The role of consumer advisors to ensure a focus on
inequalities was highlighted along with the need to raise a focus on the goals within the National
Maori Health Strategy, He Korowai Oranga 2014, the role of the consumer to optimise the use of
tools such as the National Health Equity For Maori: A Framework, for supporting focus and
discussion of Maori health gain.
12.3

WORKFORCE DEVELOPMENT

The Kia Ora Hauora Central Region Report Quarter 4 is Attachment 2 of this report. This report
highlights the many Māori workforce development successes and gains made both across the
region and locally through the Kia Ora Hauora programme.
13

SUMMARY

The District Health Board (DHB) and its provider partners have made some progress
implementing the initiatives and achieving the deliverables in the 2014/15 Annual Māori Health
Plan. Four fundamental principles underline MidCentral DHB's and Manawhenua Hauora's
commitment to Māori Health:
•
•
•
•

a common interest and commitment to advancing Māori health
building on the gains and understandings already made in improving Māori health
applying the principles of the Treaty of Waitangi to work to achieve the best outcomes for
Māori health
partnership and mutual regard

Central to progressing Māori health plan priorities is the Māori provider network across the
district. Maori providers include:
•

Best Care (Whakapai Hauora) Charitable Trust

•

Te Runanga o Raukawa

•

Te Kete Hauora

•

Muaupoko Tribal Authority

•
•

He Puna Hauora
Te Waka Huia Incorporated

All of whom have contributed alongside the PHO, General Practice teams, NGO sector and
Hospital services to achieve increased Māori health outcomes in our District.
Detailed indicators/targets for the priority areas in the 2014-15 Annual Māorih Health Plan are
listed in the table below, together with a short narrative relating to the results.
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National Indicators for Maori Health
1.

Data Quality, and, Access to Care

Percentage of Maori population enrolled with Central PHO.
Target: 96%

Target achieved?
No, 85.2%
However, if rebased to the flat 2013 Census statistics
used to set target then the increase in the enrolled
Maori population would equate to 98.5% of that
population base.
There was a 2.7% (n.734) increase in the number of
Maori enrolled with the PHO over the 2014/15 year,
to a total of 27,933 Maori as at end June 2015,
whereas the percentage increase was considerably
smaller at 0.6% for the non Maori population (1.0%
increase in total).

Population based on Statistics New Zealand Estimates (medium
projections) from Census 2013 base (2014 update)

Ambulatory Sensitive Hospitalisation rates per 100,000
population for each age group (expressed as a percentage of
the national all ethnicities rate)
Targets: 0 – 74 yrs:
123% – 128%
0 – 4 yrs:
112% - 117%
45 – 64 yrs:
159% - 164%

Targets achieved?
0-74 years:
0-4 years:
45-64 years:

Yes, 127%
No, 118%
No, better at 153%

The standardised Ambulatory Sensitive
Hospitalisation rates improved for Maori across all
groups compared to the 12 month period ending
March 2014. However, they are still higher relative
to the national all ethnicities rate, as for the rest of
New Zealand.
For the 12 months ending March 2015, MidCentral’s
standardised ASH rate for the Maori 0 – 74 year age
group was 2,541 per 100,000 population –
considerably lower than the national rate for Maori at
3,381 per 100,000 population.
The top six conditions that are considered
ambulatory sensitive for which people were to
hospital include (ranked by age group in order):
ASH condition
dental conditions
cellulitis
pneumonia
gastroenteritis
nutrition deficiency &
anaemia
angina & chest pain
myocardial infarction
upper respiratory &
ENT conditions
asthma

Ranking by Age group
0-74 45-64 0-4
1
1
2
1
6
3
4
5
4
5
2
5
2
6
-

3
6
-

3

-

-

4

As a percentage of the national rates, rates were
much less for Maori than they were for non Maori
population groups.
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2.

Child Health

Percentage of Maori infants exclusively and fully and fully
breast fed at 6 weeks and at 3 months, and, exclusively,
fully or partially breast fed at 6 months
Targets: 68% at 6 weeks
54% at 3 months
59% at 6 months

Targets achieved? (as reported March 2015)
6 weeks:
No, 62%
3 months:
No, 38%
6 months:
No, 48%
Data for the 6 weeks indicator refers to breastfeeding on
discharge from Lead Maternity Carers at 6 weeks for
babies born between July – December 2013 and January –
June 2014 respectively. For breastfeeding at 3 months and
at 6 months, the data refers to infants aged 3 months and 6
months between January 2014 and June 2014 and between
July and December 2014 respectively.

As for New Zealand, MidCentral’s breastfeeding
rates for Maori infants remain lower than those for
the total population, although a smaller difference for
exclusive and fully breastfeeding 6 week old babies.
MidCentral’s rates are also lower than those for total
New Zealand across all three milestone ages – for
both Maori and Total population groups.
Data source: WCTO Quality Improvement Framework Indicators,
September 2014 and March 2015

3.

Cardiovascular disease

Percentage of eligible enrolled population who have had
their cardiovascular risk assessed within the last five years
Target: 90%

Target achieved?

Percentage of high risk patients with acute coronary
syndrome who receive an angiogram within 3 days of
admission to hospital
Target: 70%

Target achieved?

No, 79.8%

At the end of June 2015, 5,909 Maori were recorded
as having had their cardiovascular risk assessed –
79.8% of the eligible enrolled Maori population.
This rate was five percentage points lower than the
average rate across all DHBs for Maori (84.8%).
The cardiovascular risk assessment rate for
MidCentral’s total eligible population was 86.8%

Yes, 70%

Of the 20 Maori patients admitted to hospital in the
2014/15 year with acute coronary syndrome (ACS)
who required an angiogram, 14 (70%) received their
procedure within the expected timeframe of 3 days or
less (67.6% for total ACS patients). Fluctuating rates
each period reflect the small number of Maori
included for this measure.
Maori represented 9% of the total acute ACS patients
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admitted to Palmerston North Hospital who had an
angiogram over the year

Percentage of patients presenting with acute coronary
syndrome (ACS) have completion of ANZACS-QI ACS and
Cath/PCI registry data collection within 30 days
Target: 95%

4.

Cancer

Target achieved?

No, 68.2%

The national ANZACS-QI data collection
commenced at MidCentral from October 2013.
Although representing only 10% of the total patients
whose data for ACS and Cath/PCI procedures was
registered in the database over the 2014/15 year, the
rates for Maori were generally better, at 68.2% of 22
events, than for the total patient population group
that had a 51.6% completion rate. Fluctuating rates
can be expected because of the relatively small
number of Maori.
The number of patients transferred to Wellington
Hospital (the tertiary service provider) influences the
registry completion rates between the two hospitals
when the patient is discharged. Additional resources
were deployed at Wellington Hospital in the latter
half of 2014 to support implementation of
improvement strategies.

Breast screening 2-year coverage rates of eligible women
(aged 50 -69 years)
Target: 70%

Target achieved?

Cervical screening 3-year coverage rates for eligible women
(25 – 69 year old)
Target: 80%

Target achieved?

No, 61.9%

Of the estimated 2,470 Maori women aged 50 – 69
years in MidCentral’s district, 61.9% have had a
mammogram in the last 2 years – an increase of 95
women over the year but a three percentage point
reduction in the rate with an increase of 260 Maori
women in the estimated population over the year.
Rates for Maori women remain below expectations,
while the target rate is being achieved or exceeded
for Other women (77.5%) and close for Pacific
women (69.1%).

No, 67.0%

Cervical screening 3 year coverage rates continue to
be below target across all ethnicities. The updated
population estimates (medium projections from 2013
Census base) have had an impact on the rates
reported since October 2014 – particularly for Pacific
and Asian women, where the estimated population
figures for MidCentral’s are greater than the
estimates based on the 2006 Census. Reported rates
over time should be interpreted with caution.
The groups of women that are able to access a free
smear are Maori, Pacific, and Asian women, women
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who have never had a smear and are over 30 years
and women who had their last smear more than five
years ago.
As at the end of March 2015, 4,567 Maori women
had had a smear in the last three years; an increase of
179 women over the nine months from June 2014
and an increase in rate from 64.6% to 67.0%.

Note: the coverage rates reported applies the medium projected
population statistics for 2014 (Census 2013 base), hysterectomy
adjusted, for the denominator.

5.

Smoking

Percentage of eligible enrolled patients who smoke and seen
by a health practitioner in General Practice are offered brief
advice and support to quit smoking
Target: 90%

6.
Immunisation
Percentage of eight month infants will have their primary
course of immunisation on time
Target: 95% by December 2014

Target achieved?

No, 82.2% (total)

Data by ethnicity is not yet available for quarter 4
and has been revised for quarter 3 but not yet
available in reported results.

Target achieved?

Yes, 95.2% (Dec 2014)

Although the increased target was achieved for both
Maori and Total population groups by December
2014, the annualised result shows 93.5% of 757
Maori infants and 94.2% of 2114 Total infants were
fully immunised by 8 months of age.
The percentage of infants having at least one of the
three vaccinations declined was slightly higher than
average at 3.9% (n.83) of the total number of eligible
infants on the National Immunisation Register in
MidCentral’s district.

Percentage of the eligible population aged 65+ years
immunised against seasonal influenza
Target: 75%

Target achieved?

No, 66%

The latest result shows that 66% (n.1030) of the
eligible Maori enrolled population had had their flu
vaccination so far this season, compared to 69% for
the total enrolled population. (The seasonal
influenza vaccination period was extended to end of
August 2015, so figures may change).
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7.

Rheumatic Fever

Acute rheumatic fever initial hospitalisation rate and
number per 100,000 total population
Target: 0.9/100,000 (n.2)
2014/15: 1.17 / 100,000 – 2 cases

8.
Oral Health
Percentage of pre-school children aged 0 – 4 years enrolled
with community based oral health service
Target: 90% by end December 2014

9.

Target achieved?

Yes, as a number but not
as a rate

There were two cases of hospitalisations for acute
rheumatic fever in the 2014/15 year, one of which
was Maori, giving a rate of 1.17/100,000 total
population. Subsequent to further investigation of
the latest case, it was found not to be rheumatic fever
but at the time of hospitalisation was treated as a
suspected case.
Target achieved?

Yes, 91.5%

By the end of December 2014, 3,578 Maori children
were enrolled with the community based oral health
service – 91.5% of the Maori 0 – 4 year old
population for that year. The graph shows a
significant increase in the enrolment rates – for both
Maori and Total population groups – year on year
since 2011. Over these last three years the number
of enrolments has almost trebled – 183% increase for
Maori, and 93% increase in enrolments of all preschool children, to a total of 10,523 (the population
figures have reduced by only 50 children over this
same period).

Mental Health

Number and rate of Mental Health Act section 29
Community Treatment Orders per 100,000 population
Target: equal to or less than national rate for Maori (269)

Target achieved?
Awaiting data from MoH.

10. Sudden Unexpected Death in Infancy
SUDI rate per 1,000 live births
Target: ≤0.5 / 1,000

Aggregate 5-year rate (2008-2012):
1.12 per 1,000 live births (total population/13 infants)
2.33 per 1,000 live births (Maori population/10
infants)
(Data source: Ministry of Health)

Target achieved?

No, 2.3/1,000

MidCentral’s rates for sudden unexpected death in
infancy were higher than the national rate reported
for the aggregate 5-year rate (2008-2012). Over this
period, two sudden unexpected deaths of Maori
infants occurred on average each year – just over
three-quarters of the total number of SUDI deaths
reported for this period. Proportionately,
MidCentral’s rates for Maori compared to the total
population rates were not significantly different from
the NZ rates for Maori.
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14 RECOMMENDATION
It is recommended:
that this report be received
Stephanie Turner
Director Māori Health & Disability
Māori Directorate
MCDHB
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1

EXECUTIVE SUMMARY

Kia Ora Hauora Central Region
Programme Highlights: April 2015 – June 2015
KOH Champions
Programme

Work Experience Day


MidCentral DHB: Kararaina Te
Puni is Year 13 at Palmerston
North Girls High School. Her
moemoea is to attend Auckland
University Medical School to
study Health Science/Bio Med
Year 1 and Medical Sciences
for up to 3 years. Kararaina
came third in this year’s
regional Manu Korero Comps.




48 junior students from 7
schools across Wellington,
Porirua, Kāpiti and Otaki.
20 min workshops across 7
Allied health professions
Fun and interactive
presentation where the
students could touch, act
and participate in the
workshops profession.
34 of the 48 students were
Māori

KOH Champions
Programme

Whanganui DHB has
appointed their KOH Champion
for 2015/16. Antonia Hoeta
lives in Ohakune and is a year
13 student at Ruapehu College.
Antonia is planning to study
medicine at Otago University in
2016 and hopes to go on to
specialise in paediatrics.

Total Registrations

Kia Ora Hauora
Central Region

2015 Registrations

Success Story

Tertiary Support Group
Assistance

Promotional Activity

Siobhan Hennessey
 2013 – Massey University
Nursing student.
 2014 – KOH Jnr roadshow
presenter.
 2015 – Employed at
MCDHB. Supported by
endorsement letter and
DHB engagement survey.

$2000.00 Sponsorship grants
awarded to:
 UCOL – Whanganui (10
students);
 UCOL – Palmerston North
(Papaioea) (12 students);
and,
 Whitireia Community
Polytechnic – Porirua (18
students).

Careers Expo: Dannevirke High
School
Pg 4 of 13
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2

ENROLMENT
During the fourth quarter enrolment has increased to the CRCC KOH programme.
There continue to be minor variances in the data due to the ongoing cleansing of the
national database. As at 16 June 2015, the national database shows that:
2014 / 15 Registration
 97% of Central Region enrolments are Māori
 The Central Region hub are:
 88% above the annual registration target
 128% above the annual 1st Year Tertiary target
 A significant number of enrolments are female and from within Secondary
schools, however Tertiary registrations are increasing
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Total Registration
 99% of Central Region enrolments are Māori
 Enrolments show the programme has exceeded to total to date target by 62%
 A significant number of enrolments are female and from within Secondary
schools
 As noted earlier, it is important to note that numbers have decreased since
the Q1-2 report as the database has been cleansed to have more robust
data.
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3

PROMOTIONAL ACTIVITY

Promotional activity has been divided into two sections: Promotional Activity Supported (supported
attendance or resources) or Promotional Activity Attended (Regional Coordination attendance).
Activity is described as below:

Yr9



Careers Expo- Dannevirke High School
Careers Expo - Horowhenua College
Career Expo - Fielding High School
Te Ara Mātauranga Senior Māori
Experience Day-Massey Uni WGN

April

Event

May

Promotional Activity Supported

June

3.1

Yr10



Yr11



Yr12



Yr13



Tertiary



Community



 
 















 

















Event

Yr9



Yr10



Yr11



Yr12



Yr13



Tertiary



Community



Hawkes Bay Today - Career expo

 











The Wellington College Career Expo

 









Careers Expo: Dannevirke High School

June

May

April

3.2

Promotional Activity Attended

4

SECTOR ENGAGEMENT

4.1

Te Kete Taunaki a Tāne-te-Waiora (Tertiary Support Group Assistance).

In March, the Central Region Co-ordinator promoted and delivered workshops for the Ministry of
Health, Hauora Māori scholarships. The Central Region KOH Te kete taunaki a Tāne-te-Waiora,
tertiary support group assistance (TSGA) was also promoted. The assistance package is comprised
of a sponsorship grant of up to $2000 and is aimed at enhancing activities or events that engage and
encourage the retention of Māori tertiary students who are currently enrolled in a health related
qualification.
Kia Ora Hauora Central provided sponsorship for Māori Tertiary Student Support Groups from
 UCOL – Whanganui (10 students);
Pg 7 of 13

203



UCOL – Palmerston North (Papaioea) (12 students); and,
Whitireia Community Polytechnic – Porirua (18 students).

This year all tertiary institutes choose to use TSGA to send their nursing students to ‘Hui tauira me
ngā neehi Māori 2015’ at Ngā Kete Wānanga Marae, Manukau Institute of Technology on 5 - 8th May
2015.
This was UCOL Whanganui’s second year applying for TSGA. Of the 10 students, 4 were registered
with KOH, with 6 registering as part of the sponsorship.
This was the first time UCOL, Papaioea have applied, however they were part of a joint application
last year with UCOL Whanganui. Only 2 students were registered with KOH prior to the event. The
Papaioea students were of mixed year levels and 8 registered with Kia Ora Hauora after the event.
Whitireia Community Polytechnic has applied for TSGA since 2013. This year 18 students were
sponsored to attend the conference. All of these students were registered with KOH prior to the event
with some students having been registered since 2011.
This highlights the importance of Kia Ora Hauora Central’s ongoing assistance, through initiatives
such as TSGA, to support student commitment to a health related qualification and
In total, 40 nursing students from Whanganui, Papaioea & Porirua attended Hui tauira me ngā neehi
nd
rd
Māori 2015 with sixteen students from Year 1, seven studying 2 Year, fourteen 3 Year students
and three undefined when completing the registration.

4.2

Hastings Intermediate Leadership Academy visit – Capital and Coast DHB
th

For the 5 year, Capital and Coast DHB was host to Hastings Intermediate Leadership Academy. The
Leadership Academy is available only to the senior Year 8 students and, after a comprehensive
application and interview process, offers students a specialised programme cultivating leadership,
personal development and citizenship. Students have numerous workshops and trips away where
they are able to meet leaders in the community and government and to broaden their experiences.
Whilst at Wellington Hospital the Academy received a tour and workshop with CCDHB CEO. During
the workshop the students are given an insight into the CEO’s working day, her achievements,
disappointments, motivation and her personal thoughts on what makes a good leader. The korero is
always finished with a heartfelt waiata from the students.
A particular highlight this year was the involvement of University of Otago, Wellington (UoOW) who
opened their ‘museum’ for the students to see and learn about diseased organs.
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Hastings Intermediate Leadership Academy with CCDHB CEO, Debbie Chin.

4.3

Work Experience Day – Capital and Coast DHB

In May, Kia Ora Hauora in collaboration with Human Resources and Māori Health Development
Group hosted another successful Work Exposure Day at Capital and Coast DHB. The Simulation
Suite played venue to 48 junior students from 7 schools across Wellington, Porirua, Kāpiti and as far
as Otaki. Two of these schools were Te Kura Kaupapa Māori.
A mihi whakatau and introduction to CCDHB departments was delivered by Kia Ora Hauora, Māori
Health Development Group, Allied Health, Scientific and Technical and Human Resources. The
students were then escorted, each with a CCDHB staff member as chaperone, to the Simulation Suite
for 20 min workshops across 7 Allied health professions.
In their school groups they rotated throughout the simulation suite rooms, each room was designed to
have a fun and interactive presentation where the students could touch, act and participate in the
workshops profession. Although the theatres room scored high on the feedback form, students also
stated the presentation / workshops weren’t long enough and would’ve like to have seen more
professions.
Overall the day was a success with one teacher from Aotea College saying “Thank you so much for
giving our students this experience. If there’s one thing I could change about the experience is that
the day be longer or it be spread over a couple of days”.
34 of the 48 students were Māori.
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4.4

Kia Ora Hauora Champions Programme

KOH Central implements a Champions Programme to support rangatahi. Each District Health Board
Māori Health had the opportunity to appoint a Kia Ora Hauora Rangatahi champion. The chosen
rangatahi champion provided advice and contributed to a health project as defined by their host DHB
MidCentral DHB has appointed their KOH Champion for 2015/16. Kararaina Te Puni is Year 13 at
Palmerston North Girls High School. Her moemoea is to attend Auckland University Medical School
to study Health Science/Bio Med Year 1 and Medical Sciences for up to 3 years. Kararaina came third
in this year’s regional Manu Korero Comps.
Kararaina’s tasks during the 12 month programme include (but not limited to):
1. Design and develop a database for MidCentral DHB’s Kia Ora Hauora registered Rangatahi.
2. Update and maintain the previous KOH Champions rangatahi hauora webpage.
http://www.midcentraldhb.govt.nz/WorkingMDHB/KaimahiOra/rangatahi/Pages/default.aspx#
3. Complete interviews with Siobhan and Keita-Alix and upload to the rangatahi Hauora
webpage.
4. Attend career expos and health promotion days when available.
5. Continue to work with MidCentral HR to create opportunities for KOH Rangatahi and Māori
workforce.

Careers/Expo Day at Feilding High School June 2015
st

Left to Right (facing) Siobhan Hennessey – 1 Year Grad – Child & Adolescent Mental Health (KOH
registered); Kararaina Te Puni – Y13 KOH Champion; Rachel Martin – Trainee Intern; Jess Nolan –
st
1 Year Grad – Fielding Community Centre Mental Health
Whanganui DHB has appointed their KOH Champion for 2015/16. Antonia Hoeta lives in Ohakune
and is a year 13 student at Ruapehu College. Antonia is planning to study medicine at Otago
University in 2016 and hopes to go on to specialise in paediatrics.
The main focus of her KOH rangatahi champion project is to:
- Research and have discussions with her peers in the Waimarino (small rural communities of
Ohakune and Raetihi) area about what services are available to youth in the area and how
they can be strengthened;
- To participate in the steering group that is implementing a new WDHB youth services online
portal;
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-

-

Provide feedback and ideas for improvements to the Te Hau Ranga Ora - Māori Health
Services webpages particularly focused on rangatahi and working alongside the WDHB
communications team; and,
To provide ideas and advice on how the DHB can improve its communication and health
promotion messages to rangatahi via various mediums.

Lianne Kohere (Whanganui DHB) and Antonia Hoeta

4.5

Kia Ora Hauora Success Story

Along with Keita-Alix (from last quarters report) Siobhan Hennessey registered with KOH in 2013 as
a Massey University nursing student, after volunteering to be campus tour guides for the first Massey
University Mini Open Day for Māori Senior students (Kura Pūtaiao). Since that event both Keita-Alix
and Siobhan supported the Central Region KOH junior roadshow by participating as workshop
presenters during the tour of MidCentral high schools.
Towards the end of 2014, at her request, KOH provided an endorsement letter and encouraged her to
complete the KOH DHB engagement survey. Siobhan’s survey results showed her first choice of
employer was MidCentral DHB
The MidCentral workforce representative (and Central Region Kia Ora Hauora Project Reference
Group member) has been working with the MCDHB HR department to support the employment of
KOH enrolments/graduates and was pleased to announce that Siobhan has full time employment at
MCDHB.

4.6

National Coordination Centre (NCC)

The Central Region continues to participate in monthly operational meetings with NCC and the three
Regional hubs. These meetings provide the opportunity to be valuable in the sharing of information, a
forum for ideas to be expressed along with support and collaboration from other members if needed.
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5

RISKS / ISSUES & MITIGATION

Issue / Risk

Mitigation Strategy

Programme reporting

The Central Region hub will ensure reports are
forwarded to the Ministry on time.

Limited administration capacity.

Additional 0.8FTE administration support needs to be
appointed. Currently a request to re-appoint is
awaiting approval.
CRCC to provide support to Central Region DHBs
with limited workforce capacity.

Lack of buy-in from key stakeholders.

Early consultation and timely updates alongside the
development of an effective communication strategy
and plan.
Inclusion on project advisory groups and the provision
of project updates.

Feedback loop to key stakeholders
compromised.

Membership on the CR PRG is representative of the
key target groups and communities.

National and regional hub priorities aren’t
aligned effectively causing delays to delivery
and achievement of project milestones at the
regional level.

Ensure the respective regional plan is aligned to the
contract and conducive to operating the KOH
programme within already established Central Region
groupings.

Non-activity for the region’s secondary
schools.

Ensure that participating schools are offered
opportunity’s to be involved in KOH initiatives.

Inequitable share of activities across the
Central Region DHBs.

Implement activity in Wairarapa and Hutt Valley DHB
districts.
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6

FINANCIAL REPORT

Expenditure

Total

Personnel
Travel and
Accommodation
Operating Expenses
Resources
Income
Expenditure
Variance

Q1
2014/15
26,752

Q2
2014/15
25,085

Q3
2014/15
31,150

Q4
2014/15
26,888

Totals
109,876

4,700
5,642
5,606
50,000
42,701
7,299

5905
10,372
0
50,000
41,362
8,638

4431
10,856
1,285
50,000
47,721
2,279

5270
41,604
0
50,000
74,373
-24,373

20,306
68,474
6,891
200,000
206,158
-6,158

1

1

The increase in expenditure in Q4 is due to an unpaid invoice for the Tū Kaha 2014 Rangatahi Stream
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TO Community and Public Health Advisory
Committee
FROM Senior Portfolio Manager
Child, Youth & Intersectoral Partnerships
DATE 14 August 2015
SUBJECT CHILD HEALTH SERVICE –
COMMUNITY TEAM ANNUAL REPORT

1.

SUMMARY

1.1

Purpose

Memorandum

The purpose of this paper is to provide the Community and Public Health Advisory Committee
(CPHAC) with the recent annual report for the Child Health Service – Community Team. This
report is for the Committee’s information only.

1.2

Executive summary

The Child Health Service – Community Team presented their first annual report to the Child
Health Tamariki Ora District Group on 10 August 2015. The District Group believed the report
provided an excellent overview of the progress of the community child health sector and were
supportive of the report being presented to CPHAC Committee for their information and
enjoyment.
The Child Health Service Community Team (CHSCT) is a multi disciplinary team made up of
Paediatricians, Clinical Nurse Specialists, Registered Nurses, Social Workers and administrative
support. The team has grown significantly this year due to the additional resources required to
support the Children’s Team in Horowhenua/Otaki.
There are some clear highlights in this paper. Of particular note is the success of the eczema
service which has developed a substantial relationship with the specialist dermatology service
whereby referrals to dermatology are now re routed to the eczema service first and are only seen
by the Dermatologist if the eczema Nurses deem it appropriate. This is an ideal example of a
successful primary secondary interface and integrated team working to the top of their license
putting the child and/or young person at the centre of care.
Also of significance is the work alongside the primary care sector. This is evident in the Oral
Rehydration for Paediatric Gastroenteritis programme with Community Pharmacy and the
Child Health Asthma Integration project at Radius Integrated Family Health Centre. These
programmes alongside the child health clinics held at Te Aroha Noa Social Service Agency
clearly depict the breadth of the team’s relationships and linkages. This service has a very clear
understanding of the community and seeks out opportunities to work collaboratively to improve
health services for children and young people.
This service has been somewhat organic in its development at times but it is very reassuring to
see the progress that has been made. Thanks must go to the Health Care Development Team for
their management of the service and to the Child Health Tamariki Ora District Group
(CHTODG) for their strategic oversight and guidance and development of the service going
forward.
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2.

RECOMMENDATION

It is recommended:
that this report be received

Barb Bradnock
Senior Portfolio Manager
Child, Youth & Intersectoral Partnerships
Funding & Planning
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Report received from Child Health Service
Child Health Service – Community Team
Annual Report
30 June 2015
This document is the annual report to the Child Health Tamariki Ora District Group, the
governance body to whom the Team is accountable for a workstream of activities. This report
outlines the structure of the Team, its linkages and liaisons, intersectoral relationships,
highlights of the last year’s activities, and some future plans for the next year.
Child Health Service
MidCentral DHB Child Health Service consists of Paediatric Services (Children’s Ward,
Children’s Clinic, Children’s Assessment Unit, Children’s Homecare Team), Neonatal Unit,
Child Development Service, and the Community Team. The Children’s Continence Service
currently sits with the Paediatric Service but plans to sit with the Community Team.
Community Team
The Team consists of Nurses, Paediatricians, Social Workers, Keeping Babies Safe Coordinator,
Health Broker, and management. The Team works in and out of Health on Main, with many
activities in primary care settings such as Integrated Family Health Centres.
Linkages and liaisons are essential to the functioning of the Team. These include, but are not
limited to: Public Health, B4Schools, Well Child providers, Immunisation Team, Pasifika Team,
Newborn Enrolment Coordinator, Dietitians (both PHO and MCH), MCH Specialist services (eg
Dermatology), Pharmacists, Whanau Ora, Iwi providers, IFHCs (Tararua Health Group,
Horowhenua Health Centre, Otaki Medical Centre, Feilding Health Centre, Te Waiora, Palms,
Kauri), Te Aroha Noa, PHO, HCD (including Map of Medicine and Acute Care).
Intersectoral relationships include, but are not limited to: Education (ECE, primary,
secondary), CYFS, WINZ, Housing NZ, and the Horowhenua Otaki Children’s Team.
The Service goals are:
• To provide specialist child health services in the community
• To upskill other providers of healthcare to children
• To encourage joined up care through the professional/s most suited to the child and
family
• To develop an integrated framework of services linking health and non-health sectors
The range of activities reflects these goals, underpinned by the principle of adaptable and
flexible rapid cycle trials of innovation, in an environment of high trust and collaboration.
The Child Health Service Community Team has three main functions:
• Clinical Services: The focus will be on identified health issues (currently asthma and
eczema), providing paediatric expertise.
• Consultation and Clinical Liaison: Provides support for primary providers, particularly
with training, providing education to enable primary providers to improve their skills
and thus improve outcomes for children. There will be liaison with secondary services
and other agencies to consider more effective ways of dealing with clinical issues; and
• Planning and Regional Issues: Focus on needs assessment and analysis of key sources to
confirm the health status of children in the MDHB region and thus identify health issues
that are priorities for this region.
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Clinical Services
Nurse Led Activities
Eczema Service
Within MidCentral DHB and Child Health Services, eczema and atopic dermatitis (AD) has long
been identified as a condition that, given some small resource to a specific group of children and
families, significant gain in health and social well being can be made.
The nurse led Community Children’s Eczema Service commenced in 2011 and is available for all
children/tamariki in the MDHB region. A total of 45 clinics are provided per month. This
represents an additional nine clinics per month over the last twelve months. These clinics
(inclusive of asthma from October 2014) are provided across the region in nine different
locations (The Palms, Health on Main, Teen Parent Unit Freyberg High School, Te Aroha Noa,
Feilding Healthcare, Otaki, Levin, Foxton, Dannevirke). The new model of care has markedly
reduced the numbers seen in the hospital clinic. Paediatrician time is more valuably spent
supporting community based services, there is better clinical outcome for children, and other
benefits such as kindy attendance and parental employment.
The nurse-led eczema clinics aim to improve patient experiences and outcomes, such as an
improvement in children’s skin conditions by reducing the SCORAD (Eczema Severity Score)
and helping to reduce upset, embarrassment and self-consciousness because of their skin.
Approximately 90 percent of children seen to date have been complex, often with long-term
unmet health needs, and additional co-morbidities such as asthma and scabies.
The service works to improve integration with the secondary dermatology and paediatric service
and has established a seamless pathway for referring complex and urgent cases. All referrals for
eczema from Primary Health care are first seen by the Children’s Eczema Service. The nursing
team will determine whether the child and family needs specialist dermatologist or paediatrician
assessment, enabling those populations with the highest need to have improved access. The
nursing team work in collaboration with Children's Ward staff to ensure a seamless journey
from community to hospital if a child requires inpatient admission.
ANNUAL SUMMARY JULY 2014 - JUNE 2015
PN

The Palms

Te Aroha Noa

Pasifika Centre

Freyberg TPU

Tararua

Horo

Foxton

Otaki

Feilding

Registered

233

18

0

0

0

29

57

20

13

22

Total Registered

392

Discharged

188

36

7

1

4

31

54

16

9

20

Total Discharged

366

244
414
59
166
36
107

68
119
29
47
18
27

3
25
0
8
0
1

2
3
0
1
0
2

0
11
0
4
0
3

33
46
11
13
7
15

58
165
18
71
5
52

19
42
4
19
2
12

17
34
8
16
2
10

21
37
4
12
1
15

Seen Initial
Seen F/up
DNA Initial
DNA F/up
Can Initial
Can F/up

Total Seen

1361

Total DNA

490

Total Cancelled

315

Number of children seen in nurse-led eczema clinics in 2014-5 (above), and ethnicity
proportions (below)
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Numbers of children with a diagnosis of eczema seen at Children's Clinic, Palmerston North Hospital,
showing a major downward trend following commencement of the Children's Eczema Service in June
2011. From a peak of over 140 now just over 20 children are seen annually.

Asthma Service
Children’s Asthma Service commenced in October 2014. Children are referred from General
Practice when there is an identified need for further education. The referrer is expected to have
followed the locally developed collaborative Map of Medicine pathway for managing childhood
asthma, which includes the provision of an action plan. The focus of the nurse-led clinics is on
education relating to use of inhalers, spacers, triggers, what to do with increased symptoms, how
to use the action plan, plans for school and any other parent or child issues. To date, it is
evident that almost 100 percent of the children and families have had, or retained, little to no
education related to their asthma management and have little understanding of the use of their
action plan.
All children seen at either the eczema or asthma clinics have a comprehensive assessment at the
initial appointment. Many of the children have long term unmet needs such as poor oral
hygiene, poor school attendance, infectious skin conditions, continence issues, and compliance
issues in use of skin treatments and or respiratory treatments. Following the consult, much
time is spent liaising with Specialist Paediatric Services (Paediatricians, RMOs and Children’s
Ward staff) and Primary Health Care Providers to ensure an integrated and coordinated
approach to service delivery. Extensive effort is made arranging referrals to various agencies,
discussing options for additional support for the child and family, and assistance with Public
Health Nurses, Social Work, Pasifika team nurses, Paediatricians, Dietitians, Dermatology
specialist staff, Oral hygiene staff (this list is not exhaustive).
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Paediatric Continence Service
In September 2014 a Service Level Agreement was signed by MidCentral DHB for the
development of a Paediatric Continence Service. Incremental implementation of nurse-led
programmes is underway. The Service will include: constipation, nocturnal enuresis, bladder
dysfunction and the assessment/annual review of children eligible for funded continence
products.

Continence Service development:
• Nocturnal Enuresis Programme has been running since 2009 and continues to accept
community referrals
• Paediatrician referrals to the Nurse Led service for constipation are being received and
actioned from March 2015
• Paediatrician referrals to Nurse led service for daytime wetting and urinary dysfunction
issues commenced in May 2015
• Evidenced based and family-centred management plans have been developed
• Referral and discharge criteria, clinical guidelines, care plans, and an assessment form
have been developed and are being trialled
• A referral intake meeting with Paediatrician and nursing staff will occur weekly
• Discussions with Urology Department to ensure continuity of care for children
transferring from their Service to the Paediatric Continence Service. This includes the
transfer of approximately 75 children requiring annual review for provision of funded
continence products.
Consultation and Clinical Liaison
A number of activities of the Child Health Service – Community Team provide educational
opportunities for the primary healthcare workforce related to the care of children. These
include:
• Development of an annual education plan - providing targeted education sessions,
through interactive workshops, for primary health care nurses on assessment and
management of children (Figure 1)
• Facilitating Child Health forums twice a year (Figure 2)
• Supporting the Well Child forums four times per year
• Production of the Kids Health newsletter, which has been published since 2010. It
features topical articles from respected child health professionals and highlights many of
the collaborative projects and work streams occurring across the district (Figure 3)
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(Figure 1)

(Figure 2)

(Figure 3)

A continuous focus of the Community Team is building the capacity and capability of the sector
in relation to child health issues by providing professional development opportunities:
• Developing Child Health “champions” in Primary Healthcare settings with specific
emphasis on asthma and eczema
• Developing Children’s Ward nursing staff expertise in eczema management
• Opportunistic education when in Primary Care locations and NGOs
• Assisting with embedding Map of Medicine pathways that relate to the care of children
(seven pathways currently established)
Planning and Regional issues
Representation on and contribution to the Child Health Tamariki Ora District Group, meetings
bi-monthly.
CNSs and CCNs continue to support the implementation of the healthy skin project for various
skin conditions running through Public Health in schools.
Involvement in asthma projects at Te Waiora and Horowhenua Community Practice.
Child Health Asthma Implementation Project
Focus on clinical implementation has been central to the Child Health Asthma Project at Radius
Integrated Family Health Centre. This is a specific quality improvement project that was
established in collaboration with Radius in August 2013 to improve the reliability of Child
Asthma treatment in primary care, based on the collaborative clinical pathway for Asthma. In
our district asthma is one of the top three ambulatory sensitive hospitalisations (ASH). ASH is
frequently used as a measure of the effectiveness of health care delivery in primary care.
A manual audit of clinical records produced baseline data showing that general practice asthma
care was only meeting on average 27 percent of the evidence-based child asthma treatment
steps, identified on the localised, Collaborative Clinical Pathways for Acute and Chronic Child
Asthma.
Through multiple Plan-Do-Study-Act cycles the team have improved performance to an average
of 47 percent. Multiple interventions involving community child health paediatrician and
nurses, PHO, pharmacist, and practice team, have led to sustained improvement, and
subsequent decrease in hospital presentations.
Successful interventions were: the interactive peer review education with the paediatrician,
team feedback, and the use of posters displaying the pathway steps in cubicles. Also showing
some signs of supporting and progressing this improved performance is the use of an advanced
form to document child asthma consultations. The success is now being shared with other
practices.
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Oral Rehydration for Paediatric Gastroenteritis – Community Pharmacy Service
In developing the Collaborative Clinical Pathway for Paediatric Gastroenteritis it became
apparent that community pharmacy could facilitate early assessment and treatment or expedite
referral for children with Paediatric Gastroenteritis. The pathway document was used to
underpin this new service. Paediatrician Jeff Brown and the Child Health Community CNS
collaborated with the MidCentral Community Pharmacy Group to develop this service, to
provide training for pharmacists, and to implement provision of advice and oral rehydration
solution in pharmacies for dehydrated children. A review has not identified any children given
inappropriate treatment, there are reduced numbers of children needing admission to hospital,
and those who are admitted are not as severely dehydrated. The success of this service has been
maintained through an ongoing relationship and the provision of update sessions.
Te Aroha Noa Community Service Clinics
These community focused Child Health clinics continue to be delivered by a Paediatric Registrar
and a Child Health CNS. Te Aroha Noa is a community service provider based in a lower socioeconomic and multi-cultural suburb. This clinic was initiated following contact and requests
from the community NGO. The initiative was supported by Funding and Planning and the Child
Health Clinical Director. The Child Health Community Team has worked alongside the
paediatric registrar to continue developing the system and process for the delivery of these
monthly clinics and provides support in implementation. These clinics are intended to address
general Child Health needs and while the CNS is seeing predominantly eczema related concerns
it has the potential to be delivered by a Nurse Practitioner in the future. Oversight for triage and
support for the registrar is provided by a Paedaitrician.
Social Worker Led Activities
Focus of role
The Child Health Community Team Social Worker Advanced Practitioner commenced in
October 2014. The focus of this newly established social work position is working with
healthcare teams to improve and enhance clinical care of the child and their family/whanau
through the delivery of services that are responsive to the client’s needs and the healthcare
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setting. This includes inter-disciplinary assessment and referral processes, developing plans
with the child and their family/whanau to address their needs, referring and linking with
appropriate services, collaborating with other agencies and services to improve the health and
wellbeing of the child and their family/whanau and advocating for solutions to unmet needs.
Key activities
So far the Social Worker has worked with children and families to assist with access to care and
treatment, child protection concerns, DNA support and in an advocacy role.
The Social Worker is also a Lead Professional for the Horowhenua/Otaki Children’s Team.
Recruitment
The Child Health Community Team has recently appointed a further Social Worker 0.5FTE who
is also a Health Broker 0.5FTE for the Horowhenua/Otaki Children’s Team. This is a 12 month
contract and this Social Worker is supported and supervised by the Social Worker Advanced
Practitioner.
Keeping Babies Safe/Pepi Haumaru Coordinator Led
Activities
Focus of Role
The Pepi Haumaru / Keeping Baby Safe program commenced in
June 2014. The aims of the program are:
• For infants every sleep will be a safe sleep, and the same
safe sleep message is conveyed from hospital to home.
• Babies will be handled gently and protected from
violence, and parents will be supported to protect their
babies.
• Babies’ living environments will be smokefree and
parents will be supported to provide a smokefree
environment to their baby.
Key activities to date
The secondary care setting has engaged excellently with this
program of work; all nursing and midwifery staff in Child Health
and Women’s Health have been educated in best practice about safe sleep principles and
practices, shaken baby prevention and smoking cessation. They now provide safe sleep, shaken
baby prevention and smoking cessation information to all parents of infants under one year of
age.
The Pepi-Pod scheme is now available throughout the MidCentral region. Community
distributors give out the pods along with a half hour kōrero about safe sleep with the main infant
caregivers. To date 21 Pepi-pods have been distributed. One Pepi-pod was returned by a family
who did not use it, all other families have found the pod to be very useful and appropriate to
their needs. They are spreading the information about safe sleep with their friends and family
which means we are infiltrating community networks with good safe sleep messages.
Well Child/Tamariki Ora nurses are at the forefront of working with vulnerable infants in our
region. They have received up to date education and training about best practice for safe sleep
and shaken baby prevention from the coordinator. For the WCTO nurses and kaiawhina this
education has built on the good knowledge base and experience they already have.
A training module has been developed for LMCs to ensure they have knowledge about SUDI
prevention and Shaken baby prevention and resources within the MidCentral region to support
vulnerable families. This training provides midwives with 2 Points towards their professional
activity quota.
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There is also online training available to all health professionals and NGO employees who are
working with infants and their whanau. Links to this are on the MidCentral intranet, and sent
out to appropriate people via emails.
Primary Health workers in Public Health and the Child Community Health Team have also
received education and resources about safe sleep and shaken baby prevention. The target
group is infants under one year and their caregivers.
The aim for the Pepi Haumaru/Keeping Babies Safe program in 2015-2016 is to focus on the
primary health sector. There will be particular attention given to general practice teams and
lead maternity carers to enable them to promote Safe sleep, Shaken baby prevention and
Smoking cessation within the Primary health sector.
An improvement project is also planned around improving breastfeeding rates within our
region, particularly for Maori infants and whanau. Currently MidCentral DHB is among the
worst DHBs for breastfeeding rates in New Zealand. Breastfeeding rates are measured at ages 6
weeks, three months and 6 months.
Paediatrician Led Activities
Dr Jeff Brown
Asthma and eczema service – Collaborative consults at Health on Main clinics, collaborative
consults with selected nurse-led cases, professional advice, provision of prescriptions, revision
of referral and care pathways including Map of Medicine, education of Team nurses, education
of primary care doctors and nurses in formal sessions, liaison with Dermatologist, liaison with
MCH inpatient services. Weekly attendance at HOM, available by phone otherwise.
Pharmacist provided oral rehydration – Formal education sessions to Community Pharmacists
to enable their provision of Oral Rehydration Solution to children with mild to moderate
dehydration from gastroenteritis, revision of Map of Medicine collaborative care pathway.
CHAIP project with Radius The Palms – Collaborative project to improve evidence based care
of children with asthma, fortnightly then monthly meetings to implement PDSA improvements,
formal education sessions, in the Palms with general practice team and quality improvement
leader.
TurboKids – extensive strategy, advocacy, influence and collaborative meetings to advance
concept of TurboKids as centre of excellence for joined up services for children whether
physical, mental health or disability challenges. Achieved Board support, now progressing to
defined project management, aim to house Community Team and several of the linkage and
liaison services.
Six weekly meetings with Operations Director MCH and Portfolio Manager MDHB to coordinate
activities and planning across the Child Health Service.
Collaborative Clinical Pathways (Map of Medicine) – revision of acute asthma, chronic asthma,
eczema, and oral rehydration pathways for republishing.
Child Health Tamariki Ora District Group – chair two monthly meetings of Child Health
Tamariki Ora District Group.
Child and Youth Mortality Review Group – chair six weekly meetings of local child and youth
mortality review group examining all deaths from 28 days to 24 years of age.
Children’s Team – advocate and support the setting up of the third Children’s Team in NZ, in
Otaki-Horowhenua, attend MSD workshops in Wellington, interview to appoint Director, work
with MSD and local Council to establish Team, support Paediatricians working with Team.
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New Zealand Child and Youth Epidemiology Service – co chair and facilitate with Barb
Bradnock the annual two day workshop in Wellington of the NZ Child and Youth Epidemiology
Service, focussing on the best chances to improve intersectoral approaches for the wicked
problems of child health.
Paediatric Society of New Zealand Council – member of Paediatric Society of New Zealand
Council, involved in Strategic Workshop reviewing past five years and planning next five years,
two monthly teleconferences and face to face meetings.
RACP NZ Paediatric and Child Health Division Committee – chair of Paediatric and Child
Health Division Committee, work includes training, supervision, policy, advocacy in child
health, member of NZ Committee across whole College and of PCHD in Australia. Face to face
meetings, teleconferences, and ongoing advocacy and liaison to improve child health in NZ.
National Health Board – member on NHB meeting eight times a year in Wellington and various
regions, allows both awareness of health issues at national level, and ability to influence some of
the direction of health strategy in the Ministry.
Advanced Paediatric Life Support – stepped down from NZ Presidency after 10 years, remains
on Executive, course director for three courses including Instructor Course, training doctors and
nurses involved in the resuscitation and life support of children, and training the trainers.
Continued course development including authoring revised Australian and New Zealand
manual, developing e-learning.
Newborn Life Support – on Steering Group for NZ Resuscitation Council NLS revising the
national NLS course including Instructor courses, provide Instructor Course training the
trainers.
Dr Nigel Orr
Continence service – Weekly team meetings (1 hour) to discuss referrals, current case
management, service improvements.
Monthly continence clinics (just commenced), a multidisciplinary clinic with developing
expertise in bladder and bowel assessment (new acquisition of urine flow-meter adding to
comprehensiveness of assessment).
Tararua service – Outreach clinics to Dannevirke and Pahiatua 2-5 times per month (average 3).
Routine in lunchtimes to visit the neighbouring medical practice, discuss cases and problems
including referral pathways. Ongoing relationship with practice personnel encourages
discussion, and “the more I do this, the more appropriate (and fewer) are the referrals that Child
Health is receiving”.
Asthma and eczema service – Eczema nurse-led clinic operates along the corridor from outreach
children’s clinic in Dannevirke, allows collaborative consults.
Dr Amy Hinder
Horowhenua Otaki Children’s Team meetings, also a couple of training workshops and a
community hui.
Discussions with Children’s Team members outside the regular meetings regarding specific
clinical cases and also the bigger picture of how our service and theirs work.
CYFS panel fortnightly.
Domestic violence project in Otaki Medical Centre.
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Clinical discussions and reviews with eczema and asthma nurses on regular basis.
Clinical discussions with GPs and Practice nurses in Otaki, monthly.
Meetings with RTLBs.
Email discussions with GPs, nurses, community physios, RTLBs, special education,
school/kindy teachers, etc.
Dr Megan Pybus
Clinics at Te Aroha Noa – monthly, triage and oversight of Registrar run clinics.
Horowhenua Health Centre – weekly, all day outreach clinic during which case discussions and
clinical upskilling occurs with GPs.
Horowhenua Otaki Children’s Team – weekly involvement as liaison Paediatrician.
Clinical discussions and reviews with eczema and asthma nurses on regular basis.
Child Abuse and Family Violence representative for Child Health Service.
Collaborative pathways (Map of Medicine) developed for behaviour problems in children.
Work within MDHB with plans to involve local territorial authority regarding fluoridation of
water supply in Horowhenua.
Dr Nicky Webster
On working group developing sore throat Map of Medicine collaborative pathway to be
implemented in primary care and public health.
Child Health Clinical Nurse Specialist – Lead
National paediatric palliative care network representative. Work focus has been on
development of symptom guidelines to support clinicians and development of local database to
better inform strategic planning.
Professional advice and mentoring to the Child Health community nurses. Provision of
education relevant to their practice. Upskilling in specific areas such as pain assessment, and
procedural management
Review and update of clinical guidelines
Set up and implementation of a quality plan and audit process for the Child Health Community
Team
Forms review and updates to meet MCH requirements.
Education for primary providers
Advice and education to parents groups monthly
Professional advice and support to the Keeping babies Safe programme coordinator. Assistance
with education and audit plans for the various services undertaking the programme.
Child Health District Network representative
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MidCentral DHB Health Awards 2014 – Supreme Award.
The Child Health Tamariki Ora District Group achieved the supreme award at the 2014 MDHB
Health Awards Ceremony in October 2014. This recognised the transformational achievements
throughout the district over the last ten years. A significant component of this work has been
the ongoing development of the Community Team, with a strong emphasis on a culture and
approach to collaborative integration.

Future Plans for 2015-6 and beyond

These focus areas for the next year aim to strengthen some current activities, grow clinical
champions in primary care, and develop integration by exploring innovative approaches.
Further discussion with PHO and secondary care Child Health leaders will help inform where
energies are best focussed.
• TurboKids – advance project to completion of co-designed architectural plans
• Continence – incorporate the service into TurboKids
• Asthma – explore adapting the CHAIP project to improve asthma care within a small
general practice, learning by PDSA methodology what can be achieved in a different
setting
• Extend integrated professional development by Community Child Health Nurses
working on Children’s Ward and in Children’s Clinic
• Integrate dermatologist clinics in primary care, alongside the nurse led eczema clinics
• Children’s Rights – work to establish the NZ and Australian charter on Children’s Rights
in all health care settings
• Injury Prevention – work with SafeKids Aotearoa to highlight safety messages and
activities in primary and secondary care, and incorporate their toolkit into home visits by
NGOs and other health professionals
• Obesity – explore Project Energize or other methodologies
• Pain and procedural distraction – support primary care with education and provision of
toolkit boxes
• Te Waiora – explore outreach clinics in collaborative consult style
• Te Aroha Noa – revise clinics to be Paediatrician triaged, Paediatric Registrar provided,
with Paediatrician support
• Feilding IFHC – Development of “champion nurse” and potential for outpatient
Paediatric clinics
• Kauri IFHC - Development of “champion nurse” and potential for outpatient Paediatric
clinics
• Data collection needs to record relevant activities and outcomes, be automatically
generated and collated, and will require sufficient IT and business analyst support

Recommendation
•
•
•

That this report be received by the CHTODG.
That this report be shared with Central PHO, HCD and the Committees they report to.
That this report be shared with the MCH Child Health Acute Governance Group
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TO Community and Public Health Advisory
Committee
FROM Regional Midwifery Advisor & Senior
Portfolio Manager Child, Youth &
Intersectoral Partnerships
DATE 8 August 2015

Memorandum

SUBJECT MIDCENTRAL ANNUAL

MATERNITY REPORT AND
MATERNITY QUALITY & SAFETY
REPORT 2015/16

1.

SUMMARY

1.1

Purpose

The draft of the Annual Maternity report 2014 and Maternity Quality and Safety programme
report is attached for your consideration and input prior to the document progressing to print.
1.2

Executive Summary

This report is the first Annual Maternity Report 2014 and is combined with the Maternity
Quality & Safety Report 2014/15 for MidCentral District Health Board (MDHB). It is a
milestone to show case the efforts and achievements of the Maternity Quality and Safety
Programme and Regional Women’s Health Service (RWHS) alongside our sub-regional partner,
Whanganui District Health Board.
Quality initiatives and issues pertaining to the RWHS cover both DHBs, whereas the other
initiatives and outcomes are focused on the work of MDHB only.
The highlights of the service/initiatives and points to note include:
•
•
•
•
•

The ‘5 things to do in the first 10 weeks of pregnancy’ initiative launched 2013/14 has
been taken up by other DHBs nationally. The influence of this initiative on early
registration is still to be determined.
Commencement of the dextrose gel policy to reduce term admissions for hypoglycaemia
to the Neonatal Unit.
The establishment of the Paruru Mowai multi-agency forum for maternal wellbeing and
child protection. This involved the employment of a coordinator to support the process.
The background work for the establishment of a Birth after Caesarean Section Clinic has
been initiated with the actual clinic on hold until a further specialist is employed.
A Midwifery professional support programme has been piloted.

This report gives an excellent overview of the achievements of a very busy team and is an
opportunity to celebrate success.
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1.2

Recommendation

It is recommended:
that this report be received

Barb Bradnock
Senior Portfolio Manager
Child, Youth & Intersectoral Partnerships
Funding & Planning
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MIDCENTRAL DISTRICT

HEALTH BOARD

			

MIDCENTRAL DHB’S VISION:

THE RWHS VISION:

MDHB MATERNITY
SERVICE VISION:
THE MQSP AIM:

Quality Living – Healthy Lives

“One Service Many Communities”
• one regional service for women of the combined districts
• one set of quality standards
• one clinical and management structure, with common
information systems
• one level of access to the most appropriate care required
• characterised by partnership with all stakeholders at all levels of
the service
• continued local secondary service delivery at
Palmerston North Hospital
To enable access to a high quality, collaborative and safe maternity
service in the MidCentral District, which is responsive to the needs of
women while achieving healthy outcomes for mothers and babies.
To enhance safety for women, babies, families and whānau and for
service providers working together to create the best possible maternity
service in which all mothers and babies are the focus of care, feel safe
and have improved outcomes.
5
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EXECUTIVE SUMMARY

DR CHERYL BENN
CHAIRPERSON MATERNITY
QUALITY AND SAFETY
GOVERNANCE GROUP

The four areas of focus in 2013/14 have rolled over into 2014/15 and
are likely to continue as future foci for initiatives across the region.
The areas of focus are professional development, maternal and
infant health and wellbeing, access to Lead Maternity Carer (LMC)
services and information systems. These foci have been identified
from recommendations from both national bodies (e.g. Ministry of
Health (MoH, Perinatal and Maternal Mortality Review Committee
(PMMRC), and National Maternity Monitoring Group (NMMG)) and local
needs including Mapping the Woman’s Maternity Journey which was
undertaken in 2012/13.
The members of the MQSP governance group and the RWHS
governance group are focused on the same vision of high quality,
safe, efficient care for women and their whānau within our combined
regions. Some initiatives are addressed throughout and include the
feedback via the maternity experience survey; avenues being pursued
to address blood loss at time of birth; implementation of the Maternity
Clinical Information System (MCIS) as early adopter DHBs, and ongoing
promotion of the ‘5 things to do in 10 weeks’ strategy in
the community.
Highlights of the service/initiatives and points to note include:
• The ‘5 things to do in the first 10 weeks of pregnancy’ initiative
launched in 2013/2014 has been taken up by other DHBs nationally.
The influence of this initiative on early registration is still to
be determined.
• Commencement of the dextrose gel policy to reduce term
admissions for hypoglycaemia to the Neonatal Unit (NNU).
• The establishment of the Pāruru Mōwai multi-agency forum for
maternal wellbeing and child protection and the employment
of a coordinator.
• The background work for the establishment of a Birth After
Caesarean Clinic has been initiated with the actual clinic on hold until
a further specialist is employed.
• Midwifery professional support programme has been piloted.

DR DIGBY NGAN KEE
CLINICAL DIRECTOR REGIONAL
WOMEN'S HEALTH SERVICE

KATHRYN COOK
CHIEF EXECUTIVE
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INTRODUCTION
The first annual maternity report for MidCentral District Health Board (MDHB) is a
milestone to showcase the efforts and achievements of the local Maternity Quality
and Safety Programme (MQSP) and Regional Women’s Health Service (RWHS)
alongside our sub-regional partner, Whanganui District Health Board (WDHB).
Quality initiatives and issues pertaining to the RWHS are included in this report as
covering both DHBs, whereas the other initiatives and outcomes are focused on
the work of the MDHB only.
The opportunity for District Health Boards (DHBs) to work together to improve
quality effectiveness and efficiencies is encouraged by the Ministry of Health
(MoH). The local MQSP structure links directly to the MoH national MQSP and the
National Maternity Monitoring Group (NMMG).
Together providers, planners, funders and users (consumers) of maternity services
are constantly reviewing processes, feedback and outcomes to develop safe
accessible and seamless maternity care across the primary and secondary care
sectors. Governance, operations and working groups of clinicians from primary
and secondary care, in conjunction with consumers, identify and focus on quality
improvements. Such projects are driven by national recommendations of the
NMMG and Perinatal and Maternal Mortality Review Committee (PMMRC),
findings from the NZ Maternity Clinical Indicators, local audit findings and high
level local outcomes data.
MDHB is an early adopter of the Maternity Clinical Information System (MCIS) and
as a result has experienced difficulties obtaining usable data for this reporting
period. The activities of the MQSP are based on the analysis of nationally
available data. The indicators are a key part of the Government's Maternity
Quality Initiative established to promote transparency and facilitate evaluation of
maternity care outcomes to enable women and their babies to get the same high
standard of care throughout the country.
Compared to New Zealand averages MDHB is a district with high rates of
deprivation, smoking, young childbearing age, with a higher proportion of Māori
women in the childbearing age group. There is a direct link between the higher
levels of poverty and social deprivation for the childbearing women of the district.
The impact of poverty and deprivation on their health is reflected by some of the
indicators and birthing facility data.
One way to improve outcomes and reduce interventions would be to have a
primary birthing unit in Palmerston North. Over the past few years there has
been a growing demand in the community from consumers and midwives for a
primary birthing unit. Once opened a primary birthing unit could reduce the rates
of interventions/caesarean sections within the MidCentral region. The National
Institute for Health and Care Excellence (NICE) UK advocate the use of home birth
or midwife-led units in their latest guidelines - Intrapartum Care: Care of healthy
women and their babies during childbirth 2015 and one of the key focuses of the
MQSP going forward is to increase primary birthing.

7
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PURPOSE AND BACKGROUND

Purpose of annual maternity and MQSP report
This is the first Maternity Annual Report developed by MidCentral DHB
to:
• Meet the expectations of the New Zealand Maternity Standards
(see table below)
• Report on the implementation and outcomes of the maternity
component of the Regional Women’s Health Service (RWHS).
• Document the services provided within the Maternity Services for
MidCentral DHB during the financial year 2013/2014 and the 2014
calendar year.
• Demonstrate trends in the population groups, service provision,
interventions and outcomes over time.
• Fulfill requirements of the Maternity Quality and Safety Programme
(year 3) reporting as required under section 2.2c of the Crown
Funding Agreement (CFA) Variation (Schedule B42).
• Outline the planned priorities, actions and deliverables for 2015/16.
• Provide a framework for the MQSP to continue and progress to
business as usual over the next three years.
Alignment with New Zealand Maternity Standards
The Annual Maternity Report has been developed to meet the
expectations of the New Zealand Maternity Standards
(as set out below).

Expectations of the New Zealand Maternity Standards:
Standard One:
Maternity services provide safe, high-quality services that are nationally consistent and achieve optimal
health outcomes for mothers and babies.
8.2

Report on implementation of findings and recommendations from multi-disciplinary meetings

8.4

Produce an annual maternity report

8.5

Demonstrate that consumer representatives are involved in the audit of maternity services
at MidCentral DHB

9.1

Plan, provide and report on appropriate and accessible maternity services to meet the needs of
the MidCentral region

9.2

Identify and report on the groups of women within their population who are accessing
maternity services, and whether they have additional health and social needs

Standard Two:
Maternity services ensure a women-centred approach that acknowledges pregnancy and childbirth as a
normal life stage.
17.2

Demonstrate in the annual maternity report how MidCentral DHB have responded to consumer
feedback on whether services are culturally safe and appropriate

19.2

Report on the proportion of women accessing continuity of care from a Lead Maternity Carer
(LMC) for primary maternity care

Standard Three:
All women have access to a nationally consistent, comprehensive range of maternity services that are
funded and provided appropriately to ensure there are no financial barriers to access for eligible women.
24.1
8

Report on implementation of the Maternity Referral Guidelines processes for transfer of clinical
responsibility
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The MDHB maternity service caters for a childbearing population of

MDHB CHILDBEARING
31,854 aged between 15-44 years old (Census, 2013). Compared to New
POPULATION DEMOGRAPHICS Zealand averages, there is a higher proportion of Māori, 17.4% of the
total population at the 2013 census compared to 14.1% nationally. Māori
women account for 20.2% of the childbearing age population in the
region. Rates of smoking are lower for women than men in the region
and 17.7% of 15-44 year old women identified as regular smokers at the
2013 census.
Women who are using maternity services
In the 2013 calendar year:
• 2,120 women residing in the MDHB region registered with a LMC at
some point during their pregnancy or postnatal period
• 1,943 of those women registered with a midwife
• Over half (52%) of women registered with a LMC are of European
ethnicity and a third (33.6%) are Māori
• 8.2% are of Asian ethnicity, 4.8% Pasifika, and 1.4% MELAA (Middle
Eastern/Latin American/African)
• Over two thirds (68.5%) of all women are registering with a LMC in
the first trimester
• A further 23.9% register in the second trimester and 3.1% in the
third trimester
• Over half of the 80 women registering at an unknown time are
European and are spread across all levels of deprivation
• On the socioeconomic deprivation scale at the time of registration,
over half (56.2%) of women were most deprived (quintile 4 and 5),
with 7.9% least deprived
• 21% of all women smoked on first registration with a LMC
• 13.3% of all Māori women smoked at the time of LMC registration.
Early registration with an LMC
Following the publication of the PMMRC’s 6th Annual Report in 2012
the NMMG made the following recommendation:All women should commence maternity care before 10 weeks,
which enables:
• Opportunity to offer screening for congenital abnormalities, sexually
transmitted infections, family violence and maternal mental health
with referral as appropriate
• Education around nutrition, smoking, alcohol and drug use and other
at-risk behaviours
• Recognition of underlying medical conditions, with referral to
secondary care as appropriate
• Identification of at-risk women (maternal age, obesity, maternal
mental health problems, multiple pregnancy, socio-economic
deprivation, maternal medical conditions)
In order to achieve this in MDHB and WDHB there has been the
promotion throughout the community of the 5 things to do in the first
10 weeks of pregnancy (5 in 10 programme, Appendix 4) key messages
for early pregnancy, engagement with General Practice (GP) teams and
the development of Map of Medicine pathways. All of these initiatives
are aimed at encouraging women to register with a LMC in the first
trimester of pregnancy. The table on next page shows that we still need
to increase the number of Māori women, and particularly those in the
under 16 age group, registering with a LMC.
9

232
Timing of MidCentral domiciled women registering with an LMC
Age range
(yr)

Percentage of registrations
in the first trimester by age

Percentage of Māori
registering in the first
trimester by age

Percentage of non-Māori
registering in the first
trimester by age

2012

2013

2012

2013

2012

2013

Under 16

43%

25%

40%

25%

50%

NA

16-19

50%

57%

46%

53%

42%

64%

20-24

64%

64%

54%

57%

72%

71%

25-29

69%

73%

57%

66%

72%

77%

30-34

72%

74%

50%

60%

64%

79%

35-39

63%

65%

54%

57%

57%

67%

40-44

52%

58%

42%

48%

48%

62%

45 and over

67%

25%

50%

50%

50%

NA

Source: National Maternity Collection, MoH, 2015.

OVERVIEW OF MATERNITY
SERVICES IN THE
MIDCENTRAL REGION

Primary birthing services are provided at home, in the primary birthing
units in Horowhenua and Dannevirke, and within the secondary
maternity facility at Palmerston North Hospital.
Secondary maternity services are provided at Palmerston North Hospital
and include: labour and birthing services, antenatal consultations,
elective caesarean section, inpatient antenatal and postnatal services.
The secondary care services are provided under the umbrella of the
RWHS.
Self-employed Lead Maternity Care (LMC)
LMC midwives provide care for the majority of MidCentral women
during pregnancy, labour and birth, and up to six weeks after their baby
is born. Care is provided in the woman’s own home, or in clinic facilities.
MDHB has one General Practitioner (GP) providing LMC care to women
in Palmerston North and another in the Horowhenua. There are no LMC
obstetricians in the MDHB.
The vast majority of LMC midwives work in small practices, and they
or their back-up LMC provide 24 hour, 7 day cover for women in their
care. Women are referred to other health professionals, hospitals and/or
specialist services as and when required.
Within MDHB LMC midwives support home and hospital births in
the urban and rural areas. There are currently no shortages but as in
past years some LMCs are moving out of self-employed practice to
employment in the DHB for various reasons, as hospital midwives also
move into LMC practice.
LMC midwives are publicly-funded and work alongside other health
professionals and community services. Two LMC midwives alternate
representation on the Service Improvement Meeting (SIM) which is held
monthly in the hospital. When special projects are being initiated the
NZCOM local branch is asked for LMC representatives to provide input
and advice on the project.
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Homebirth
Birthing at home is the only available primary birthing option in
Palmerston North outside of the secondary care unit and the two
primary birthing units located in Horowhenua and Dannevirke.
The majority of midwife LMCs (approx. 60%) provide homebirth
services and an additional 3 LMCs primarily focus on homebirth.
The Manawatu Homebirth Association Inc. (MHBA) provides
information and resources (e.g. birthing pools and hot water
caliphonts) to the community and health professionals in the wider
Palmerston North area. The MHBA is a volunteer organisation and not
publicly funded.
Homebirth data has not been collected within the MidCentral DHB in
2014 but the following table provides a good estimate and is in line
with national data. It is most likely that the actual 2014 homebirth rate
is closer to 6% and represents planned homebirths with two midwives
in attendance.
Deliveries for mothers domiciled in MidCentral DHB by facility type 2014
Facility

2010

2011

2012

Total

2010

2011

2012

Total

Secondary facility
Tertiary facility
Primary facility
Home birth
Unknown

1952
40
233
101
19

1926
54
197
110
12

1823
53
161
107
12

5701
147
591
318
43

83.2%
1.7%
9.9%
4.3%
0.8%

83.8%
2.3%
8.6%
4.8%
0.6%

84.6%
2.5%
7.5%
5.0%
0.6%

83.8%
2.2%
8.7%
4.7%
0.6%

Grand Total

2345

2299

2156

6800

100%

100%

100%

100%

Source: National Maternity Collection, MoH, 2014.

Primary maternity services and facilities
Primary birth units are run by midwives and are designed for healthy
women who have no complications during pregnancy or at the
onset of labour. The MidCentral region has two primary units, the
Horowhenua Maternity Unit at Levin and the Dannevirke Community
Hospital. Outreach obstetric clinics are held at Dannevirke and Levin.
For both areas, should a woman need specialist secondary care during
her pregnancy, labour or immediately post birth, she will be transferred
to Palmerston North Hospital for ongoing care with the secondary care
midwifery and obstetric teams.
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RURAL PRIMARY
BIRTHING UNITS

Horowhenua Maternity Unit
Horowhenua Maternity Unit is a primary level birthing and postnatal
unit based at the Horowhenua Health Centre offering maternity services
in the Horowhenua/Otaki area for MidCentral District Health Board.
The facility has four beds and is staffed 24 hours by midwives who work
on rostered and rotating shifts, and a Charge Midwife. The facility is
accessed by LMC midwives and by a local GP for primary births. All
have access agreements for this unit. Women who have delivered their
babies at Palmerston North Hospital may also transfer for inpatient
postnatal care. (All women admitted to Horowhenua Maternity Unit
are under the care of a LMC). An antenatal clinic service for women
requiring secondary level input is provided on site on a weekly basis,
every Tuesday. The unit is a baby friendly hospital accredited (BFHI)
facility. During 2014 there were 113 births at Horowhenua birthing unit.
Tararua Health Centre /Maternity services
Dannevirke Community Hospital is promoted as a centre which
enhances the health and welfare of all sectors of the community.
The Tararua Health Group was established in April 2009. This private
company comprises three GP practice sites and a community hospital
located in Southern Hawke’s Bay with the sites based in Dannevirke and
Pahiatua. The range of services provided by the group encompasses
GP primary healthcare, practice nursing, community nursing, hospital,
maternity and radiology services. This modern hospital provides three
beds as a primary birthing facility and is supported by a team of LMC
midwives and GPs. Self-employed LMCs using this service have
an access agreement with the Dannevirke Community Hospital
maternity services.
Palmerston North Hospital
Secondary maternity services are provided at Palmerston North
Hospital. Maternity services include: antenatal consultations, elective/
emergency caesarean sections, and inpatient antenatal admission
of women and postnatal stay. Some of the most frequently accessed
maternity-related services include:
• Diabetes services for women with existing or diagnosed diabetes in
pregnancy (see appendix1)
• Maternal Mental Health
• Community midwifery for high risk women and GP postnatal care.
The Women’s Health Unit (WHU) supports an antenatal/gynaecology
service and outpatient clinic plus birthing services for all women in the
MDHB. Most of the women using maternity services require a primary
level of care under their LMC. The delivery suite consists of eight
birthing rooms, five of which have baths. There is currently a proposal to
develop the four-bedded Antenatal Day Unit into an acute assessment
unit. The antenatal and postnatal beds number 24 in total, comprising
a mix of single and shared twin rooms with ensuite. LMCs have access
agreements to provide services to women in Palmerston North Hospital.
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SUMMARY OF OUTCOMES
FOR BIRTHING FACILITY

Palmerston North Hospital Maternity Unit
Data for the maternity report card is collected via the Performance
Planning Unit (PPU) through the previous maternity clinical system
of Terranova and from the recently commenced Maternity Clinical
Information System. Due to the commencement of the MCIS and
issues extracting data from the new system, it has been difficult to
fully analyse the maternity unit’s statistics due to paucity of data. The
MCIS governance group and project manager are working within the
maternity unit and updating the system to increase completion of
mandatory fields to improve the collection of necessary data.
In summary, figures available for the 2014 calendar year are:
• A total of 1776 births occurred in the hospital, which was a reduction
of approximately 200 births from the previous two years
• The number of spontaneous vaginal births was 59.5% which is below
the latest national average figures 65.9% (Report on Maternity 2012
Ministry of Health)
• The number of assisted vaginal births (ventouse and forceps) is 9.8%
which is on par with the national average in 2012 of 8.8%
• Women undergoing an elective caesarean section was 10% which is
slightly lower than the national average in 2012 of 11.6%
• Women undergoing an emergency caesarean section was 20%
which is higher than the national average of 13.7%. This makes the
combined caesarean section rate for 2014 30% compared to the
national average in 2012 of 25.3%
• 94% of babies born were over 2.5kg, with 6% being less than 2.5kg
which is equal to national figures
• 23.4% of women had an epidural; this percentage has remained fairly
consistent with 24.2% and 22.5% of women having epidurals in 2013
and 2012 respectively
• 67.6% of women birthing at Palmerston North Hospital identified as
NZ European/European/other European, with 18.2% identified as
Māori; this is consistent with the previous two years
• 5% of women had a Vaginal Birth After Caesarean section (VBAC)
between February to December 2014.
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Maternity Audit and Case Review Committee
The monthly Maternity Audit and Case Review Committee provides
a tracking system that enables analysis of maternity outcomes for
presentation and discussion by members of the Maternity Service
Improvement Committee. The aim is to ensure that lessons learned
from positive and adverse outcomes are applied in practice through
discussion, feedback and open communication. Opportunities for
practice changes are then designed to minimise the risk of similar
outcomes occurring in the future.
It was identified that the numbers of term infants without abnormalities
admitted to NNU were not accurate as reported by the tracking system.
When the true number of term admissions to NNU was uncovered (1 in
4 of all infants born in MidCentral in 2014 came to the NNU with 67%
of neonatal admissions being term infants) there was a decision to drill
down into the principle admitting diagnosis for each of these infants.
In late 2013 the Charge Nurse (CN) NNU conducted a three month
audit showing that roughly 30% of term admissions in that three month
period were due to neonatal hypoglycaemia and/or hypothermia. This
was identified as a point of action by the group and the Charge Nurse.
NNU commenced a joint project with Women’s Health Unit to introduce
oral dextrose gel as used in the “Sugar Babies Study”(Harris et al.,2013).
The Maternity Outcomes Tracking Table shows that the number of term
admissions to NNU has reduced since the introduction of the dextrose
gel policy in June 2014.
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TOTAL MONITORING

Maternity Outcome Reporting 2014
Jan

Feb

Mar

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Total number of
forms

121

119

138

114

158

125

128

139

129

139

128

123

Total number of
number of births

162

144

166

144

175

149

161

163

151

146

147

150

Reportable
Outcome-Labour

11

20

10

12

21

12

12

17

12

8

7

11

Reportable
Outcomedischarge

2

4

6

5

6

3

5

2

7

2

1

2

2 or more
outcomes for
patient

0

0

0

0

0

0

0

0

0

0

1

0

Incident forms
completed

9

9

17

17

8

9

12

19

8

12

18

10

Trend Monitoring

Jan

Feb

Mar

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Severe IUGR (<3rd
centile)

1

3

1

2

1

0

2

1

1

1

0

0

Anal sphincter
trauma

0

3

0

2

2

1

1

2

2

0

0

2

DDI >30 min for
Immediate C/S

2

0

0

1

0

2

0

0

0

0

0

0

Caesarean under
GA

1

2

3

1

2

2

2

1

1

1

1

3

Blood Transfusion
for PPH

2

1

0

2

1

2

2

1

1

2

1

1

Return to theatre

0

0

1

2

0

1

0

0

1

0

1

0

Anaesthetic
complication

0

0

1

2

1

0

1

0

2

0

0

0

Term baby without
abn admitted to
NNU

6

8

13

6

14

8

4

6

2

2

3

4

Maternal
readmission

1

3

2

5

1

2

3

3

6

1

0

0

13

20

21

23

22

18

15

14

16

7

6

10

Jan

Feb

Mar

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Eclamptic seizure

2

0

0

0

0

0

0

0

0

0

0

0

Low apgar

0

0

2

1

3

2

1

1

0

0

4

2

PPH>150mls EBL

3

6

3

1

4

2

3

5

2

4

1

2

Peripartum
hysterectomy

0

0

0

0

0

0

0

0

0

0

0

0

Visceral trauma

0

1

0

0

0

0

0

0

0

1

0

0

Maternal admission
to ICU

0

0

0

0

0

0

0

1

0

0

1

0

TOTAL

5

7

5

2

7

4

4

7

2

5

6

0

CASE REVIEW

TOTAL

15
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MANDATORY REPORTING

Maternity Outcome Reporting 2014 continued . .
Jan

Feb

Mar

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Antenatal
pulmonary
embolism

0

0

0

0

0

0

0

0

0

0

0

0

Amniotic fluid
embolism

0

0

0

0

0

0

0

0

0

0

0

0

Intra-partum fetal
demise/unexpected Neonatal death

0

0

0

0

1

0

1

0

0

0

0

0

Maternal death

0

0

0

0

0

0

0

0

0

0

0

0

TOTAL

0

0

0

0

1

0

1

0

0

0

0

0

Other unexpected
for review

0

4

1

0

2

0

1

0

0

0

0

1

Neonatal Unit
The secondary maternity service is supported by a level 2A Neonatal
Unit (NNU) which provides care for infants from 28 weeks and weight
1000g and above. The NNU is resourced for 14 beds with 17 physical
bed spaces. This is comprised of 5 ICU beds and 9 level 2 beds (flexi).
Infants can receive intensive care including short term ventilation,
long term CPAP/Humidified High flow and long lines for Total Parental
Nutrition (TPN). There is a 24 hour on call consultant paediatrician
and 24 hour on site paediatric registrar. Infants requiring tertiary care
(less than 28 weeks, requiring surgery or longer term ventilation) are
transferred to Wellington Neonatal Intensive Care Unit (NICU).
For the calendar year 2014:
505 infants were admitted to NNU
341 of these admissions were term infants (37 weeks and above).
Diagnosis on Admission to NNU 2014
ADMITTING DIAGNOSIS FOR
TERM ADMISSIONS TO NNU 2014

PERCENTAGE OF BABIES

Respiratory distress

29%

Hypoglycaemia

14%

Sepsis/fever

14%

Jaundiced/ABO

8%

Poor feeding/weight loss

8%

Hypothermia

6%

Flat at birth

5%

Meconium aspiration
Intra Uterine Growth Restriction (IUGR)
Other (apnoea, vomiting, withdrawal etc
Ongoing care (Wellington)
16

3.5%
2%
5.5%
5%
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CONSUMER FEEDBACK AND
RESPONSIVENESS
(MQSP 2014-2015)

A regionally developed maternity experience survey is being used by
the RWHS maternity facilities to evaluate the quality of care/services
during a women’s inpatient stay. The survey questions are derived from
the national maternity consumer survey and the Health Quality and
Safety Commission’s patient survey meaning facility feedback can be
benchmarked against national standards.
Other feedback is received from consumers using the “Tell us what you
think” forms, consumer feedback using the New Zealand College of
Midwives (NZCOM) feedback forms (for biennial midwifery standards
review reflection of practice), length of stay survey, and letters written to
the Board and the General Manager. Where feedback indicates positive
or negative care from a named practitioner, this is directed to, and
addressed with, the practitioner as required.
Maternity experience survey results are presented at service
improvement meetings and noted in the maternity services'
communications book to ensure similar concerns do not happen again.
There is a plan in place to present trends from the survey quarterly at
the Perinatal Case Review meetings at Palmerston North Hospital. Ideas
are canvassed from staff to determine how best to address particular
concerns.
Below are four key indicators from the survey since replacing the
pre-existing feedback form in December 2014 to end March 2015.

ETHNICITY

WHEN THINKING ABOUT
MY CARE I WAS
Asian

Dissatisfied

Māori

Neutral

NZ European

Satisfied

Other

Very dissatisfied

Pasifika

Very satisfied

(blank)

MY LENGTH OF STAY WAS

SATISFACTION WITH
VISITING ARRANGEMENTS

Just right

Dissatisfied

Too long

Neutral

Too short

Satisfied
Very satisfied

17
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Women’s feedback
Two women gave feedback about their experience of the maternity
service using the whole of hospital “Tell us what you think” form.
“On 12 October 2014, I gave birth to my daughter in Taihape but
unfortunately suffered a PPH and ended up being flown to Palmerston
North Hospital and sent into theatre. It was a bit of a traumatic start
to what was meant to be a nice normal birth. But all of the midwives
who looked after me during my stay were wonderful. They really
made the whole experience that less traumatic. Friendly, patient,
understanding, I didn’t feel like a nuisance at all. As this was my 3rd
birth, I’ve had experience in Palmerston North maternity twice before
and this time the quality of care was far superior to what it was 5 and
7 years ago. So I’d just like to thank them and hope they continue to
provide such excellent care.”
“Just a big thank you to all the staff that I encountered during the
delivery of my beautiful baby girl from Monday 6 October 2014 to
Monday 13 October 2014, in the delivery suite, theatre, neonatal unit
and finally the maternity ward. The staff were always accommodating
and willing to take the time to clarify any bit of information or part
of the process that I did not understand. A special thank you to the
doctor that got me through the delivery from the delivery suite to
theatre. The staff made the delivery of my first baby so much more
pleasant and easy. Please can you pass this on to the staff within the
different areas of the hospital as mentioned above.

QUALITY IMPROVEMENT
ACTIVITIES OF MDHB

18

Community midwives
In an ongoing effort to improve the care for women the DHB employed
community midwives. This created an initiative to see women in their
homes to provide midwifery input alongside the secondary care clinic
service. This allowed support for women with high risk pregnancies who
were attending the secondary care clinics, and aligned to the Women’s
Health Regional Review (2012-2013), where it is acknowledged that the
community midwives were increasingly being asked to visit women at
home antenatally when women did not attend or could not attend.
The antenatal visits are immensely advantageous for the women who
tend to not come to clinic for various reasons, such as choice, transport,
costs, timing, childcare difficulties, etc. An example is for a woman who
did not speak English; her blood sugar results were collected from her
home to give to the Diabetes Lifestyle health professionals.
These midwives access a variety of allied health professionals, if
needed, to provide the best care to the woman and her baby, and
may include, Lactation Consultants, Social Workers, Mental Health,
Gynaecology Day Unit, GPs and Child Youth and Family (CYF). The
community midwives frequently attend multi-disciplinary meetings to
represent, and support the woman. As individual midwives, they have
specialist knowledge in Keeping Baby Safe modules of SUDI, and
Smoke free education, as well as Diabetes and Lactation Consultant
services.
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The community midwives plan is to increase antenatal home visits,
have more input in the DHB midwifery clinic, and go with women to
their elective caesarean sections as well. As a team they are all looking
forward to representing Palmerston North Hospital positively and
providing these services to the women, which they hope will increase
satisfaction for the woman and her family, and give them the confidence
and skills they need to start on their parenting journey.
Feedback from women has been positive about the care that is given
and the time the community midwives are able to spend with them. In
particular women that live rurally, are most appreciative that they are
able to receive visits them in their homes to discuss and help with any
issues they have.
Quality Leadership Programme
The Quality and Leadership Programme (QLP) provides a professional
development pathway/ framework for hospital employed midwives and
their employers (MDHB and WDHB) to develop mutual responsibilities
in a manner which models partnership between the employer
and the employee. It is based on the standards of the midwifery
profession which apply to all midwives regardless of practice setting or
employment status.
The professional development pathway within midwifery offers a variety
of paths a midwife can take depending on the experience she wants to
gain. It is important that via the QLP recognition is given to these realms
of practice and incorporates a way of acknowledging and valuing the
different roles a midwife may take in her professional life.
A national survey was undertaken in 2013 which showed that although
there was general support for the QLP programme there was still
poor alignment between QLP, DHB Performance appraisal/review and
Midwifery Standards Review, and that in some DHBs duplication of
effort acted as a barrier to uptake.
On 14 May 2013 DHB midwife leaders, MERAS and NZNO
representatives met to undertake a review of the programme with the
aim to improve alignment and define an agreed national programme.
Following a series of teleconferences and meetings between the
stakeholders the document has been reviewed, consulted on and is
pending ratification for 2015.
Overall the document has simplified the step from competent to
confident and increased the step from confident to leadership. It is
hoped that midwives will find the new document easier to follow, and
the programme should be simpler to administer by the DHBs.
At the end of 2014 MDHB has five midwives on the competent domain,
and seven on the leadership domain. There are four midwives currently
working on their QLP and there are five QLP assessors. All midwives are
actively encouraged to participate in the programme and receive the
financial remuneration available through the employment agreement.

19

242
MidCentral Midwifery Practice Committee
The MidCentral Midwifery Practice Committee (MMPC) is responsible
to the Operations Director, Specialist Community and Regional Service,
Palmerston North Hospital (MidCentral Health (MCH), for enhancing
midwifery’s professional contribution to women and their families
receiving hospital midwifery care in MCH.
MMPC is a voice to represent hospital employed midwives and raise
the profile of midwifery within Palmerston North Hospital and the wider
community.
Membership is made up of:
• Seven nominated hospital employed midwives, including one from
Horowhenua Maternity Unit
• Midwife Educator (ex-officio)
• Midwifery Director (ex-officio)
• Charge Midwife or Associate Charge Midwife (ex-officio)
After a period of abeyance throughout 2013 a group of midwives came
forward after a request from the Regional Director of Midwifery (DOM)
and the Midwifery Educator to reconvene the committee. The midwives
represent an excellent mix of midwives working in different parts of the
service and included long time MMPC members and newly registered
midwives. The previous Terms of Reference (TOR) was reviewed and
changes made, including agreement by all that the DOM would be the
Chair with a hospital midwife as the Deputy Chair.
The first formal meeting commenced in May 2014 and the midwives
endeavour to meet every two months. The members of MMPC are
currently developing a work plan for 2015 that they believe reflects the
needs of the hospital midwifery team.
Midwifery Forums
These meetings occur bimonthly prior to the Perinatal Case Review
meetings and are facilitated by the Midwifery Advisor and the Director
of Midwifery alternatively. This forum provides the opportunity for both
LMC and hospital midwives to bring any feedback to the forum and
to raise any issues. This forum promotes improved communication
between LMC and hospital midwives.
Midwifery Professional Development
The new requirements for the Midwifery Council midwifery
recertification commenced in April 20141. Careful planning by the
DHB midwifery educators will ensure all hospital employed midwives
complete requirements in the new triennium (2014-2017). Midwives
are provided with all compulsory Annual Practicing Certificate (APC)
requirements and are able to access financial support for external
education through a variety of sources.

For further information regarding midwifery recertification and professional
development please refer to the Midwifery Council of New Zealand- www.
midwiferycouncil.health.nz
1
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The content and topics to be covered is updated and changed every
triennium to address any areas or aspects of care highlighted by the
Midwifery Council, the New Zealand College of Midwives, and reports
by the Health and Disability Commission. For the triennium April 2014
through to March 2017, requirements changed to extend a previous
annual half day refresher in neonatal and maternal resuscitation to a
full day annually, including other emergencies, e.g. bleeding, shoulder
dystocia, unexpected breech birth and cord prolapse.
Many midwives continue their tertiary education with various post
graduate programmes across New Zealand. They can receive financial
support for this by applying for grants through the New Zealand
College of Midwives and Health Workforce New Zealand. MDHB also
has midwifery grants available for registered midwives (both employed
and LMC) and for childbirth educators and those who are preparing to
become midwives.
There are many educational opportunities for staff to enable them to
meet their competencies and to develop skills.
In 2014 MDHB provided the following education:
• Ten monthly Emergency Skills days
• Three practice days
• Newborn Life Support courses x3
• RANZCOG/Fetal Surveillance courses x2
• PROMPT was run only once owing to both trainers being on
maternity leave
• Perinatal Case presentations held monthly for 11 months
• Emergency Drills, which has brought up issues around updating
equipment and orientating medical staff.
• One staff midwife completed the Complex Care course in
Wellington.
• Staff have a weekly education meeting where topics they identify are
presented and they have an opportunity to present at this as well.
The hospital has gained Baby Friendly Hospital Initiative (BFHI) status
and there is a requirement for orientation and ongoing education
as set out in the BFHI documentation. The lactation consultants are
responsible for ensuring this happens for all staff of the WHU and
the NNU, doctors, nursing and midwifery staff, care assistants and all
ancillary staff.
Ongoing regular staff education session are held in WHU on alternate
Mondays 1430 -1515hrs. There is also a monthly education session in
the Neonatal unit.
Four or five regional breastfeeding study days are arranged per year.
These are open to staff of Palmerston North Hospital and other hospital
maternity facility staff along with LMCs, Well child providers, La Leche
League, and other parties interested in breastfeeding promotion
and education from Taranaki across to Bay of Plenty and down to
Wellington.
In the Horowhenua maternity facility staff training is arranged by the
Lactation Consultants with the Charge Midwife of that facility.
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Reducing term infant admissions to the Neo Natal Unit (NNU)
Two out of three babies admitted to the NNU are term infants born
without any known abnormalities. Audits have identified two intertwined
contributory factors, hypoglycaemia and hypothermia. As a plan of
action, the NNU piloted the use of dextrose gel.
Subsequently, the unit has implemented a clinical guideline for the
screening and initial treatment of babies at risk of hypoglycaemia,
and to deliver an education package for staff and parents (safe sleep,
inclusive of thermoregulation; shaken baby awareness and smoke free
homes).
Enhancement of maternal mental health care
Mental health and Addiction Services have one dedicated FTE maternal
mental health nursing position, who is active in supporting maternal
mental health service provision within the Palmerston North Hospital
DHB region. This position is supported by the regional maternal mental
health service.
The Clinical Nurse Specialist (CNS) continues to support and develop
maternal mental health nursing services within the DHB. For example
the CNS now links with Refugee Services. The CNS has been directly
involved in the development of the Palmerston North Hospital
Vulnerable Pregnancy forum and has provided maternal mental health
education to midwives in both Whanganui and Palmerston North as a
component of their compulsory training on MMH.
In 2014 the MoH sought proposals for the provision of perinatal mental
health acute options within the central region. As a result of feedback
from the DHBs within the central region additional resources have been
allocated to Palmerston North Hospital. Palmerston North Hospital has
appointed another FTE nursing position to work alongside the CNS
to enhance the provision of services to women requiring acute care.
Resources were also allocated for the development and instigation of
packages of care to ‘wrap’ short term services around mothers/babies/
family/whānau in the home.
The Choice and Partnership Approach (CAPA) is utilised in the
assessment and interventions with women, children and family/whānau.
A comprehensive assessment not only screens for mental health
concerns, but also any additional maternal, family, health and social
needs. Referrals are received from primary care, LMCs, Women’s Health
(inpatient and outpatients), mental health teams, teen parent unit,
Plunket, general medical services and the neonatal unit.
From the 2014 calendar year:
• 103 referrals have been received by maternal mental health service
• Of the 103 referrals, 67 clients were seen for assessment by the CNS
and were either referred on for continued care under mental health
services, (with CNS input) or were referred on to primary support
agencies. A small number declined mental health and/or addiction
services
• 15 referrals were seen for ‘crisis’ assessment. This number does not
include urgent referrals directly from the Women’s health inpatient
ward
• Those who declined services were advised of other supports
available in the community. Non action referrals were those who were
unable to be contacted and referrers were advised of same.
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• Of the 103 referrals 40 women reported multiple adversities ranging
from mental health and/or alcohol and drug use, social issues
including financial difficulties and domestic violence, and historical
childhood issues
Birth after Caesarean section
In 2008 an expression of interest was sent to midwives (both employed
and self-employed) to be involved in an audit to review the caesarean
section rate at MDHB. A multi-disciplinary audit team (MDT) was
developed which completed a retrospective audit, for the periods of
May/June/July 2007 and 2008. Following that audit it was identified
that there could be an improvement in the women who had a previous
caesarean section trialling a labour with their next pregnancy (termed a
TOLAC – trial of labour after caesarean) and increasing the numbers of
successful vaginal birth after caesarean (VBAC).
The MDT developed and recorded a video of balanced information
regarding VBAC that was piloted in the DHB with the survey response
from the women supporting the initiative. Feedback confirmed
that the information was non-biased and informative, that it could
assist women in their decision making but that some slight changes
were required in the wording. The changes were made and the final
version was provided in hard copy to every LMC at the time, and
also made available on YouTube where it remains today. All women
are encouraged to view the You Tube clip prior to attending their
consultation to discuss TOLAC/VBAC.
Following a repeat audit in 2011, using the same audit template, it was
identified that improvement was still required to encourage women
to consider VBAC. A letter was developed for all women to receive
prior to leaving the maternity ward if the birth outcome had been a
caesarean section. The letter contained recommendations for future
pregnancies, labours and births. A plan was also made, in conjunction
with the Maternity Quality and Safety Programme (MQSP) to focus on
an initiative to further improve the information received by women
regarding VBAC. Anecdotal evidence suggested that women were
still receiving conflicting information. Throughout 2014 the members
of the original MDT and the MQSP coordinator have established
that an antenatal clinic specifically focused on Birth After Caesarean
(BAC) where the woman, ideally accompanied by her LMC, is seen
by a dedicated obstetric consultant to discuss the plans for the birth.
The MDT also developed a specific BAC pamphlet (Appendix 2) and
supported guest presentations from members of the Positive Birth After
Caesarean section clinic from Auckland District Hospital.
At the Perinatal meeting in December 2014 the BAC policy, flow chart,
information for women were all released. The MDT also presented
on the importance of reducing primary caesarean sections (a woman
having her first baby via caesarean section) encouraging midwives and
medical staff to reflect on their practice and the recommendations from
the meeting. Unfortunately due to medical staffing issues the BAC clinic
is yet to commence.
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Quotes from PBAC workshop participants:
“This was a great day! Inspiring to hear research-based risk
assessments being customised for each woman so that lower risk
VBAC/PBAC candidates are not encumbered with all the precautions/
restrictions applied to higher risk women. Also inspiring to learn
about simple non-invasive skills and tips that can help women achieve
their goals, and that things like yoga and massage are being valued
and taught to women in a tertiary hospital setting, truly a POSITIVE
focus which I'm sure creates a much better experience for women
regardless of the decisions they ultimately make after a previous
caesarean surgery.” Avon (midwife)
“I enjoyed the practical breathing and yoga exercises and the
explanation of how posture and breathing can help a baby into a good
birth position. I use this type of education when talking with women in
my practice and it 'backed' up what I already knew and made me feel
more confident when working with women!” Nicky, (LMC midwife).

Pregnancy and Parenting Programme review
MidCentral DHB is seeking to improve our suite of pregnancy and
parenting information and education contracts alongside maternity
resource centre contracts. These reviews were commissioned and
completed in 2014. The ongoing work around the reconfiguration of the
contracts has commenced and will be completed during 2015/16. The
existing contracts have been in place for many years and do not align
to the new Ministry of Health service specification, which seeks a much
broader approach, and focus on vulnerable women and their families.
The pregnancy and parenting review sought to answer “What model
for Pregnancy and Parenting Information and Education Services is
appropriate for MidCentral DHB?”
The objectives of the review were to:
1. Provide information to MidCentral DHB about fit-for-purpose
Pregnancy and Parenting Information and Education Services that
meet the diverse needs of the childbirth/childbearing community.
2. Provide a critical review of the successes and challenges of current
Pregnancy and Parenting Information Services in MidCentral DHB.
3. Describe local strategies and priorities for implementation of
Pregnancy and Parenting Information and Education Services in
MidCentral to effect access for the most disadvantaged/vulnerable
women.
4. Align the Pregnancy & Parenting Services in the MDHB with the
new Ministry of Health Pregnancy & Parenting Service Specification
currently being developed.
Once this work is completed the DHB and providers will be able to
provide services and programmes that better align to the National
approach and service specification.
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Pepi Haumaru/Keeping Babies Safe
During 2011-2013 MDHB recognised the importance of responding
to the issues of baby safety in our region. A steering committee
comprising primary and secondary health workers was formed to
address the issues. Concurrently a directive from the Health Quality and
Safe Commission came out requesting all DHBs implement a strategy
to prevent Sudden Unexpected Death in Infancy (SUDI) in each region
and the Ministry of Social Development launched the shaken baby
prevention campaign “Never Shake a Baby'. Research undertaken
through MDHB public health identified problems with different health
professionals giving confusing and inconsistent information to parents,
and a lack of knowledge in the community about what is best practice in
regards to infant sleeping.
SUDI is an umbrella term that describes the death of an infant which
was not anticipated as a significant possibility 24 hours before the
death, or where there was a similarly unexpected collapse leading to
or precipitating the events which led to the death. SUDI rates in New
Zealand are among the highest in industrialized countries. SUDI rates
among Māori are disproportionately high compared with non-Māori.2
Shaken baby syndrome in a non-medical term to describe brain injuries
inflicted on babies who are shaken by their caregivers. This is often
the result of a caregiver losing control and handling the baby violently.
On average 20 babies die each year of shaken baby syndrome in
New Zealand. The concern is that there are a large number of hidden
occurrences where babies suffer injuries and experience long term
effects without a known cause. It has been identified that the best
option is to prevent a baby being shaken in the first place.
Second hand smoke exposure is well known as a negative health
determinant and it affects babies both in the antenatal and postnatal
period. Babies whose mothers smoke are more likely to be born
prematurely, with a low birth weight which makes them more vulnerable
to SUDI. It also increases their likelihood of experiencing respiratory
problems and glue ear and needing medical assistance for these
problems.
The response to these issues has been a programme called Pepi
Haumaru / Keeping Babies Safe. It comprises of three modules; Safe
sleep, Shaken Baby Prevention, and Smoke Exposure prevention. A
community nurse coordinator is employed to facilitate the programme.
The planned outcomes are:
• The reduction in the incidence of confusion and misinformation
about safe sleep for babies and that there is a further reduction in the
incidence of SUDI. The key is “every sleep a safe sleep”.
• An increase in knowledge about Shaken Baby Syndrome.
• A reduction in the incidence of Shaken Baby Syndrome but also
a greater number of parents who seek help if their baby has been
shaken which will ensure the child receives appropriate care for their
brain injury.
• A reduction in maternal smoking and a follow on effect upon infant
respiratory illness as there is a reduction in second-hand smoke
exposure.

NZ Child and Youth Mortality Review Committee, 9th Data Report, 2008 –
2012, PREPARED BY THE NZ MORTALITY REVIEW DATA GROUP

2
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The work so far has comprised initiating the Shaken Baby Prevention
programme and a safe sleep information campaign in Palmerston North
Hospital. Forty champions from primary and secondary health have
attended Pepi Haumaru Keeping Babies Safe training to help them to
know what best practice advice is for families and whānau and how to
deliver this information in an empowering way.
The next six months will see Horowhenua and Tararua uptake
training for best practice knowledge and information sharing and the
implementation of the Pepi-Pod scheme across the DHB. The PepiPod scheme is a health promotion approach that provides the most
vulnerable babies in our region with a safe sleep space and empowers
their parents' to keep their babies safe. The Pepi-Pod scheme is
founded on empowerment of the baby’s parents and recognises that
parents are the best people to ensure their baby is safe and healthy.
The health professional’s role is to partner with whānau and families
to ensure this happens sharing our expert knowledge yet respecting
parents own knowledge and ability. The work of others in promoting
and supporting breast feeding and immunisation must also be
recognised in keeping babies safe, as these two factors also greatly
influence the wellbeing of babies.
The greatest challenge is to convince health professionals that the
invisible work they do in supporting parents is the most vital. It is
good to know we have weighed a baby, or helped a mother with
breastfeeding – we can measure that. We may never know the impact
of our words, the influence of our presence in a family’s life. Sharing of
important information and empowering parents to be good caretakers
is a vital role of all who work with babies.
Pāruru Mōwai
MDHB previously has had a group called Supporting Parents In Need
(SPIN) plus several other groups working independently to address
the issues/needs of vulnerable women and their infants. In early 2014 a
decision was made to incorporate the various independent groups into
a new revised multi-agency forum. This forum will link support agencies
as required around women, babies, and children, maternity and other
health care providers. This forum is called Pāruru Mōwai (calm haven
for mothers and babies); the forum was given this name following
collaboration with local Kaumatua.
The Vulnerable Pregnant Woman’s Multi-Agency Forum (VPMAF)
implemented in the Hawke’s Bay DHB was identified as a leading
exemplar, demonstrating clinical effectiveness. The model has a clear
clinical pathway and focus. It ensures mothers and their infants with
the greatest need receive the greatest levels of support provided by
collaborative services meeting all their needs over time. Therefore the
MDHB forum was modelled on the Hawke’s Bay model and amended
for local need.
Pāruru Mōwai provides an excellent opportunity for early intervention
for vulnerable families as well as providing support for the LMC. The
development of this forum will reduce the number of meetings that are
held with different groups interested in addressing the issues affecting
these families and increase efficiencies.
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Pāruru Mōwai will strengthen the support to maternity/health
professionals throughout the continuum of maternity care up until
six weeks postpartum. The forum aims to achieve the following key
objectives:
• To promote healthy attachment between parents and the
newborn baby
• To promote the health of the mother and newborn
• To be proactive in identifying and building supportive networks that
wrap around the whānau.
• To provide a forum that enables sharing of information that ensures
best possible outcome for the woman, baby and her whānau.
• To enable participation, communication and partnership with all
relevant parties
• To ensure there is a coordinated approach to case management
and follow up
• To facilitate and support effective multi-agency partnerships
• To identify any strategic issues that impact on the provision of care
• The Forum will then take appropriate action and follow lines of
escalation as necessary.
Pāruru Mōwai comprises a core group of senior professionals who
provide consultation for all cases reviewed. The core group will comprise
the following people:
• Maternity services representatives e.g. Midwifery Advisor, Midwifery
Director and midwives in senior clinical roles
• Senior social worker (Maternal and/or Paediatric)
• Family Violence Intervention Co-ordinator
• Child, Youth and Family representative (can be the CYF hospital social
worker or a senior social worker from relevant sites)
• Neonatal Charge Nurse
• Māori Health representative
• Well Child Provider
• Maternal/Mental Health and Addiction Service
• Paediatrician
The Lead Maternity Carer and any relevant key worker are invited to
attend the meeting when a woman within their care is being discussed.
Other relevant professionals such as obstetricians are invited by the
Chair to either attend and or provide information depending on
the case.
The Pāruru Mōwai coordinator (five days per fortnight) commenced work
in mid-April 2015 and the multi-agency forum has been meeting weekly
since then.
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REGIONAL WOMEN’S
HEALTH SERVICE

GOVERNANCE AND
OPERATIONAL STRUCTURE
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The Regional Women’s Health Service (RWHS) was established
under the Central Alliance agreement between Whanganui and
MidCentral DHBs. The vision for the service is “One population,
many communities" achieved through one regional service for
women of the combined districts; one set of quality standards;
one clinical and management structure; with common information
systems; one level of access to the most appropriate care required;
characterised by partnership with all stakeholders at all levels of the
service and continued local service delivery. The purpose of the RWHS
development plan is described as maintaining existing levels of service
delivery and looking to over time strengthen the combined service.
The RWHS includes maternity services delivered by MidCentral, and
Whanganui DHBs in Palmerston North and Whanganui Hospitals,
Horowhenua maternity unit and Waimarino health Centre; outpatient
services and rural specialist clinics in Dannevirke, Levin and Taihape and
community midwifery services (MidCentral DHB).
The first two years of the RWHS implementation focused on maintaining
and strengthening service delivery, building workforce capability and
aligning systems, clinical policies and processes.
The RWHS governance and operational structures are
outlined below:
RWHS Governance Group
To lead and support the development of the RWHS a governance and
leadership group was established. The governance group is made up of
senior management and clinical leaders from both DHBs. The purpose
of the group is to provide strategic and operational governance as
outlined in the development plan and DHB annual plans.
RWHS Leadership Group
The RWHS leadership group was established to:
• Coordinate, monitor and drive service delivery activities and
performance for women across the health services. The coordination
and monitoring of service-wide activities are in accordance with the
RWHS Development Plan (2012).
• Receive, endorse and feedback on reports from those responsible for
district annual planning and service planning.
• Receive, endorse and provide feedback on regional service
development and quality initiatives in the provision of both obstetrics
and gynaecology.
Membership of the operational leadership group includes:
• Regional Clinical Director (chair)
• Regional Midwifery Director (deputy chair)
• Medical Head MDHB
• Medical Head WDHB
• Charge Midwife MDHB
• Charge Midwife WDHB
• Gynaecology CNS
• Change Manager
• Maternity Quality Coordinator
• Associate Director of Nursing (surgical) MDHB
• Nurse Manager (surgical) WDHB
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A meeting structure for each individual site that reflects the goals of the
service (see MQSP/RWHS Governance and Operations Structure, pg 49
have been established as described below:
The RWHS Document Management Committee
The committee is responsible for the development and management
of all RWHS clinical forms, guidelines and policies. The committee is
authorised by the RWHS Leadership Group to:
• Identify current MDHB or WDHB documents, when they come up
for review that could be regional documents. Whenever practicable
the committee is to rationalise and standardise the use of clinical
policies/procedures/guidelines across the two DHBs.
• The chair is notified by the RWHS of any new documents required
in either service and the committee will decide if the document
could/should be regional and delegate as appropriate.
• Allocate the review/development of documents to appropriate
clinicians who are individually responsible for seeing the document
to completion following the agreed process.
• Facilitate a smooth process to maximise timely review
and completion.
• Notify all RWHS clinicians of the completed document for inclusion
in clinical practice through the charge midwives.
• The committee is not responsible for the review/development of
documents that are not regional i.e. any document that pertains only
to the individual DHB is the responsibility of the service
In less than 12 months the committee has approved the terms
of reference and the process map (appendix 3) with 14 regional
guidelines/policies and two consumer information leaflets completed.
The RWHS Maternity Audit and Case Review Committee
The committee’s purpose is to develop and sustain a culture of best
practice in maternity clinical audit to improve women’s outcomes by:
1. Data collection and identification of potential trends within the
Maternity Service
2 Case review and,
3. Clinical audit as felt necessary either from the committee’s review of
the data, from MQSP governance or from interest groups (consumer,
Māori, Pasifika) via the Leadership and Governance groups
The committee is authorised by the RWHS Leadership group to support
the RWHS in improvements in clinical practice by:
• Collecting data from MCIS to enable reporting against pre-defined
maternity indicators
• Identifying maternity audit topics from MCIS data
• Undertake case reviews based on clinical outcomes identified
through the Maternity Outcomes Tracking Form until the full
implementation of MCIS.
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LEADERSHIP

Midwifery Leadership
The RWHS leadership roles include the Regional Midwifery Advisor.
The Regional Director of Midwifery; a full time Charge Midwife at
both secondary facilities and at Horowhenua primary birthing facility
(four days a week). At Palmerston North Hospital there is midwifery
leadership outside of routine office hours by Associate Charge Midwives
on afternoons, weekends and public holidays.
Director of Midwifery
The Director of Midwifery (DOM) is responsible for providing
professional leadership and support to midwives employed within
MidCentral Health and Whanganui Hospital. The Director of Midwifery
represents midwifery within both DHBs, within the central region and at
a national level. This includes providing advice to service management
on professional midwifery matters, and supporting the implementation
of service strategic and operational plans.
The DOM works collaboratively with the Clinical Director, Operations
Director and Service Manager to ensure strategic and operational plans
are successfully implemented. The DOM focuses on developing and
maintaining a midwifery practice culture that is based on the principles
of evidence, clinical best practice, woman-centred practice and interdisciplinary teamwork.
Midwifery Advisor
The Midwifery Advisor is a 0.4fte role across the RWHS. Her role is to
provide advice to the Business and Service Planning Division (WDHB),
the Planning and support Division (MDHB), and to the Boards and
Committees of the Boards on matters pertaining to midwifery across
the whole DHB (including LMC midwives).
MEDICAL LEADERSHIP
Regional Medical Director
The Regional Clinical Director of Women's Health has overall
responsibility for the service, along-side a strategic role. Medical
leadership to a large extent is delegated to the Medical Heads at
Whanganui and MidCentral Health, who are largely responsible for the
day-to-day aspects of the medical service. A major focus for the medical
staff has been quality and audit, with the successful establishment of
quarterly regional professional development meetings. Sustainability
and safe staffing levels are also major workstreams. Whanganui has
been successful at gaining accreditation by Royal Australian and New
Zealand College of Obstetricians and Gynaecologists (RANZCOG) for
Registrar training, and the first ITP registrar will commence his rotation
in June 2015. MidCentral Health are closely looking at the safe level of
SMO staffing required for the acute service, plus the development of a
business case for additional SMO FTE that will strengthen safe staffing
levels. As an interim measure we will appoint an additional locum SMO
for one year, while the business case is developed.
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RWHS Funded workforce 2014/15

Medical Staffing

MidCentral DHB

Whanganui DHB

SMOs 4.8 FTE

SMO’s 3.4 FTE

Registrars 7.0 FTE

Registrars 1.0 FTE

House Officers 7.0 FTE

House Officer 1.0 FTE

Clinical Director

RWHS

Total 25 FTE

0.8 FTE

Director of Midwifery

0.3 FTE

Service Manager

0.5FTE

Senior Midwives
(Charges, ACM &
Educators)

5.4 FTE

1.6 FTE

5.4 FTE

Midwives, Nurses

47.95 FTE

19 FTE

72 FTE

Admin

7.2 FTE

1.4 FTE

8.6 FTE

Lactation Consultants

1.8 FTE

1.0 FTE

2.8 FTE

HCAs

6.5 FTE

2.1 FTE

ISSUES IMPACTING ON
MATERNITY SERVICE
DELIVERY ACROSS THE RWHS

0.3 FTE

0.6 FET
0.5 FTE

Service delivery in 2013/14:
The RWHS and the MQSP implementation occurred simultaneously.
Planned workstreams aimed to ensure equitable focus was given to
both processes to reduce any duplication of effort. The MQSP is to
continue with funding from the MoH from 1 July 2015 for three years.

Progress to date:
The RWHS is undergoing a planned evaluation 18 months post
implementation.
How the MQSP will embed and function within the DHB over a further
three years is under consideration with the MQSP Governance Group
and with funding divisions.
Information sharing in 2013/14:
MidCentral’s Terranova perinatal data collection was identified as being
limited. The system was largely unsupported resulting in any data
extraction as difficult, vulnerable and not particularly robust. Neither
Horowhenua maternity unit nor WDHB had perinatal data systems in
place and relied on paper data collection. Both DHBs are early adopters
of the MCIS. A project manager was appointed and supported by a
short term business analyst. Five workstreams were established with the
aim of implementing the system by the end of 2014. MQSP consumer
members participated on the MCIS National Consumer Advisory Group.
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Progress to date:
Horowhenua maternity unit went ‘live’ with the MCIS in early October
2014, followed by the Women’s Health unit at Palmerston North
Hospital in late October and Whanganui maternity unit in November.
Issues identified include some system failures, the need for ongoing
training and support as staff come and go and as the system improves
over time to address identified clinical needs. The MCIS is on the DHB
risk register. Current mitigating factors are in-house development
of training manuals and the availability of regional administrative
support.
The MCIS consumer information brochure (Appendix 3) has been
released after consultation with relevant health professionals and
consumers at a national and local level, provided to and discussed
with women as they register for maternity care with a LMC or within
the secondary care service.
Data monitoring in 2013/14:
Both DHBs had different data collection systems that required the
planning and performance units to broaden their existing maternity
data collection. This enabled effective reporting and monitoring against
clinical indicators and local clinical activities/outcomes. The RWHS
audit and case review committee is in its infancy and is developing key
foundational documents and processes in order to establish a rigorous
and effective committee.
Progress to date:
As clinicians transition from paper documentation to electronic,
maintaining data has been challenging. This has predominantly been
due to different levels of training, comfort with electronic systems and
devices and various data entry operations. To mitigate against the loss
of minimum birthing data, the manual birth registers in delivery suites
are being maintained.
Management and administration in 2013/14:
MidCentral delivery suite historically had no ward clerk. This
compromised the time available for the provision of care to women due
to the midwives performing administration tasks. Resource provision
for a ward clerk was part of the RWHS implementation plan to release
greater clinical time to care. The ward clerk was to remain in place until
the specific administrative support requirements for the MCIS were
known.
Progress in to date:
In MidCentral delivery suite the ward clerk is available seven days a
week (1.7FTE), Monday to Friday 9.30am-6pm and 8am-4.30pm on
weekends; this has been a significant improvement within the service.
An additional administration support role for the MCIS has been put in
place until the next financial year.
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Workforce in 2013/14:
The focus was on securing the clinical sustainability of services to
ensure women have equity in access to appropriately skilled clinicians
while enabling adequate capacity to meet service demands. There has
been ongoing development and implementation of the RWHS across
both DHBs where promoting, retaining and building resilience in the
workforce was a priority. An initiative to build resilience in the midwifery
workforce has seen a pilot and proposed introduction of Midwifery
Professional Support (supervision).
Progress to date:
The Royal Australian and New Zealand College of Obstetricians
and Gynaecologists (RANZCOG) has awarded WDHB four years
accreditation for the Integrated Training Programme (ITP).A Registrar,
third year and above in their training will commence six month
rotations starting in June 2015.
The model of care in New Zealand (NZ) for maternity services
provides midwives with the opportunity to work as self-employed
midwives or to work as hospital employed midwives. MidCentral
DHB has encouraged midwives to move between the two workforce
settings, promoting a ‘revolving door’ concept. A strategic midwifery
workforce plan has been developed with the promotion of the
‘revolving door’ with a wider view of midwifery, respecting that the
midwifery workforce is DHB wide and not centred on the hospital
workforce alone.
It has been a challenge to recruit experienced midwives in both DHBs
in the latter part of 2014 to replace senior midwives leaving the area,
retiring or requiring maternity leave. As an interim measure Registered
Nurses (RN) have been offered temporary contracts to work in the
maternity ward at MDHB. While we acknowledge the valuable input
from the RNs to the provision of maternity care it can bring challenges
to facilitate sufficient skill mix in the roster. Some lead maternity
care midwives do have a casual contract and will at times cover
roster gaps.
Otago Polytechnic midwifery students are accessing training and
learning midwifery in Palmerston North and Whanganui. MidCentral
and Whanganui DHBs participate in the valuable role of developing
local midwives for the future. The RWHS is committed to offer new
graduate midwife positions within the secondary care facilities by
ring fencing the positions .This ensures that every year opportunities
for employed new graduates to consolidate their practice from
competent to confident within the hospital setting.
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Relationships in 2013/14:
Existing team cultures and the formation of new regional relationships
required an insight into how communication among maternity services
providers could be purposeful, efficient and safe. The RWHS was the
first service to undertake a programme of team development facilitated
by MDHB and external providers.
Progress to date:
Horowhenua maternity unit was prioritised as the first team and
together with LMCs in the area completed an intensive session
with the external facilitator. The team development programme
is at the stage where they have completed the group work and
are creating a workplace document on ‘how we do things here’.
Midwifery operational leadership members within the RWHS have
also commenced the team development group work. The team
development programme was re-prioritised with the implementation
of the MCIS in the maternity services.

QUALITY IMPROVEMENT
ACTIVITIES OF RWHS

34

Maternity Clinical Information System
Planning for, and development of, the maternity clinical information
system (MCIS) has been underway since December 2012. The MCIS is
supported by the Ministry of Health, the National Health IT Board, and
District Health Boards.
The MCIS collects and stores women’s maternity care information
electronically in a ‘shared electronic health record'. It is specifically used
for women assessed antenatally in the hospital, during labour and birth
episodes and inpatient antenatal and postnatal events. Rather than
a paper record, health professionals providing care within selected
sites or facilities type their assessments and plans into the MCIS. It
is designed to record antenatal visits, care during labour and birth,
and the postnatal care for mother and baby received while in hospital
and/or at home. The MQSP has developed and produced an MCIS
Consumer information brochure (appendix 4).
Access to statistical (non-identified) health information from the care
episodes, used for regional and national reporting, will be fundamental
to support MQSP quality improvement projects, and appropriately
evaluate if the desired outcome is achieved.
Administration of the MCIS for 2014/15 was supported from MDHB
with plans to employ a Whanganui-based administrator in the 2015/16
financial year.
TrendCare
TrendCare is a workforce planning and workload management system
that provides dynamic data for clinicians, department managers,
hospital executives and high level healthcare planners (TrendCare,
2014). TrendCare provides a gold standard solution that enables the
maternity facilities to meet the ever-increasing demands on resources
by providing an innovative and integrated solution which facilitates
resource planning and episode of care costing.
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MDHB was involved in research (timing studies) in order to validate
the TrendCare tool to better reflect the New Zealand maternity model
of care. This information gathered has provided foundational work in
upgrading TrendCare. The upgraded version of TrendCare has been
implemented in both DHBs and is able to capture more accurately the
midwifery care provided. Some of the changes include better account
of the time the hospital midwives provide supporting LMC midwives
plus the hours LMC midwives provide care to their women when a delay
in transferring maternity care to a hospital midwife occurs. In the future
this information captured will provide quantitative data that will assist
in midwifery workforce planning, but is completely dependent upon
midwives accurately entering correct information at the time.
TrendCare forms part of the overall Care Capacity Demand
Management Programme (CCDM). CCDM is about improving the
quality of care for patients, the work environment for staff and the
organisational efficiency. That is, balancing DEMAND v CAPACITY.
CCDM ensures:
• the right number of staff;
• who are appropriately skilled;
• in the right place;
• at the right time;
• the appropriate resources; to meet the patients’ needs (demand) and
deliver safe, effective and efficient care.
Midwifery Professional Support Programme
For midwifery in New Zealand there is the opportunity for the individual
practitioner to reflect on her/his practice during the statutory Midwifery
Standards Review (MSR) every two/three years. Through regular
meetings Midwifery Professional Support3 is able to guide the midwife
to discuss issues causing her/him concern, assists in developing
coping strategies when dealing with stressful and/or traumatic events,
opportunity to reflect on their practice, to confront experiences,
recognize different ways of knowing and to discover meaning.
Professional Support promotes growth in the midwife’s personality and
their self-care thereby affecting the care of others (Calvert, 2014).
A six-month pilot for Midwifery Professional Support commenced
in October 2014 to be completed at the end of March 2015. All
participants in the pilot, midwives, supervisors and the midwifes'
immediate manager, were sent evaluation forms to complete. The data
will be collated for an evaluative report to the RWHS leadership group
and to the Midwifery Council of NZ, (as requested due to their interest
in the pilot). It is anticipated that the RWHS leadership group will
remain committed to supporting 30% of midwives to receive midwifery
professional support in the fiscal year starting July 2015/2016.
Midwives have been encouraged to undertake education through
Massey University to increase the multi-disciplinary pool of supervisors
at both DHBs. Three midwives from MDHB expressed an interest in
attending the education, no midwives from WDHB.

The Midwifery Council of New Zealand may request a midwife undergo
supervision following a competency review. Therefore the word ‘support’
has been used in this document where in references it would be supervision
to avoid confusion or misinterpretation

3
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Comments to date provided by two of the supervisors:
“Great to see my supervisee so receptive to looking at change,
not just from a professional perspective but also from a personal
perspective”.
“Great to see the ‘growth’ in my supervisees self confidence”
And by three of the midwives:
“My supervisor really helped me put into perspective something that
I thought was really stressful by helping me to see that in actual fact,
the day to day job we do affects lives far more than the decision I had
to help make.”
"Potential to be extremely beneficial. Great friendly supervisor."
“I am finding the supervision very useful. [My supervisor] is a pleasure
to talk to and has really helped me bring a couple of troubling work
issues down to size. I shall be sorry to see the program come to
an end.”
The service is committed to establishing a sustainable Midwifery
Professional Support programme.
Medical professional development
The Medical Professional Development Meetings (MPD) commenced
in 2014 as part of RANZCOG requirements for ongoing ‘Practice Audit
and Reflection4. Obstetric and Gynaecology Specialists from both
MidCentral DHB and Whanganui DHB meet every three months on the
first Friday afternoon of the month. These meetings are also attended
by the Registrars in training and Senior House Officers based in the
Department. The following are some of the activities undertaken:
Audits carried out within the two departments were presented, and
have included:
1. Cone Biopsies carried out at MDHB and their indications,
2. Induction of Labour and outcomes in Whanganui,
3. The Management of Miscarriage at MCH,
4. Antenatal Management of Diabetic Women in Whanganui.
Departmental guidelines are reviewed including:
1. The use of Foley Catheters in the Induction of Labour
2. Vaginal Birth after Caesarean Section
3. The use of test kits in the detection of pre-term labour
The MPD meeting had the great fortune to have Dr Michelle Wise run a
workshop looking at vaginal birth after caesarean section, and how the
RWHS might move toward lowering the caesarean section rate in this
group of women.
Overall the MPD meetings have proven to be very productive in the
dissemination of information not only between consultants in the
department, but also between the two DHBs. The aim is to continue
using this forum to aid the dissemination of information, encourage
ongoing medical education and support one another in the goal of
providing the best care possible with the resources available.

For further information regarding medical professional development please
refer to the Royal Australian and New Zealand college of Obstetricians and
Gynaecologists (RANZCOG) – www.ranzcog.edu.au and the Medical Council
of New Zealand (MCNZ) – www.mcnz.org.nz

4
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MATERNITY RELATED
SERVICES PROVIDED IN
BOTH THE COMMUNITY
AND HOSPITAL SETTING

Pregnancy and Parenting Programmes
Programmes are facilitated by a number of community agencies such
as the Maternity Resource Centre (Mamaternity), Community Birth
Services and Parents Centre (privately funded). They cover information
for pregnancy, labour and birth, including a tour of the delivery suite at
Palmerston North, Horowhenua, or Dannevirke Community Hospital.
Topics covered include, but are not limited to:
• birth stories
• labour and birth
• choices and decisions
• vitamin K & immunisation
• water birth
• hospital visit
• breastfeeding
• newborn infant care
Maternal Mental Health Services
Perinatal/Maternal Mental Health is a service for expectant mothers or
those up to one year following birth, who are experiencing difficulties
with mental health and/or addictions issues. Perinatal/Maternal Mental
Health's aim is to support those experiencing such difficulties to return
to optimum wellbeing. Further detailed information on page 22.
Screening
Screening programmes can find out whether mothers or babies have
an increased chance or a low chance of having the particular condition
being screened for.
Further testing is always required to find out whether or not the
condition is actually present. Then if a condition is found, management
and treatment options can be discussed with the individual/
family involved by the relevant health practitioner. Screening may
find conditions which can be treated before the baby develops a
preventable illness or disability.
For example:
• Screening pregnant women to see if they have HIV and offering
treatment will reduce the number of babies born with HIV or getting
HIV through breastfeeding. Screening could prevent several babies
from getting HIV in New Zealand each year
• Newborn hearing screening picks up hearing loss in babies and
young children at an early stage. This means help such as resources,
parent support groups, hearing aids, cochlear implants and the
introduction of sign language can be offered as soon as possible
• Newborn metabolic screening enables certain conditions that can be
harmful to babies to be picked up and treated early, reducing illness
and sometimes death.
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Antenatal HIV Screening
MidCentral DHB was part of the later roll-out of the screening
programme, and was required to adopt an “opt on” approach to
screening. Pregnant women are offered the HIV test in conjunction with
their first group of antenatal testing. This requires a separate box be
checked on the laboratory form.
During the financial year 2013/14, maintenance of the AHIV screening
programme included:
• Ongoing education for general practitioners (GPs) and midwives at
individual/group practices
• Regular data and narrative reports to the National Screening Unit
(NSU).
• Quarterly newsletters to GPs and midwives
• Quarterly letters to GPs and midwives, including individual uptake
figures
• Support, information, and advice regarding giving reactive/positive
results
Screening uptake for both GPs and midwives has remained fairly stable
between 80 and 89%. The introduction of the quarterly letters including
individual uptake figures in 2012, engendered a sharp rise in uptake
percentage, and this has been maintained.

Table 6 Antenatal HIV Screening 2014
Serology

Jan

Feb

Mar

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

GP 1st Antenatal
total

178

138

136

116

132

129

147

152

157

166

124

141

GP 1st Antenatal
incl. AHIV

140

109

97

94

105

104

123

127

132

142

104

120

GP subseq. Incl.
AHIV

2

6

4

2

4

6

1

4

7

5

2

6

Midwife 1st
Antenatal total

108

111

130

104

134

112

129

107

140

129

109

106

Midwife 1st
Antenatal incl.
AHIV

93

86

107

91

114

90

114

90

118

107

92

88

Midwife Subseq.
Incl. AHIV

2

1

1

0

1

1

4

2

2

2

3

2
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UNIVERSAL NEWBORN
HEARING SCREENING AND
EARLY INTERVENTION
PROGRAMME

The Universal Newborn Hearing Screening Programme (UNHSEIP)
aims to identify newborns with hearing loss early so they can get the
help they need as soon as possible to help their language, learning
and social development. This is important for the children as well as
their families/whānau and society. The New Zealand programme was
designed to identify moderate or more severe permanent congenital
hearing loss, which affects approximately 1 in 1000 babies born. In New
Zealand up to 170 babies are born each year with a significant hearing
loss, with Māori and Pacific babies and children being more likely to
have a hearing loss than other children.
The UNHSEIP (Universal Newborn Hearing Screening and Early
Intervention Programme) aims to identify newborns with hearing loss
early so that they can access appropriate assistance as soon as possible,
leading to better outcomes for these children, their families/ whānau
and society.
The core goals of the UNHSEIP are described as “1-3-6”, goals which
are based on international programme measures.
• 1-Babies to be screened by 1 month of age.
• 3-Audiology assessment completed by 3 months of age.
• 6-Initiation of appropriate medical and audiological services, and
early intervention education services by 6 months of age.

Statistics for the year 01 October – 31 December 2014 (Taken from quarterly report )
Live births

529

Offered screening

529

Declined screening

2

Screening completed

354

Screening not completed (including DNAs)

173

For targeted follow-up due to risk factors

15

Hearing loss diagnosed

2
The service provides screening in the Maternity ward and the Neo-Natal
unit, at Palmerston North Hospital. As well as outpatient clinics in the
Audiology Department and also hold an outreach clinic at Levin, at the
Horowhenua Health Centre. Issues impacting on the service:• There have been equipment and protocol changes which will benefit
the service as these will speed up the screening process
• Lack of staffing has led to babies not being seen on the maternity
ward and having to be followed up in the outpatient clinics. Another
screener has been employed and is due to commence work in June
2015
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Community midwives – DHB employed
The Palmerston North and Feilding MDHB Community Midwives
provide a robust service to the women of the region identified as
high risk. Most women come through the secondary care clinics. Plus
postnatal care to women under the care of the local GP LMC. The
community midwives see women at home in the postnatal period and
occasionally provide antenatal care at home. They also work alongside
the nurses and midwives in the hospital antenatal clinic/diabetes
clinic. They receive referrals from GP LMC’s, women who have been
transferred to secondary maternity care, women who chose to be under
their service and for those women who birth at the hospital without an
identified LMC. Further detailed information on page 18.
Lactation Consultancy Service
The Lactation Consultancy Service operates under the DHB women’s
and child health service. The service is designed to assist women to
realise their breastfeeding goals by supporting the breastfeeding
mother and baby, providing staff with the skills needed to protect and
support the process. Three International Board Certified Lactation
Consultants work for the service currently on a part-time basis.
Two, work primarily in the Women’s Health Unit (WHU), working
with predominantly healthy term babies and mothers to establish
breastfeeding. The other consultant works in both the WHU and
Neonatal /Child Health area where they concentrate on supporting
staff and mothers of unwell or premature babies in the neonatal unit
and with the unwell /compromised baby in the children’s ward, child
assessment unit and with the paediatric home care team.
The WHU Lactation Consultants provide a breastfeeding talk Monday
to Friday at 10 am on the maternity ward. Anyone can attend and
we encourage support people to come along with the mother and
baby. The talk is open to antenatal women who for some reason may
anticipate difficulties or just want to be prepared. The consultant will
spend time after the session with these women to listen to and discuss
their concerns. Individual appointments are made to fully explore any
issues identified.
Other times they will help with any complicated breastfeeding problems
in the ward (with the staff member present ideally so they can learn
technique to help the women under their care in the future) and are
on call for other areas of the hospital. They also hold a clinic with
women coming from the community to see them. Access to the clinic is
generally by referral from LMC, GP, Well Child providers and self-referral
by the mother.
All the Lactation Consultants are responsible for breastfeeding
education of all staff, maintaining breastfeeding standards, developing
programmes, policies, databases, and generally promoting protecting
breastfeeding with staff and the community. During 2014 the Lactation
Consultancy service received referrals and had initial assessments with
807 women, with 506 follow-up appointments. The referrals were from
the Maternity Ward, NNU, antenatal clinic, Child Health and from other
hospital wards.
Lactation Consultancy Services are also provided in the community
through a contract with Community Birth Services. The centre's focus is
on supporting mothers and infant, and peer support opportunities.

40

263
Pasifika services
The Pasifika Maternal and Child Health (PMCH) service with the Central
Primary Health Organisation provided for a vulnerable group, the
Pasifika mothers in the region. Priorities for the Pasifika service are:
1. Antenatal education (Pregnancy and Parenting Programmes)
Some progress has been achieved with a number of pregnant Pasifika
mothers who were referred to and attended antenatal education in
Palmerston North and Levin. There is a need for more awareness of
the existence of the antenatal classes from the midwives who need
to advise and send Pasifika mothers to such classes as a matter of
priority.
2. Lead Maternity Carers
Increasing numbers of Pasifika mothers are referred to the service
from communities and friends for LMC registration and support.
The Pasifika service would like to highlight the need for LMCs and
all those providing health care service for vulnerable groups such
as Pasifika mothers and children to be culturally responsive and
sensitive to differences in communication among such groups.
3. Newborn triple enrolment
The newborn enrolment coordinator works closely with the Pasifika
service to ensure that all Pasifika newborns, whether born in
MidCentral DHB region or transferring from another region of NZ is
enrolled into GP practices as well as with a Well Child provider.
4. Family planning and women’s health services
The gap in the provision of a women’s health service is seen as an
important area that needs to be addressed urgently for Pasifika
women. There are many areas within Women’s health which can be
met by closing the gap in the health service and they include: Family
Planning counselling, cervical smear, breast screening, postpartum
clinics to screen women and provide early family planning counselling
and post-delivery trauma, and perinatal mental health assessments.
5. Pasifika Outreach Health Clinics
The operation of the two outreach clinics every week in Levin and in
Palmerston North has been useful in getting the Pasifika population
to engage with health-care providers and served as a drop-in
centre for mothers and children. Eczema specialist nurses and other
services have been able to take their clinics out of practices into the
community where Pasifika mothers have the confidence to allow their
children to be examined by these nurses. Moreover, Pasifika families
prefer to come to the Pasifika outreach clinics because they are
familiar with the clinic environment.
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MIDCENTRAL REGION DATA
AND INFORMATION

This section includes a summary of the National Maternity Collection
for 2013 by the MoH of data relating to women registering with a LMC,
the NZ Maternity Clinical Indicators for DHB outcomes in 2012, in-house
birthing facility outcomes, and Perinatal and Maternal Mortality Review
Committee (PMMRC) findings for 2012.
New Zealand Maternity Clinical Indicators
The MoH produces an annual report on New Zealand Maternity
Clinical Indicators covering procedures and key maternity outcomes
for DHBs and secondary/tertiary facilities. Indicators 2-9 cover standard
primiparae giving birth in hospital, indicators 10-14 are for all women
giving birth in hospital and indicator 15 covers all babies born in
hospital.
Standard primiparae are a group of women considered to be clinically
comparable, and who are expected to require low levels of obstetric
intervention (MoH, 2014). Further defined as women who meet all of the
following inclusions:
•
•
•
•
•

delivered at a maternity facility
aged 20-34 years at delivery
a single baby presenting in cephalic (head down) position
no known prior pregnancy ≥20 weeks gestation
deliver a live or stillborn baby at term gestation: between 37 and 41
weeks
• have no recorded obstetric complications in the present pregnancy
that are indications for specific obstetric interventions e.g. Diabetes,
pre-eclampsia.
The Maternity Clinical Indicators compare a range of procedures and
outcomes for women and their babies, from normal birth to those
that require interventions such as forceps or caesarean section. The
indicators provide DHBs with standardised data so that they can see
how their maternity services compare to others in New Zealand, and
where they should review services.
The figures on the next page show that our normal (spontaneous
vaginal birth that may include interventions such as an epidural) delivery
rate for standard primiparae is above the national figure of 65.9%
Two indicators are examined in more detail as they show variance from
the national average:
• Indicator 1: Registration with a Lead Maternity Carer in the 1st
trimester of pregnancy
• Indicator 5: Standard primiparae who undergo induction of labour
• Indicator 8: Standard primiparae sustaining a 3rd or 4th perineal tear
and no episiotomy.
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NZ Maternity Clinical indicators MidCentral DHB
2009

2010

2011

2012

1



Registration in a Lead Maternity Carer in the 1st trimester
of pregnancy

65.3

64.9

67.8

69.0

2



Standard primiparae who have spontaneous virginal birth

64.6

69.1

74.6

67.2

3



Standard primiparae who undergo an instrumental
vaginal birth

15.6

14.1

13.2

15.7

4



Standard primiparae who undergo caesarean section

19.7

16.1

12.2

16.7

5



Standard primiparae who undergo induction of labour

3.4

2.3

4.1

5.6

6

-

Standard primiparae with an intact lower genital tract (no
1st- or 4th-degree tear or episiotomy

28.8

38.0

28.9

28.9

7



Standard primiparae undergoing episiotomy and no 3rdor 4th-degree perineal tear and no episiotomy

25.0

20.4

26.4

23.0

8



Standard primiparae sustaining a 3rd- or 4th-degree
perineal tear and no episiotomy

4.2

5.5

3.9

3.8

9



Standard primiparae episiotomy and sustaining a 3rd- or
4th degree perineal

1.3

1.2

1.8

0.4

10



Women having a general anaesthetic for caesarean section

9.2

8.5

7.7

10.7

11



Women requiring a blood transfusion with
caesarean section

4.3

3.3

4.5

3.0

12



Women requiring a blood transfusion with a vaginal birth

1.5

2.2

1.5

1.8

13

-

Diagnosis of ecalampsia at birth admission

-

-

-

-

14

-

Maternal tobacco use during postnatal period

19.1

20.4

20.2

20.2

15



Pre-term birth

9.4

7.1

7.0

8.4
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NZ Maternity Clinical indicators MidCentral DHB
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Clinical Indicators 1-15

Registration with a Lead Maternity Carer in the 1st trimesterIndicator 1
The chart on the next page demonstrates that MDHB is on the way to
achieving the goal of 80% of pregnancy women registering with an LMC
by the 12th week of their pregnancy. This has been achieved by:
• the promoting the concept of early pregnancy registration with the
community through the ‘5 in 10’ campaign
• engaging with GP teams
• developing Map of Medicine Pathways
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The following table below show recent data regarding Indicator 1:
Registration with a Lead
Maternity Carer in the first trimester of pregnancy-LMC registration
between 1 January 2014 & 31 December 2014
The following table below show recent data regarding Indicator 1:
Registration with a Lead
Maternity Carer in the first trimester of pregnancy-LMC registration
between 1 January 2014 & 31 December 2014.
Registration with a Lead Maternity Carer 2014
Percent of pregnant
women registering with
an LMC in their first
trimester

Number of women
Number of women
registered with an LMC in registered with an LMC
their first trimester

MidCentral DHB

76%

1678

2209

Total NZ

71%

43619

61588

Sourced from maternity claims, as per IPIF Healthy Start Indicator. It includes women who do not go on to give birth.

Standard primiparae who undergo induction of labour-Indicator 5
At MDHB, rates of induction of labour (IOL) among standard primiparae
have fallen below the national average (Report on Maternity 2012);
however the National Maternity Monitoring Group (NMMG) has noted
a upward trend toward an increase in the number of first-time mothers
undergoing induction.
As there is no national or international agreed rate of induction for firsttime mothers, the following are possible explanations for this trend:
• Induction of labour of women with gestational diabetes mellitus
(GDM). The number of women with GDM or pre-existing diabetes
has increased over the years and inductions are performed around
term (usually 39 weeks’ gestation). However, not all those with GDM
are first-time mothers. In late 2014 the Ministry of Health released
the National Consensus Guideline for Diagnosis and Management of
Gestational Diabetes Mellitus, MDHB in the process of implementing
these guideline.
• MDHB has moved toward inducing women (again, not all are firsttime mothers) at or soon after 41 weeks’ gestation rather than closer
to 42 weeks’ gestation as the research shows that by doing so we
will reduce our caesarean section rate and prevent an increase in
perinatal deaths.
• MDHB is potentially inducing more women with small for gestational
age (SGA) and intrauterine growth restricted (IUGR) babies based on
our increasing use of the GROW charts . The senior doctors/midwives
are considering an audit to compare MDHB induction of labour
rates now for SGA/IUGR compared with 2012 and 2009, and look at
the accuracy of ultrasound in its prediction of fetal size estimation.
The plan would then be to look at all babies born and see if we
are actually picking up more SGA/IUGR infants, or simply inducing
women unnecessarily.
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• A recent study published in 2011-The Hypertension & Pre-eclampsia
Intervention Trial at near term (Hypitat II) also showed induction of
labour between 37-40 weeks’ gestation is protective in the group
of women who have hypertension (of any sort) in pregnancy. These
conditions are more common in primiparae and elderly women. This
maybe another reason for the trend increase.
Third and fourth degree tears among primiparae-Indicator 8
During 2014 a small team of doctors led by a specialist obstetrician
at Palmerston North Hospital conducted an audit of women who
experienced third and fourth degree perineal tears at Palmerston
North Hospital in 2012.The results have been recently published and
presented to the medical staff. As a result of this audit a perineal record
form and a patient information leaflet are being developed, with a
further audit once the perineal record form has been in use. The chart
below show how we compare nationally with other DHBs.
Third- or fourth-degree tear and no episiotomy among standard
primiparae giving birth vaginally, 2012
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Customized charts (GROW) indicate the exact Gestation Related Optimal
Weight for each baby, by
• adjusting for characteristics such as maternal height, weight, parity and
ethnic origin
• predicting the growth potential by excluding pathological factors such as
smoking and diabetes
GROW charts
• improve the antenatal detection of fetal growth problems
• avoid unnecessary investigations and
• reduce anxiety by reassuring mothers when growth is normal
5
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Perinatal and Maternal Mortality Review Committee findings
The PMMRC, reports on the outcomes for mothers and their babies
in New Zealand. Perinatal related death (PRD) is the total number of
babies who die from 20 weeks in pregnancy (including terminations and
stillbirths), or within the first 27 days of life per 1000 total babies born.
The rate of PRD for women residing in the MidCentral region in 2012
was below the national average, with an annual rate of 10.02 per 1000
births. This reduction in PRD moved MDHB from the third highest PRD
rate in the country in 2011 to the fifth of 21 DHBs. The most common
cause of perinatal death is congenital abnormalities, spontaneous
pre-term birth and unexplained stillbirths. Factors found to significantly
contribute to this rate are:
• smoking in pregnancy
• overweight/obesity at start of pregnancy and excessive weight gain
during pregnancy (BMI >25)
• women living in deprivation
• women of Indian, Māori and Pacific ethnicity
• women having their first baby.

Perinatal Related Death rate per 1000 births
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6
4
2
0
2007

2008

MDHB

2009

2010

2011

2012

National average

PMMRC, 2014
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MATERNITY QUALITY AND
SAFETY PROGRAMME
GOVERNANCE AND
OPERATIONS 2014/15

Governance
The Central Alliance Agreement is the foundational document for the
regional approach of the MQSP between MDHB and WDHB.
Underpinning this agreement is a commitment between the two DHBs:
• To deliver improved and equitable health outcomes across the
communities of the combined districts
• To develop a consistent, combined districts approach to health and
disability service planning that will result in health gains for their
resident populations
• Whie remaining autonomous, both district health boards will develop
an integrated approach to the common strategic and operational
responsibilities of both parties
The RWHS is another regional initiative focusing on securing the
delivery and sustainability of high quality maternity and gynaecology
services for women. The MQSP and the RWHS- Maternity continue to
be developed in parallel but work closely together as per the MQSP/
RWHS Governance and Operations Structure.
Governance Structure and Clinical Leadership
The regional MQSP governance group oversee, add coherence, advice
on resourcing, as well as identifying and guiding the development of
key quality initiatives to include in the DHBs Annual Plan. Members
of the MQSP governance group are also some of the members of the
RWHS governance group. The RWHS governance group reports directly
to the two DHB chief executives and is linked to the WDHB Community
and Public Health Advisory Committee (CPHAC) and MDHB Hospital
Advisory Committee (HAC), CPHAC and Clinical Leadership Council.
The membership of the MQSP Governance Group includes:
• Regional Clinical Director of Women’s Health
• Regional Midwifery Advisor
• Regional Midwifery Director
• Primary Care representative (GP currently)
• Lead maternity carer representative (dual representation held by
midwifery advisor)
• Two consumers who will jointly have governance & maternity sector
experience or who have been a user of maternity services (current
vacancy for a consumer identifying as Māori)
• Maternity Quality Coordinator/s – ex officio
The structure and interaction of the MQSP within its wider environment
is outlined to the right.
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Key activities supported by Governance in 2014/2015
• Production of the first DHB Annual Maternity Report
• Top ‘5 in 10’ key messages for early engagement with maternity care
• Back of bus advertising
• Bilingual business cards, flyers and posters (appendix 5)
• Map of Medicine Early Pregnancy Pathway developed to ensure
all practitioners involved with women in the first 10-14 weeks of
pregnancy know what screening to offer and to encourage early
registration with a LMC. The Map is currently out for consultation
with the aim of a final draft being available at the end of June 2015.
• Research work is in progress to investigate the use of QR code/4digit
text number/www address on the packaging of pregnancy tests to
link women taking a pregnancy test to a website. The aim is for the
website to provide clear information to all women regardless of their
pregnancy status to enable them to seek the appropriate help and
advice early.
• PROMPT (Practical Obstetric Multi-Professional Training) ‘Train-theTrainer’ workshops in Australia.
Four members of staff from MDHB and WDHB each will be funded
in 2015 to attend with the purpose of building capacity to continue
facilitating the in-house training days. The multi-professional staff
training is a viewed as a key enabler to reduce mother and baby
morbidity and mortality, and improve outcomes.
• Smokefree liaison engaging with women in maternity units to reduce
the re-uptake of smoking after the birth of baby or to initiate smoking
cessation if this has not been up taken in the past.
• Development and production of a MCIS Consumer information
brochure.
• Promotional marketing of maternity facilities within each district
(including updating both DHB maternity website content)
• Participation in local audits of late pre-term birth rates, indications for
caesarean sections inclusive of use of general anaesthesia, inductions
of labour, blood loss at time of birth and Gestational Diabetes
Mellitus.
• Development of a shared maternity experience survey form for
inpatient hospital stay.
Roles to support the Maternity Quality and Safety Programme
Jointly, MDHB and WDHB have contributed to the implementation of a
regional MQSP, by providing the following dedicated resources:
Maternity Quality Coordinator
The regional Maternity Quality Coordinator role has devolved to
a coordinator based at each DHB site. The coordinator provides
leadership, coordination and support to the development and
implementation of the MQSP.
Key accountabilities of the role include:
• managing the implementation of the MQSP
• participate in the implementation of the MCIS to enable the
collection and reporting of maternity data from across the sector
• analyse and provide high level maternity data & information reports
to the locality groups

50

273
• prepare and contributes to MoH, governance group and locality
group reporting
• works with consumers to establish feedback and review processes on
corrective actions
• develop mechanisms to communicate effectively with all hospital
based practitioners including both medical and midwifery
professions, community, consumer and advocacy groups
• work with the quality and clinical risk staff to participate in quality
improvement activities related to maternity services
• responsible for continuing quality and safety education
Administration and information technology
Initially administrative resource for the MQSP was provided by WDHB
while the information technology component was supported by MDHB.
As of February 2015 the regional administration role was disestablished
and each DHB provides local support as required. The regional data
analyst role was disestablished due to the incompatibility of our DHB
systems and the output of this role did not meet expectations despite
everyone’s best efforts.
Locality groups
The locality groups guide, inform and drive the development and
implementation of local initiatives and the integration of the national
quality improvement framework to continue to improve the quality and
delivery of maternity services. Each DHB has a locality group and quality
initiatives are undertaken by a working group with members from the
wider DHB (if appropriate). The engagement of members across the
wider DHB and in the hospital maternity services has decreased over
the past 12 months and ways are being considered to approach this
engagement differently.
Consumer representation
At MQSP governance level there is the opportunity for consumer
members to share, explore feedback actively sought from their wide
spread consumer networks and problem solve/provide informed
consumer input. For an example of a member profile
refer to appendix 6.
Consumers have been supported by attending Health and Disability
Consumer Representative Training. This training consisted of four
modules Health and Disability context, Experience base, Evidence
base and Partnership and was delivered over four days. The focus
was about growing consumers to be able to constructively contribute
to results, and learning the different ways in which consumers can
present information and be involved. Further funding support has been
provided to consumer members for travel and expenses to attend
monthly meetings, local and national forums.
Two consumer members attend monthly MQSP locality group meetings
in Palmerston North and are connected to the wider national MQSP
consumer network via online media. In addition, the Pasifika Navigator
and Māori Health agency members bring the needs of Pasifika and
Māori mothers to the attention of maternity service providers through
contribution to the MQSP.
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Consumer members are involved in some key projects such as working
groups for the ‘Top 5 in 10’, maternity care, wellbeing and child
protection and maternity experience survey, and reviewing of maternity
clinical indicator findings. A large piece of work has involved two MQSP
consumer members contributing to the MCIS Consumer Advisory
Group, alongside the three consumer representatives from the National
IT Health Board’s Consumer Panel to provide advice to the Maternity
Information Systems Programme (MISP) Steering Group;, with one
consumer providing advice to the Maternity Clinical Reference Group.
Local consultations across MidCentral and Whanganui DHBs in the
initial planning phases of the regional MQSP informed the strategic
plan 2012 – 2015. Quality improvement priorities additional to the
foundation elements; such as establishing governance were identified
and became the focus of quality improvement initiatives. The MQSP
strategic plan 2012-2015 was therefore overzealous in the number of
outcomes that could be achieved across the two DHB regions. The
successes out of the strategic plan have been limited primarily due to a
lack of time resource and reprioritisation of resources (e.g. IT) to serve
the implementation of the RWHS and adoption of the MCIS project.
Progress on MQSP deliverables for 2014/15
Outlined below is a list of the planned deliverables from the MQSP
strategic plan. Progress to each of the deliverables is described in the
list below:
Time for planning integration has been extended
with the provision of a further 3 years funding of the
MQSP by the MoH

MQSP integration into everyday business
Planning in progress
•
Early registration with a LMC
• Engage with general practice teams
• Develop Map of Medicine pathway
• Develop information leaflet to go with
pregnancy testing kits in the community
• Investigate the use and potential pilot of QR
code (funding being sought to progress this
initiative)
• Promote the concept of early pregnancy
registration consistently within the community
(Top 5 in 10)
Emergency maternity care
• educate all practitioners on emergency
transport processes
• Maternity representation on MDHB – St John
liaison committee

‘Top 5 in 10’ education sessions continued in forums
Early pregnancy pathway final draft completed May
2015. Pathway anticipated to be accessible by year
end.
The Map of Medicine pathway content and QR code
will lead into the information leaflet.
Investigations continuing into QR code development
in conjunction with a research team from a tertiary
education provider.
‘Top 5 in 10’ launch across DHBs – public education
at expos, bus advertising, Let’s Talk About Health
publications.

The group MDHB – St John Liaison Committee has
not convened

Early adopter maternity clinical information
systems
Commenced implementation Oct-Nov 2014 across
• implement MCIS (formerly known as Badgernet) RWHS site facilities
• support change process
Maroon = In progress
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Turquoise = Achieved

Grey = To be achieved
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Deferred until MCIS implemented and front end
reporting accessible.
Dashboard and goal monitoring
• Prioritise and monitor KPIs alongside the RWHS Dashboard will be developed by RWHS Audit
Audit and Case Review Committee
and Case Review committee once MCIS reporting
accessible.
Continuity of care for all secondary care
women
• Women to remain with their LMC if at all
possible
• Women whose care is a transfer of clinical
responsibility to a specialist have LMC
midwifery input as concluded following a three
way discussion
• Community midwives at MDHB meet
antenatally with women who will be under their
care postnatally

WDHB current practice; increasing number of
women remain with their LMC in MDHB with clinical
responsibility being with the specialist obstetrician.
New practice model has been implemented

Improved consumer engagement
• Engage consumers in the RWHS committee
structure
Access to accommodation for rural families
• Overnight policy consistent across all facilities
in the sub-region

Maternity workforce and professional
development
• Develop a positive team culture across both
DHBs
• Evaluate current orientation to maternity
services to identify areas of improvement such
as familiarising medical staff with the NZ model
of care
• Align the RWHS with the Central Region
Strategic Midwifery Education Plan
Achieving the national maternity standards
• Identify deficits to fully achieving the maternity
standards
• Group and prioritise the unachieved standards
to ensure high risk standards are achieved
ASAP
• Ensure consistency of systems and processes to
align standard outcomes
• Assess best practice across the regions and to
roll this out

DHB site specific policies
WDHB – all women entitled to overnight support
and onsite accommodation available at Māori Ora
and Ozanam Villa
MDHB - fire safety regulations for the Women’s
Health Unit in Palmerston North Hospital do not
accommodate for all women to have a support
person stay. Criteria based approach. Recliner chairs
are being well utilized for overnight stays.
Motel rooms for whānau of babies in NNU continue
to be reserved

Employed and self-employed midwives in
Horowhenua and the RWHS midwifery leaders have
commenced the team development programme.
Being led by MDHB

Standard one 8.4 Publication of the first annual
maternity report achieved
Implementing the Tuia framework for the RWHS with
support from the Directors of Māori Health at MDHB
and WDHB address a number of the standards
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MQSP/RWHS Priorities, deliverables and planned actions for
2015/16
Implementation of the Tuia framework for RWHS
• Set priorities for Tuia action plan
Implementation of national Gestational Diabetes Mellitus guideline
• A project manager has been appointed and a steering group has
held the first meeting in MDHB
Promote LMCs and birthing facilities in women’s DHB of residence
• Update DHB website maternity services pages
• Promotional marketing of facilities via media
Continue to support MCIS implementation
Continue to promote the ‘Top 5 in 10’ key messages
Establish an active birth room on delivery suite at Palmerston
North Hospital
• A proposal is underway, initiated by the MMPC to establish an Active
Birth Room on Delivery Suite at Palmerston North Hospital. As part of
mapping the women’s journey
3rd & 4th degree tears audit results, planned improvements and
implementation-Presentation of audit and findings to be presented to
midwives for feedback. There is a plan to develop a perineal tear form
to streamline the diagnosis of 3rd and 4th degree tears, management
and follow-up. To fit alongside this a patient information leaflet about
3rd and 4th degree perineal tears is being developed
Improving clinical indicators to promote active birth and increase
primary births
• Active birth workshops/active birth equipment for delivery suite
Reduce emergency caesarean section rate
• One of the junior doctors is currently undertaking an audit of
primary caesarean sections, quality improvement strategies can be
implemented once the results are published and evaluated.
• Supporting/Promoting the development of a Primary Birthing Unit in
Palmerston North
• Commencing the Birth After Caesarean clinic a priority
Annual Maternity Report presentation day: this is being arranged
for November 2015.
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PPENDICE

APPENDICES

APPENDIX 1:
PREGNANCY CARE IN
DIABETES-DIABETES
ANTENATAL HIGH RISK
CLINIC
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Diabetes in pregnancy can have a major impact on the mother and
the baby. The aim of the team is to develop a positive therapeutic
relationship with the women, give the best evidence-based care with
compassion. As a team we want to lessen the short and long term
health consequences for the mother and her family, and, as a result
may reduce the impact of long term diabetes health problems in the
community and health service.
Women with pre-existing type 1 and type 2 diabetes have an increased
risk of adverse pregnancy outcomes, including miscarriage, fetal
congenital anomaly and perinatal death (NICE, 2008).
The Diabetes Antenatal High Risk Clinic is held at the Women’s
Health Unit, Palmerston North Hospital weekly and is usually of at
least three hours duration. This is a joint clinic with an obstetrician,
midwives, endocrinologist/NP, Clinical Nurse Specialist (CNS) and
diabetes specialist dietician in attendance. The team is made up of
Endocrinologist (Veronica Crawford), Specialist Diabetes Dietician
(Shelley Mitchell), and Clinical Nurse Specialists, or Nurse Practitioner,
and Midwives. The Consultant Obstetrician Team is also involved,
and makes obstetric decisions, after discussion with the women, and
the Diabetes Team. Evidence shows that infants whose mothers with
diabetes received dedicated specialist multi-disciplinary pre-pregnancy
care showed significantly fewer major congenital malformations
(approximating to the rate in non-diabetic women) compared to infants
whose mothers did not receive such care (SIGN, 2010).
Women with Type 1 diabetes are usually under the secondary care
service throughout their pregnancy due to the intensive input they
require. Those women who are already diagnosed as Type 2 Diabetics
come to the clinic early in pregnancy, if well controlled they can remain
with an LMC midwife with input from the Diabetes clinic.
Women with Gestational Diabetes are often diagnosed following the
polycose screening test at 28 weeks gestation. Once diagnosed, they
can remain under the care of their LMC midwife or their care maybe
handed over to the secondary care service once treatment is started.
Gestational diabetes rates have been increasing over the past five years,
in particular the last two years with an annual increase of 13.9% per
annum (Drury, 2013). The total number of pregnant women admitted to
the Diabetes & Endocrinology Service has more than tripled over the
past 10 years.
Intensive Diabetes CNS/NP and specialist dietician follow-up is
provided throughout pregnancy via clinic attendance weekly and
telephone follow-up every second day to assess glycaemic control and
change insulin doses or commence medication as needed; ketosis;
insulin to carbohydrate ratios; adjusting food intake to accommodate
hyper emesis; decreased foetal movements; signs of pre-eclampsia etc.
Maintaining excellent gylcaemic control (blood glucose between 4-6.7
mmol/l) is particularly challenging for women with pre-existing type 1
or 2 diabetes as the placenta is an endocrine organ ‘de novo’ and its
effects completely changes their usual management. There is also the
high risk of hypoglycaemia which is also teratogenic to the developing
foetus and baby and needs to be avoided as much as possible.
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Challenges for the Service
• The New National Guidelines for Treatment of Women with
Gestational Diabetes were published early this year, and are in the
process of being implemented. There is to be a multi-disciplinary
group project to discuss strategic planning for implementation of
these guidelines. A project manager has recently been employed to
oversee this process. We are expected to have an increase of 33%
of women needing specialist diabetes services. Resourcing these
changes will be a major part of these discussions.
• The length of the clinic (approximately 3 hours) is of concern and
issues around the lack of space in the waiting area of the Women’s
Health clinic compounds this.
• The prevalence of type 2 diabetes is increasing in women of
reproductive age and perinatal outcomes may be equivalent or
worse than in those with type 1 diabetes (SIGN, 2010). Gestational
diabetes complicates from 8 – 25% (depending on diagnostic criteria)
of otherwise normal pregnancies and its management involves
specialist diabetes nursing, medical and specialist dietetic care,
monitoring and education to avoid adverse outcomes for the mother
and/or baby (Ministry of Health, 2014
• Palmerston North Hospital has recently adopted the new national
maternity clinical information system (MCIS) which is an electronic
record for all pregnant women. The Diabetes & Endocrinology
Service currently does not have access to this system. Discussions
are underway with the Women’s Health team to explore options
on how clinical documentation can be improved between the two
departments.
• The diabetes service has 0.5 CNS FTE allocated to the care of
pregnancy but this is insufficient and we are struggling to meet
demands as our numbers continue to increase.
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Some terms that will be used in this
pamphlet are:
Vaginal Birth After Caesarean (VBAC) =
vaginal birth after a trial of labour in a woman
who has had a previous caesarean section.
Planned VBAC = a planned attempt to
labour and birth vaginally in a woman who
has had a previous caesarean section.
Elective Repeat Caesarean Section (ERCS)
= a planned caesarean section in a woman
who has had a previous caesarean section.

Birth After Caesarean

LMC = Lead Maternity Carer

This pamphlet provides
information based
on current research
about vaginal birth
after caesarean (VBAC)
and elective repeat
caesarean section.

This pamphlet is based upon information from:
National Women’s Health. 2011. (PBAC) Positive Birth
after Caesarean Clinic. Auckland District Health
Board. Available at http://nationalwomenshealth.adhb.
govt.nz/services/maternity/pregnancy-advice/vaginalbirth-after-caesarean

With your family/
whanau, you will be
able to make the best
decision for yourself
and your baby if you
fully understand why
you had a caesarean
before.

Ministry of Health. 2004. Vaginal birth after caesarean:
Information for pregnant women who have had a
previous caesarean birth. Wellington. Available
at http://nationalwomenshealth.adhb.govt.nz/
services/maternity/pregnancy-advice/vaginal-birthafter-caesarean.
The Royal Australian and New Zealand College of
Obstetricians and Gynaecologists. 2006.
(2nd ed).Vaginal birth after caesarean section – A
guide for women.
Consumer members of the MidCentral District Health
Board & Whanganui District Health Board Maternity
Quality & Safety Programme.
Regional Women’s Health Service, 2014. RWHS-2273
Managment of women who have had a previous
caesarean section guideline.
Photo taken by: Gabi Menashe

Photo taken by: Kirsten Banks
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RWHS Document
Management Process Map

RWHS Service Responsibilities

APPENDIX 3:
RWHS DOCUMENT
MANAGEMENT
PROCESS MAP

Existing document is due for review, or
Existing document is identified as obsolete,
or need identified for new document is this
a regional document?
NO
YES



PPENDICE

APPENDICES

Follow routine
DHB review
processes



RWHS Document Template to be used. File formats accepted:
.doc, pdf Document delegated to reviewer/author



WHU PA circulate draft document for feedback and collates
responses (include Quality & Clinical Risk Co-ordinator to allocate




Reviewer/Author amends document according to feedback
Finalised updated or reviewed document sent to Document
Management Committee for approval





Final document sent to RWHS Leadership Group for signoff

Quality & Clinical
Risk Responsibilities

Document sent to MDHB Document Control Coordinator to
assign document number.
NB: both paper and electronic version of document must be sent




Document updated on MDHB DMS
MDHB Document Control Coordinator to send scanned copies of
MDHB/WDHB approval forms and electronic copy of document
with MDHB/RHWS document number to WDHB Document
Control Coordinator
WHU PA to be advised





Document upload on WDHB DMS.
WHDB Document Control Coordinator to feedback to WHU PA


WHU PA Communicates to all SMO, LMC, CM (for their dissemination and
replacement of any paper copies) that the revised/new document is on the
DMS and tabled at the Service Improvement Meetings
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How long is information stored on
the computer programme?
Maternity information in paper form is currently
held for a period of 21 years after the birth of a baby.
The new electronic health record system will
enable all your health information to be permanently
stored at a secure site. This is so that if you have
another baby or maternity-related event the
healthcare staff can quickly get an accurate picture
of your history.

Further information
For any further information on the shared electronic
records, visit healthitboard.health.govt.nz
and search for ‘maternity information systems
programme’. If you still have questions speak with
your LMC who will be able to answer them for you.

Your rights
What are my rights?
The Code of Health and Disability Services Consumers’
Rights protects your rights. You can read more about
these rights at www.hdc.org.nz
The Health Information Privacy Code protects your privacy.
You can read about the code at www.privacy.org.nz.

Regional Women’s Health Service

Shared electronic records
in maternity services

Feedback
MidCentral DHB and Whanganui DHB welcome your
complaints, concerns and compliments as they assist
us to improve the services we provide.
Please note that if you make a complaint your care will
not be compromised in any way.
If you have any feedback please contact the MDHB or
WDHB customer relations and complaints coordinator
by phone or letter using the contact details below.

MidCentral DHB
P | 06 356 9169
Gate 2, Heretaunga Street
PO Box 2056
Palmerston North 4440
New Zealand

Whanganui DHB
P | 06 348 1234
100 Heads Road
Private Bag 3003
Whanganui 4540
New Zealand

www.midcentraldhb.govt.nz

MCIS health records brochure - April 2015.indd 1

www.wdhb.org.nz

14/04/2015 10:27:31 a.m.
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Pregnant...
5

things to do
within the first

10

weeks.

The top “5 in 10” list doesn’t
change no matter how many
times you have given birth, your
age, ethnicity, or where you live.

1. Find a Lead
Maternity Carer.
. Consider early
2
pregnancy screening.
3. Take iodine and
continue folic acid.
4. Eat well
and exercise.
. Avoid smoking,
5
drinking and
other drugs.

For more information, visit

www.findyourmidwife.co.nz
or
contact 0800 MUM2BE
(0800 686 223)
Other resource: www.mamaternity.org.nz/find-a-midwife
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Jenny Warren
My name is Jenny Warren and I am a consumer representative on the
Governance Group for MidCentral and Whanganui DHB's Maternity
Quality and Safety Programme. I have been involved with this from
the very beginning and especially enjoyed the process of mapping
the women's journey which meant going into the communities
within our region and hearing directly from the consumers what their
experience was and how they would like it to be. I initially started on
the Working group and the special interest workstream groups which I
was involved with were SUDI and consumer engagement. Within SUDI
we organized and ran a successful Wahakura workshop in Levin where
weavers came and learnt the skill of weaving wahakura which they
then left as taonga for whānau within the Horowhenua. I also lead the
Consumer Engagement workstream which should always be a work in
progress of how we can continue to ensure we get adequate consumer
representation and input into the decisions within our maternity
framework. I am a Childbirth Educator in Palmerston North and Levin,
a Consumer Midwifery Standards Reviewer and facilitate a Parenting
Programme in Manawatu Prison. It is the voices from this wide group
of people that I bring to the table to try and make a positive difference
to the maternity journey which women and their whānau within our
DHB experience.
Introduction for Kelly Wylie
I live in Pahiatua with my husband Andrew and our four sons aged
from 2 through to 13 years. After completing a Degree in Business
Psychology at Massey, I worked in HR and recruitment, both overseas
and back home in Wellington. After having our first son, I returned to
study Childbirth Education and began teaching the antenatal classes
in Pahiatua in 2007, initially as part of the Community Birth Services
team, and then under the Pahiatua Community Services Trust. During
the day I am employed by the same Trust to run the Maternity Resource
Centre (Tararua Maternity Services) in Pahiatua. I have been a Consumer
Representative on the Midwifery Standards Review team for the past
six years and began reviewing newly graduated midwives as part of
their Midwifery First Year of Practice Programme in 2014. I am fortunate
to meet many expectant and new parents as part of my role in the
community and believe it is a privilege to represent these families as
part of the MidCentral Locality Maternity Quality and Safety group.
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ABBREVIATIONS

CEO		
CNS		
CPHAC
DHB 		
FTE		
LMC 		
MCIS		
MELAA
MDHB		
MoH		
MQSP		
MSIM		
Multip 		
NGO		
NMMG
NZCOM
PHO
PMMRC
Primip		
PROMPT
RWHS		
SUDI		
ToR		
WDHB		
VBAC		

Chief Executive Officer
Clinical Nurse Specialist
Community and Public Health Advisory Committee
District Health Board
Full time equivalent
Lead Maternity Carer
Maternity Clinical Information System
Middle Eastern/Latin American/African
MidCentral District Health Board
Ministry of Health
Maternity Quality and Safety Programme
Maternity Service Improvement Meeting
Multipara/multiparae
Non-Government Organisation
National Maternity Monitoring Group
New Zealand College of Midwives
Primary Health Organisation
Perinatal Maternal Mortality Review Committee
Primipara/primiparae
Practical Obstetric Multi-Professional Training
Regional Women’s Health Service
Sudden Unexpected Death in Infancy
Terms of Reference
Whanganui District Health Board
Vaginal Birth After Caesarean
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Deprivation quintile
Groupings of areas of deprivation (quintile 1 most deprived – 5 least
deprived).
Domicile
The mother or baby’s usual residential address.
Episiotomy
An incision made into the perineal body to enlarge the vaginal orifice
during delivery.
Ex-officio
Holds a position but not elected, non-voting.
First trimester
The period from the LMP date until the end of the fourteenth week of
pregnancy (1-12 weeks after conception).
Governance
Setting and monitoring the direction of an organisation.
Implementation
To carry out or to put into effect.
Inpatient postnatal
The 24 hour care a woman and baby receives if the woman remains in
the maternity facility for 12 hours or more after the birth.
Intrapartum
During childbirth.
Lead maternity carer
An authorised practitioner who is a general practitioner with a Diploma
of Obstetrics (or equivalent, as determined by the New Zealand College
of General Practitioners), a midwife or an obstetrician a woman has
selected to provide her lead maternity care.
Mauri ora
Life principle; material object that is a symbol of the hidden principle
protecting vitality.
Multip
A woman that is or has been pregnant for at least a second time.
Newborn
A baby from birth to four weeks of life.
New Zealand Maternity Clinical Indicators
A set of 12 key maternity outcomes for NZ DHBs e.g. vaginal birth rates,
perineal tears.
Non-Māori
Individuals who do not identify as Māori.
Obstetrician
A health practitioner who is, or is deemed to be, registered with
the Medical Council of New Zealand (established by the Health
Practitioners Competence Assurance Act 2003) in the vocational
scope of obstetrics and gynaecology and holds an annual practicing
certificate.
Parity
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The number of previous pregnancies resulting in live births or stillbirths.
Paediatrician
A health practitioner who is, or is deemed to be, registered with the Medical Council of New Zealand
(established by the Health Practitioners Competence Assurance Act 2003) in the vocational scope of
paediatrics or paediatric surgery and holds an annual practicing certificate.
Pepi-Pod
A sleep space is a protected place for babies to sleep when they are in, or on, an adult bed, on a couch, in a
makeshift setting, or away from home.
Perinatal
The time around birth and up to 28 days after birth.
Perinatal death/mortality
A category that includes foetal deaths of 20 weeks’ gestation or 400g birth weight (stillbirth) plus infant
deaths within less than 168 completed hours (seven days) after birth (early neonatal death) (WHO 1975).
Postpartum
Time from immediately after the birth to six weeks.
Pregnancy and parenting education
An antenatal course provided to a group of women as described in the relevant service specification issued
by the Ministry of Health.
Primary Maternity Facility
A primary maternity facility is a facility that does not have inpatient secondary maternity services or 24-hour
on-site availability of specialist obstetricians, paediatricians and anaesthetists. This includes birthing units.
Primary Health Organisation
A provider contracted by a DHB for the provision of primary health services.
Primip
A woman who is giving birth for the first time.
Referral guidelines
The guidelines for consultation with obstetric and related specialist medical services that identify clinical
reasons for consultation with a specialist and that are published by the Ministry of Health from time to time.
Registration
The process by which a woman selects her LMC, the documentation recording this selection, and the
forwarding of this information to HealthPAC. By registering with an LMC the woman is also registering with
the maternity provider with which the LMC is affiliated.
Secondary Maternity Facility
The services specified in the service specification for secondary maternity services available from the Ministry
of Health; and includes ultrasound scans and all midwifery services for elective caesarean sections.
Second trimester
The period of pregnancy from the beginning of the 15th week until the end of the 28th week of pregnancy.
Specialist
A practitioner who is an, obstetrician, paediatrician or radiologist.
Tertiary
A facility that provides a multi-disciplinary specialist team for women and babies with complex and/or rare
maternity needs who require access to such a team, including neonatal intensive care units.
Third stage
Time from the complete birth of the baby to complete birth of the placenta and membranes.
Third trimester
The period of pregnancy from the beginning of the 29th week of pregnancy until established labour.
WellChild provider
A health care provider who provides health services for families, babies and children as described in the Well
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Child Tamariki Ora National Schedule.
Whakawhetu
Māori SUDI National Prevention Service is a national kaupapa Māori organisation dedicated to supporting
whānau to nurture and protect their babies from the risks of SUDI.
Whānau
Extended family group; to be born; modern meaning: family.
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TO Community and Public Health Advisory
Committee
FROM Acting General Manager
Funding and Planning
DATE 18 August 2015
SUBJECT FUNDING & PLANNING OPERATING
REPORT

1.

Memorandum

PURPOSE

This report is for the Committee’s information and discussion. Its main purpose is to provide
an update on the activities of the Funding and Planning team. No decision is required.

2.

SUMMARY

There have been some significant improvements in several areas of work. In the Health Of
Older Persons sector, a focus on falls has resulted in improved uptake of Vitamin D. Also of
note, in Child Health the Universal Newborn Hearing and Early Intervention Service has
significantly improved its performance and is close to achieving the programme target.
There has been an increase in the number of medicines disposed of through the SEDUM
project. Running against the trend is a slight reduction in medicines returned by age-related
residential care facilities. This is thought to be an early indicator that the electronic
medicine management system introduced to eleven facilities so for is having an effect. This
system will be rolled out to more facilities over the next quarter.

3.

RECOMMENDATION

It is recommended:
that this report be received

Craig Johnston
Acting General Manager
Funding and Planning
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4.

WORK PROGRAMME
Reference

82

Matter

Consolidated financial
reporting to be reinstated
in the Finance Report.

Achieved

N

Comment
The CE has requested further
discussion on this matter because of
concerns that consolidated financial
results are reported to CPHAC in
advance of the Board and HAC. It
is suggested that the consolidated
position is provided for the month
previous.

5.

LOCAL MATTERS

5.1

Health of Older Person

5.1.1

In-between Travel, Financial Review and Risk Analysis of the Home and
Community Support Sector

The first step in resolving the In Between Travel issue has now been taken. From 1 July 2015
the Ministry of Health assumed responsibility for all payments. Previously these had been
managed by individual DHBs. Community support staff have now begun receiving pay for
travel between clients over and above their wage payments. Feedback from Providers
indicates the operational rollout has been uneventful and is well on track.
Phase two of the project will consider the broader sustainability issues, with information
related to this expected later in the year.
5.1.2

Local Initiatives: Cross Community and District Group Activity

Service improvement activities continue across the district. There is a high level of
engagement with locality based interest and advocacy groups. This is paying dividends in
terms of raising and resolving issues. For example, recently the Horowhenua Older Persons
Network Committee was asked about issues of concern they might have; they did not identify
any issues of consequence. The networking of this group has been very effective in
identifying emerging issues early and achieving resolution through its membership, often
avoiding large scale disquiet. For example, at a previous meeting an issue was raised about
difficulties hearing impaired people were having with the queuing system for the Medlab
Central bleeding service in Levin. The Horowhenua Network worked with Central PHO and
Medlab Central and as a result, Medlab Central has introduced a computerised notification
system for the hearing impaired so that a visual prompt is seen by all.
A specific focus on falls has resulted in improvement in the uptake of Vitamin D recently. In
addition, all 36 age residential care facilities have agreed to participate in a promotion of falls
prevention within their sites based on the MidCentral Health Falls Aware Ward. We expect
this will translate into reduced falls and fractures for this cohort which we anticipate will be
monitored via the Providers.
New funding from the Ministry of Health is being released to hospices and DHBs to improve
end-of-life care and support sustainability. At the local level, engagement with Arohanui
Hospice and the aged residential care sector began in August to agree the priority health
needs and to co-design the initiatives to be implemented. The necessary business cases are
yet to be worked up for formal application of the funding.
The introduction of Medi-Map (an electronic medicines management system) in the district
for aged residential care may well be delivering results already. Eleven facilities have now
implemented the system, which is what we expected for the 2014/15 year. More facilities are

293
coming on line in the next quarter. Participating providers report a much safer environment
for both staff and residents, and the managers have expressed increased confidence around
medicine management in their facilities. In terms of evidence, the volume of medicines aged
residential care facilities are returning through the SEDUM project has dropped. While it is
too early to definitively link this to Medi-Map, we are hopeful that it will build to a
compelling picture in future months.
The Walking in Another’s Shoes dementia training programme continues. A cohort of 19
carers completed the programme in February while a second group of 15 carers in Levin
completed this programme in July. Eleven registered nurses completed their programme in
August bringing the number of people trained closer to 50 people to date. At the graduation
ceremony, staff talked of their learnings from the programme and thanked the District
Health Board for their funded support to facilities. The programme continues to be popular
and there is a waitlist of eager participants. The third cohort for care staff will commence on
September 16 with 26 carers.
Two aged residential care facilities from the MidCentral district have recently been
recognised for innovation and service within their own national organisations. A
Presbyterian Support home in Levin has received an award for service improvement and
leadership for their work supporting war veteran’s participation in ceremonies, and for
buffet catering for residents which empowers consumer choice. BUPA in Pahiatua has
received an award for the service provided to a young person with terminal/palliative care
needs who has since passed away. The facility provided services outside their usual contract.
It integrated the community and family into the holistic delivery of services. The Manager is
off to Dubai for the final international awards.
5.1.3

Age on the Go Expo

Smaller Providers often struggle to raise awareness of their services. MidCentral DHB and
Horowhenua District Council have together put on an annual ‘Age on the Go Expo’ in Levin.
This is a popular event which occurs in early October. It is on all the calendars of older and
retired people in the Horowhenua district. Raising awareness of a range of services,
products and clubs gives the public and other service staff an opportunity to share ideas,
network and generally continue the focus on all things older people.

5.2

Maori Health

5.2.1

MidCentral DHB Careers Day/Expos

The MidCentral DHB Medical Recruitment Consultant and the Maori Health Adviser have
attended Career Days and Expos to promote all of the different Health Career options and
Kia Ora Hauora, at the following locations:
•
Arena Manawatu
•
Horowhenua College
•
Otaki College
•
Dannevirke High School
•
The Hub in Dannevirke
•
Feilding High School
Career Days and Expos have been well attended by Rangatahi, Whanau and Community and
have led to a number of Y13 Rangatahi choosing Health as a career pathway.

5.3

Mental Health and Addictions

5.3.1

Primary Mental Health and Addictions

Primary mental health and addiction services provide a general primary care response to the
needs of people of any age with mild to moderate mental illness as part of the primary health
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care strategy. The DHB funds Central PHO for this service, and it includes several service
components of primary mental health: the Shared Care Program, Packages of Care, Primary
Mental Health Initiatives and the Prime Minister’s Youth Mental Health service (PMYMH).
The PMYMH service is for young persons aged 12 to 19 years and is linked to Rising to the
Challenge the Mental Health and Addiction Service Development Plan 2012-2017.
MidCentral has taken a project approach to ensuring alignment with the government’s
objectives. The DHB has increased its investment in psychological therapies and
interventions for young persons and specifically Alcohol and Other Drug (AOD)
interventions. Essentially the objectives of the service are to promote the early identification
of developing mental health and AOD issues and to increase access to services. This has
involved the establishment of youth AOD and nutrition group work at Highbury Whanau
Centre and an extension of therapy group work at Horowhenua College.
A stepped care model has been developed for young people in conjunction with Central PHO.
This approach is designed to ensure that interventions are matched to the needs of the young
person and the level of intensity required. Stepped care is a system of delivering and
monitoring treatments so the treatment that is most effective, yet least resource intensive is
delivered first. The further development of the primary mental health model of care will
continue over the next three months with the primary clinical lead and GP Liaison for mental
health.

5.4

Primary Health

5.4.1

General Practice Fees

General practice teams are allowed to increase their patient part charges by a certain
percentage each year. The allowable percentage is called the Annual Statement, and it is
calculated each year by an independent research group. Practices applying to increase their
fees by above the Annual Statement may be subject to a fees review process through the
Regional Fees Review Committee.
Over the last month, the DHB has been receiving a steady stream of applications for fee
increases through the PHO. The DHB assesses each application on its merits, taking into
account Annual Statement, the recent history of fee increases for the applying practice,
information provided in justification of the increase, and how the new fees would sit
compared with other practices within the MidCentral district.
To date, all applications for fee increases except one have been approved by the DHB. The
exception is a Palmerston North general practice team that proposed an increase that is well
above the Annual Statement. Accordingly, the application has been referred to the Regional
Fees Review Committee for their consideration.
5.4.2

Safe and Efficient Disposal of Unused Medicines (SEDUM)

Central Pharmacy in Palmerston North has provided a medicine return and disposal service
for MidCentral DHB since April 2004. This is referred to as the Safe and Efficient Disposal of
Unused Medicines (SEDUM) programme. The goals and objectives of the programme are:
•
•
•

To remove excess medicines from the home environment and other institutions.
To dispose of the medicines in a safe and efficient manner.
To provide objective information and analysis on returned medicines.

The Annual Report for the SEDUM programme for April 2014 to March 2015 shows a 4%
increase in the number of items returned to Central Pharmacy compared with the 2013/14
year, but hints at a levelling off of returns overall, and includes some encouraging signs
potentially related to DHB investment in technology (further discussed below).
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The trend in items returned over time is shown in Figure 1., which has three notable
features:
1)

A reduction in the number of items returned in 2010 associated with a short term
project via the MidCentral Community Pharmacy Group (MCPG) that saw pharmacies
synchronising dispensings to align periods of supply

2) A levelling off of the number of items returned in 2012 associated with the introduction
of the current Community Pharmacy Services Agreement that includes synchronised
dispensing for people registered to receive the Community Pharmacy Long Term
Conditions service
3) An increase in the number of items returned in 2013 associated with one community
pharmacy that provides medicines to a number of age-related residential care (ARRC)
facilities, starting to use the service, whereas previously they’d disposed of their own
unused/returned medicines
Figure 1. SEDUM returns over time

The most recent six month period shows a reduction in the number of items returned. This
is largely due to a reduction in the number of items returned from ARRC facilities, as can be
seen is Figure 2 below. This corresponds with the introduction of an electronic medicines
management system in a number of ARRC facilities within the district.
As previously reported to the Committee, MidCentral DHB has been supporting ARRC
facilities to implement the Medi-Map electronic medicines management system. Eleven
facilities have now implemented the system, consistent with the volumes we had anticipated
for the 2014/15 year. More facilities are coming on line in the next quarter.
At a service level Providers report a much safer environment for both staff and residents. At
a system level the comfort for Managers around medicines management is evident.
Coincidentally, the number of medicines returned for destruction has reduced, which is not
unexpected as the system better coordinates medicines supply in addition to enabling clearer
medicines prescribing and providing a more robust method of recording medicines
administration to the resident.
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Figure 2. Source of SEDUM returns over time.

It is anticipated that future trends in medicines return from ARRC facilities will show
continued reductions in medicines wastage as more facilities implement the system.
5.5

Child & Youth Health

5.5.1

Universal Newborn Hearing Screening and Early Intervention
Programme Update

It is very pleasing to note that MidCentral’s Universal Newborn Hearing Screening and Early
Intervention Programme (UNHSEIP) is now getting close to meeting the programme target.
Since 2010 all 20 district health boards (DHBs) have offered hearing screening to newborns
as part of the UNHSEIP. The programme 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.
MidCentral’s programme sits within the MidCentral Health Audiology Service. Since
inception the programme has struggled to meet the programme target of 95 percent of
newborns screened by four weeks. At times figures have dropped as low as 56 percent of
newborns screened on time. As a result of significant work being completed alongside the
Ministry of Health and with additional staff now on board and having received the
appropriate training, the goals of the programme are close to coming to fruition.
For the month of July 2015, 166 babies were born in the district and of those 127 babies were
screened (which equates to 76 percent). A further 35 babies were 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.
The Portfolio Manager Child & Youth Health would like to acknowledge the energy and
commitment of the service manager and the staff to ensuring this programme’s success. It is
very reassuring to note that the backlog that developed when limited staff were in place is
now also reducing to a manageable level.

297
ANNUAL PLAN: PROFILE OF INITIATIVE/S

6.

The Committee previously asked the Funding and Planning team to provide brief outlines of
the initiatives included in the 2015/16 Annual Plan. This month, we have included a brief
outline of the initiative to introduce Advanced Care Planning READ Codes to general
practice Patient Management Systems.
6.1.1

Advance Care Planning READ Codes

READ Codes are codes within a general practice patient management system (PMS) that
enable general practice teams to record detailed clinical encoding of multiple patient
phenomena. The importance of READ coding cannot be underestimated as health systems
struggle with data capture to enhance medical and other decision making and ensure
resources are targeted at the right services and data reflects the diagnostic need of the
community.
Although READ codes are by no means a perfect measure, and there is variation in their use,
READ codes offer an opportunity to capture data on advance care planning (ACP). The
documentation and recording of ACP conversations/care plans that can be shared between
health providers has been an ongoing issue, consequently the need to address this and work
towards a solution.
Patient management systems are variable across New Zealand, in the MidCentral District,
three types are used, with Medtech being the most common. Central PHO has worked with
the Older Persons District Group to implement ACP READ codes into this Medtech system.
This coding identifies that a person is engaged in the ACP process by recording on
conversations held and ACP plans completed. With the need to share ACP activity between
primary and secondary care it is critical that general practice teams READ code the activity.
Shared records are currently only able to flag that ACP discussions have commenced in
primary care and/or completed plans are in place if the activity is READ coded.
To date four READ codes have been implemented, these are:
•

Advance Care Planning Discussions – (code 9X3.00) This READ code is
applied in the practice when the GP or the Practice Nurse instigate the ACP
conversation and provide an ACP Patient Information Pack.

•

Advance Care Plan Completed – (code 9X4.00) This read code is used when the
patient has completed the ACP form – practice staff will scan the form into the
Practice Management System and apply the READ code.

•

Advance Directive Completed - Advance Directive Administration (code 9X.00)
– This is an existing MedTech code and used when a patient has a completed an
Advance Directive - practice staff will scan the form into the Practice Management
System and apply the READ code.

•

Enduring Power of Attorney Completed - Power of Attorney (code 9W.00).
This is an existing MedTech code and is used when the patient provides EPA details
to practice staff. Staff scan the forms into the Practice Management System and
apply the READ code.

Implementing READ codes has been relatively straight forward, the next step is to meet with
the general practices and familiarise staff with the resources. This work is currently
underway and expected to journey over the coming months. There is still some way to go,
however the buy in to date and general direction is well supported.
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7.

REGIONAL ISSUES

7.1

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
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TO Community and Public Health Advisory
Committee
FROM Finance Manager
Funding and Planning
DATE 12 August 2015
SUBJECT FINANCE REPORT –
RESULT OF JULY 2015

1.

Memorandum

PURPOSE OF REPORT

This report is for the Committee’s information and discussion. Its main purpose is to document
the financial performance for the Funder. No decision is required.

2.

EXECUTIVE SUMMARY

The Funder’s budget includes the $1 million improvement in the Annual Plan bottom line result
arising from the $1 million of additional revenue from the Ministry of Health.
The Funder’s July 2015 result is a surplus of $9k over budget.

3.

RECOMMENDATION

It is recommended:
that the report be received

Gordon Ngai
Finance Manager, Funding & Planning
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4.

KEY EVENTS

4.1

Revision of 15-16 budget

The Funder’s budget has been amended to incorporate the additional $1 million of revenue from
the Ministry of Health (as notified in July) and the consequential $1 million improvement in the
Annual Plan’s bottom line result. From henceforth, all finance reports will be against the
revised Annual Plan financials.
4.2

Result for July 2015

The Funder’s July 2015 result is $9,000 better than budget.
4.3

MidCentral Health washup

There is no washup with MidCentral Health.
4.4

Elective Income (EI)

No Central Region Elective Initiatives Monitoring report has been received for the Month of
July 2015. The Funder has accrued elective income as per the elective initiatives budget.
4.5

Inter District Flows - Inflow and Outflow

Reports indicate that both Inter District Flow inpatient inflows to Palmerston North Hospital
and inpatient outflows to Capital and Coast DHB are close to budget.
4.6

2014 Budget Initiatives

The Funder is now receiving the additional funding associated with the ‘Free for Under 13’s’
policy and the extra support for hospices. At this stage, the Funder expects these to be
financially neutral.
4.7

Disability Support Services (DSS)

Due to the Ministry of Health’s year end process, no updated DSS information is available at the
time of writing.
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5.

FUNDER FINANCIAL PERFORMANCE

The Funder’s July 2015 result is $9,000 better than budget. The forecast for the year is as per
the budget.

MidCentral DHB - Funder
Income and Expenditure - By Ring Fenced Area
For the period ending 31 July 2015

Personal Health Income
Personal Health Expenditure
Personal Health Surplus/(Deficit)

Actual
$000

YTD
Budget Variance
$000
$000

Forecast
$000

Annual
Budget Variance
$000
$000

33,382
34,264
-883

33,275
34,098
-822

106
-167
-60

400,317
398,305
2,012

400,317
398,305
2,012

0
0
0

Mental Health Income
Mental Health Expenditure
Mental Health Surplus/(Deficit)

3,402
3,375
27

3,360
3,370
-10

42
-5
37

40,316
40,316
-0

40,316
40,316
-0

0
0
0

Disability Support Income
Disability Support Expenditure
Disability Support Surplus/(Deficit)

6,779
6,806
-27

6,779
6,801
-22

0
-6
-6

81,346
81,346
-0

81,346
81,346
0

0
-0
-0

Maori Health Income
Maori Health Expenditure
Maori Health Surplus/(Deficit)

167
130
38

167
167
0

0
38
38

2,007
2,007
0

2,007
2,007
0

0
0
0

Governance Income
Governance Expenditure
Governance Surplus/(Deficit)

205
205
0

205
205
0

-0
0
0

2,456
2,456
0

2,456
2,456
0

0
0
0

Total Funder Surplus/(Deficit)

-846

-854

9

2,012

2,012

-0

6.

MIDCENTRAL DHB RESULT

